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DIABETES  MELLITUS : A STATISTICAL  ANALYSIS  OF  120  CASE? 
TREATED  AT  THE  OUTPATIENT  DEPARTMENT  OF  THE 
UNIVERSITY  OF  NEBRASKA* 


MORRIS  MARGOLIN,  M.  D., 

From  the  Medical  Department  of  the  University  of  Nebraska 
College  of  Medicine, 

Omaha,  Nebraska. 


INTRODUCTORY 

Since  the  organization  of  our  Diabetic  Clinic 
in  the  fall  of  1930,  we  have  had  120  cases  under 
our  care.  Of  these,  47  (39.2%)  are  at  present 
receiving  treatment  at  our  clinic,  14  (11.6%) 
have  died,  49  (40.8%)  have  failed  to  return,  and 
10  (8.4%)  have  been  referred  elsewhere  for 

♦Presented  before  the  annual  meeting  Nebraska  State  Medical 
Association,  Omaha,  May  14-16,  1935. 


treatment.  Thirty-three  cases  (27.5%)  have 
been  under  our  observation  for  1 month  or  less, 
some  of  these  having  come  in  only  for  diagnosis 
and  recommendations,  returning  to  their  home 
physician  for  further  care;  22  cases  (18.3%) 
were  treated  for  2 to  6 months ; 16  cases 
(13.3%),  6 months  to  1 year;  20  cases  (16.7%), 
1 to  2 years;  16  cases  (13.3%),  2 to  3 years;  8 
cases  (6.6%),  3 to  4 years;  and  5 cases  (4.2%), 
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over  4 years.  In  all,  39.1%  of  our  patients  have 
been  under  treatment  for  1 year  or  more,  and 
52%  for  6 months  or  more.  We  hope  that  these 
figures  and  the  following  analyses  will  justify 
what  few  obvious  and  modest  conclusions  we  may 
draw  therefrom. 

AGE,  SEX,  AND  RACIAL  INCIDENCE 
As  shown  in  Table  1,  65.3%  of  our  patients 
were  over  40  years  of  age  at  the  time  of  their 
admission.  Moreover,  45%  of  our  cases  were 
women  of  this  age  group.  In  the  entire  series 
females  outnumbered  males  in  the  ration  of  5 :3, 
but  the  sex  ratio  in  those  past  middle  age  is  2.25 
females  to  1 male,  whereas  in  those  under  40,  the 
sexes  are  about  equally  represented. 

TABLE  1 — AGE  AND  SEX  INCIDENCE 
(Age  on  Admission) 


120 

Cases  — 

- In  Percentages 

Age 

Male 

Female 

Total 

0-10 

3.3 

0.8 

4.1 

11-20 

3.3 

5.0 

8.3 

21-30 

7.5 

4.2 

11.7 

31-40 

3.3 

7.5 

10.8 

41-50 

3.3 

12.5 

15.8 

51-60 

6.7 

20.0 

26.7 

61-70 

5.9 

10.0 

15.9 

71-80 

4.2 

2.5 

6.7 

Total 

37.5 

62.5 

100.0 

These 

figures  bear 

a striking  resemblance 

those  arrived  at  by  Joslin,  Dublin,  and  Marks(1) 
in  their  comprehensive  survey  of  diabetes  mortal- 
ity throughout  the  world : “Up  to  age  35  present 
death  rates  of  males  and  females  are  little  differ- 
ent, but  after  that  age  the  rates  of  the  women  are 
the  higher.  This  excess  of  the  female  death 
rate  inceases  with  advancing  age  up  to  65,  when 
it  is  about  twice  that  of  male.”  Conlin(2),  in 
his  analysis  of  616  Nebraska  cases  also  points 
out  the  predominance  of  females  over  males,  al- 
though the  female  excess  here  is  not  nearly  as 
great.  (53%  F.  47%  M.).  Similar  conclusions 
are  reached  by  Mosenthal  and  Bolduan(3)  in 
their  studies  of  diabetes  mortality  in  New  York 
City.  Moreover,  these  workers,  as  well  as  Jos- 
lin and  his  associates  quoted  above,  point  out 
that  the  disproportionate  incidence  in  females  is 
of  rather  recent  occurrence.  “In  New  York 
City  ....  in  the  past  30  years  ....  the  incidence 
of  diabetes  in  males  has  not  increased  at  all,  while 
that  in  females  has  risen  about  40  per  cent.” 
Table  2 shows  the  racial  distribution  of  our 
patients,  and  as  such  may  safely  be  said  to  re- 
flect only  the  incidence  in  our  dispensary  popu- 
lace. 81.5%  are  whites  and  18.5%  are  colored. 
For  these  figures  to  have  any  significance  would 
require  also  a knowledge  of  group  percentages 
of  the  entire  dispensary  clientele.  Moreover, 
any  value  in  the  racial  distribution  of  the  whites 
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is  lost  in  the  listing  of  all  natives  as  “Americans” 
regardless  of  the  origin  of  their  immediate  an- 
cestry. Of  significance  to  me,  however,  is  the 
absence  of  Mexicans  in  this  group,  although  this 
people  has  a fair  representation  among  our  dis- 
pensary patients. 

TABLE  2 — RACE  INCIDENCE 
119  Cases  — In  Percentages 

White  81.5% 

American  67.2% 

Scandinavian  1.7% 

Polish  2.4% 

Belgian  0.8% 

Jewish  5.9% 

Roumanian  0.8% 

German  0.8% 

Italian  0.8% 

Colored  18.5% 

Total— 100.0% 

Joslin,  Dublin,  and  Marks(4)  in  their  compre- 
hensive statistics  state  that  the  frequency  of  dia- 
betes is  greater  in  the  Teutonic  peoples  than  in 
the  Latins ; that  there  is  probably  a low  rate 
among  the  Slavs ; and  that  there  is  an  excessive 
frequency  in  Jews:  “Among  the  older  ones, 
(Jews)  the  incidence  is  probably  l]/2  to  twice  the 
average.”  They  further  show(1)  that  the  dia- 
betes mortality  among  the  negroes  in  the  United 
States  was  12.7  per  100,000  in  1929,  as  compared 
to  22.0  for  whites,  whereas  the  American  In- 
dians had  a rate  of  only  5.7.  In  Japan  diabetes 
is  relatively  infrequent,  the  death  rate  in  1930 
being  only  3.5  per  100,000.  Figures  for  Mexico 
are  not  given,  such  apparently  either  not  being 
available  or  of  questionable  reliability. 

OBESITY 

All  clinicians  working  in  the  field  of  diabetes 
seem  to  be  .unanimous  in  the  opinion  that  obesity 
forms  an  important  factor  in  the  etiology  of  this 
disease.  In  Joslin’s  experience (5),  overweight 
(5%  or  more  above  the  average)  occurred  in 
62.7%  of  male  diabetics  and  in  67.4%  of  fe- 
males. Conlin(2>  states  that  “63%  of  a group  of 
University  of  Nebraska  cases  gave  a history  of 
obesity.”  While  the  evidence  from  these  and 
from  many  other  sources  is  overwhelming,  our 
series  seems  to  form  an  exception,  as  only  34.6% 
of  our  patients  are  shown  to  be  overweight. 
However,  examination  of  Table  3 shows  that  out 
of  the  48  patients  whose  weight  percentage  as 
compared  with  the  standard  for  their  height  and 
age  was  accurately  figured,  41.6%  were  10% 
or  more  overweight.  For  the  other  group  of  59 
patients  we  unfortunately  lacked  the  height  meas- 
urement, and  their  comparative  standing  in  the 
table  has  been  arrived  at  mainly  by  guess.  This 
might  account,  in  part  at  least,  for  the  discrep- 
ancy. The  fact  that  our  dispensary  patients  be- 
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long  to  an  underprivileged  economic  class  also 
must  be  taken  into  account  in  the  interpretation 
of  the  figures. 


TABLE 

3 — 

COMPARATIVE  WEIGHTS 

Over- 

% of  Standard 

No. 

Underweight  Normal  weight 

Height-Wt.-Age 

(In  Percentages) 

60  - 69 

1 

70  - 79 

5 

80  - 89 

6 

11.2 

90  - 99 

8 

100  - 109 

8 

15.0 

110  - 119 

11 

120  - 129 

3 

130  - 139 

1 

140  - 149 

2 

150  - 155 

3 

18.7 

NO  EXACT  MEASUREMENTS— 

Underweight 

3 

2.8 

Normal 

39 

36.4 

Overweight 

17 

15.9 

TOTAL 

107 

14.0  51.4  34.6 

COMPLICATIONS 

151  complications  were  encountered  in  our 
group  of  120  cases.  These  were  as  follows : 


Percent- 


Cases 

ages 

Abscess  

2 

ACIDOSIS  and  COMA 

18 

11.9 

3 

2.5 

Vernal  Catarrah  

1 

“Hog”  Sensitive  

1 

Asthma  

1 

CARDIOVASCULAR  

50 

33.3 

ARTERIOSCLEROSIS 

and 

HYPERTENSION  ... 

21 

17.5% 

GANGRENE  

15 

12.5% 

Cardiac  Degeneration  . 

6 

5.0% 

Coronary  Disease  

4 

Mitral  

1 

Cardio-  renal  

1 

Heart  block  

1 

Varicose  veins  

1 

EYE  

14 

11.7 

Cataract  

6 

Glaucoma  

3 

Retinitis  

5 

Gastro -Intestinal  

10 

8.3 

CHOLECYSTITIS  

9 

7.5% 

Carcinoma  of  Sigmoid. 

1 

Genito-Urinary  

1 1 

9.2 

Chronic  Nephritis  

4 

Fibroids  

3 

Prostates  

2 

Bartholin  Cyst  

1 

Menstrual  Disturbance 

1 

Obstetrical 

Pregnancy  

4 

Caesarian  

1 

Phlebitis  

1 

Nervous  and  Mental 

12 

10.0 

NEURITIS  

5 

4.2% 

Neurosis  

2 

Inebriacy  (Insanity)  ... 

1 

Hemiplegia  

1 

Facial  Paralysis  

1 

Parkinsonian*  

1 

Skin  

4 

Keratosis  Palmaris  et 


Plantaris  1 

XANTHOCHROMIA  2 

Carbuncle  1 

SYPHILIS  C 

Thyroid  4 

HYPERTHYROID  3 2.5% 

Hypothyroid  1 

Arthritis  3 

Tapeworm  1 

Fractured  Pelvis  1 

Pneumonia  1 

PSEUDO-DWARFISM  1 

Postoperative  Hernia  1 

Pulmonary  Tuberculosis  1 

Perichondritis  1 

Gas  Bacillus  Infection 1 


5.0 


Noteworthy  of  comment  is  the  fact  that  the 
cardiovascular  complications  made  up  33.3%  of 
the  entire  number,  arteriosclerosis  and  hyperten- 
sion occurring  in  17.5%  of  our  patients,  and  gan- 
grene in  12.5%.  Add  to  these  the  eye  compli- 
cations, the  blame  for  which  may  be  laid  to  de- 
fects of  circulation,  and  we  have  42.4%  of  all 
our  complications  in  the  circulatory  system.  This 
corresponds  with  the  experience  everywhere  else, 
and  is  partly  to  he  explained  by  the  present  age- 
incidence  of  the  disease.  The  fact  that  diabetes 
may  per-se  produce  such  complications  has  been 
lung  recognized. 


Acidosis  and  coma  occurred  18  times  (11.9% 
of  all  complications).  In  every  case  in  which  this 
occurred  there  was  proven  neglect  in  treatment 
and  non-cooperation  on  the  part  of  the  patient. 
I can  remember  no  exception  to  this  rule,  except 
that  an  acute  infection  may  have  precipitated  an 
already  aggravated  condition. 


Of  the  conditions  that  are  usually  considered 
as  being  common  complications  of  diabetes  and 
sometimes  even  regarded  as  of  etiological  import- 
ance, cholecystitis,  or  a history  of  it,  occurred  in 
7.5%  of  our  patients ; syphilis  in  5%  ; and  hyper- 
thyroidism in  2.5%.  Xanthochromia  was  met 
with  twice.  This  yellowish  discoloration  of  the 
skin  is  generally  believed  to  be  due  to  a caroti- 
nemia  induced  by  an  excessive  intake  of  carrots. 
However  one  of  these  patients  asserts  that  she 
has  an  aversion  for  carrots  and  avoids  their 
use.  Pseudo-dwarfism,  according  to  Priscilla 
White(6),  is  the  most  frequent  indirect  compli- 
cation in  juvenile  diabetes;  she  regards  it  as  due 
simply  to  undernutrition,  and  as  such  easily  pre- 
vented and  remedied. 


CAUSES  OF  DEATH 

The  youngest  of  our  series  to  die  was  4 years 
of  age,  the  oldest,  69.  Of  the  14  deaths,  6 were 
males  and  8 females.  Three  deaths  occurred  in 
the  juvenile  and  young  adults;  namely,  ages  4, 
15,  and  26.  All  these  were  males.  The  ages  of 


*Note : Diagnosis  questionable. 
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the  remaining  11  ranged  from  44  up.  All  fe- 
males to  die  were  past  middle  age.  The  stated 
causes  of  death  are  shown  in  Table  4. 

TABLE  4 — CAUSES  OF  DEATH 


Percent- 

Cases 

ages 

Cardiovascular  

9 

64.4 

Myocardial  Degeneration  .. 

..  4 

Arteriosclerosis  

..  2 

Coronary  Disease  

..  3 

Coma  

3 

21.4 

Carcinoma  of  Sigmoid 

1 

7.1 

Gas  Bacillus  Infection  of  Leg... 

1 

7.1 

TOTAL 14  100.0 

In  addition,  myocardial  degeneration  was  given 
as  contributory  cause  in  2 cases,  arteriosclerosis 
in  1 case,  and  chronic  interstitial  nephritis  and 
lobar  pneumonia  in  1 case  each. 

Mosenthal (7)  quotes  Joslin’s  experience  in  the 
changes  in  the  causes  of  death  of  diabetics  as  fol- 
lows : 

1898-1914  1926-1930 

Coma  69.8%  11.4% 

Cardiovascular,  renal  and  gangrene..l5.5%  49.6% 

All  other  causes 23.7%  39.0% 

We  note  here  a great  drop  in  the  deaths 

from  coma  but  at  the  same  time  we  are  struck 
by  the  200%  increase  in  cardiovascular  deaths. 
Flynn(8),  in  his  analysis  of  diabetic  deaths  oc- 
curring in  Peter  Bent  Brigham  Hospital  finds 
changes  in  the  insulin  era  paralleling  those  of 
Joslin.  “The  marked  increase  in  the  mortality 
arising  from  cardiovascular  complications  is  prob- 
ably the  most  outstanding  defect  in  our  present 
form  of  treatment/’  says  Flynn,  but  he  immedi- 
ately goes  on  to  his  optimistic  conclusion : “The 
present  tendency  is  for  coma  and  sepsis  to  be 
eradicated  as  a cause  for  diabetic  mortality.” 
Mosenthal(3) (7>  says:  “Diabetics  should  not  die 
of  diabetes.”  Such  optimism  is  borne  out  in 
Joslin's(9)  statement  that  whereas  coma  deaths 
occurred  in  60%  of  his  cases  before  insulin,  in  the 
early  insulin  period  they  dropped  to  20%,  in  the 
middle  insulin  period  to  10%,  and  in  the  years 
1930-33  to  4.8%.  Of  course,  with  our  present 
knowledge  of  diabetic  therapy  this  is  just  as  it 
should  be.  Unfortunately,  such  results  seem  to 
be  obtainable  only  in  the  best  conducted  hospitals 
and  clinics.  Bolduan(10),  one  of  New  York's 
health  commissioners,  sent  inquiries  to  doctors 
who  reported  “diabetes”  as  the  cause  of  death. 
Out  of  463  deaths  thus  inquired  into,  172  were 
stated  to  have  been  caused  by  coma  (37%).  It 
is  my  impression  that  at  least  some  of  the  deaths 
reported  as  due  to  myocardial  degeneration,  are 
in  truth  due  to  the  after  effects  of  coma.  This 
impression,  however,  is  based  on  a meagre  expe- 
rience. 


SUMMARY  AND  CONCLUSIONS 

120  cases  of  Diabetes  Mellitus,  representing 
an  experience  of  M/  years,  are  herewith  an- 
alyzed from  the  standpoints  of  age,  sex,  and  race 
incidence,  obesity,  complications  encountered,  and 
causes  of  death.  These  figures  are  compared 
with  statistics  from  more  extensive  sources.  In 
the  light  of  these  studies  we  are  led  to  the  fol- 
lowing conclusions : 

1.  There  is  an  increasing  incidence  of  diabetes 
in  people  past  middle  age,  and  particularly  in 
women.  Obesity  seems  to  be  a factor  in  the  et- 
iology. Cardiovascular  complications  predomi- 
nate in  a striking  manner  and  lead  in  the  causes 
of  death.  Coma  is  still  all  too  prevalent. 

2.  If  we  are  to  make  headway  against  the  dis- 
ease we  must  concentrate  our  attention  upon 
those  past  middle  age  and  particularly  upon  the 
obese ; we  must  put  forth  every  effort  in  seek- 
ing out  the  cause  of  cardiovascular  complications ; 
and  we  must  better  our  efforts  to  retain  the  con- 
trol of  our  patients,  that  avoidable  complications 
may  be  decreased.  This  is  our  responsibility  and 
we  must  face  it. 

I wish  to  express  my  gratitude  to  Dr.  Frank 
Conlin  whose  aid  and  guidance  in  the  develop- 
ment of  the  diabetic  clinic  have  made  this  paper 
possible. 
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DISCUSSION 

DR.  S.  A.  SWENSON,  (Oakland):  I think  this  pa- 
per is  interesting  enough  to  be  discussed.  I am  sorry 
Dr.  Conlin  is  not  here  because  he  has  made  a thor- 
ough study  of  diabetes.  I do  not  know  much  about 
it.  I have  a few  cases  out  in  the  country.  Since 
we  began  to  use  insulin,  I do  not  know  of  a single 
death  from  diabetes,  even  though  we  do  not  have  a 
well  regulated  hospital. 
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When  we  first  started  to  use  insulin  it  was  said, 
“You  must  have  your  patients  under  perfect  control 
and  have  the  diet  calculated  very  strictly,”  and  it 
appeared  to  be  a very  difficult  thing.  After  we  op- 
ened the  hospital,  I used  to  bring  my  patients  to  the 
hospital  and  get  them  sugar  freed.  After  that  I in- 
structed them  how  to  take  their  insulin.  They  get 
along  pretty  well.  Most  of  my  patients  do  not  follow 
their  diet  strictly.  I help  them  to  get  started  and 
then  they  get  along  the  best  they  can.  I tell  them 
what  kind  of  foods  to  eat  and  how  to  take  insulin 
within  limits  of  safety.  They  test  their  own  urine 
and  try  to  keep  sugar  free. 

I have  three  patients  at  the  present  time  who  get 
along  without  insulin.  There  is  no  need  of  giving  the 
obese  diabetic  insulin.  He  should  reduce  his  weight 
to  somewhere  within  the  limits  of  normal  and  try 
to  get  along  without  insulin.  Usually  he  does.  I had 
one  big,  fat  man  who  had  5 per  cent  of  sugar  when  he 
came  to  me.  He  is  still  overweight  and  has  not  taken 
any  insulin. 

I have  an  overweight  woman  who  developed  dia- 
betes during  pregnancy.  She  gets  along  nicely  with- 
out insulin. 

I have  several  patients  taking  insulin.  One  woman 
came  to  me  after  a chiropractor  had  treated  her  for 
several  years.  She  had  8 per  cent  of  sugar  in  her 
urine  and  weighed  90  pounds.  I had  the  nurse  give 
her  insulin  and  her  weight  improved.  She  has  taken 
insulin  possibly  seven  years.  She  had  insulin  shock 
a couple  times  when  she  did  not  adhere  to  the  rules. 
Once  she  went  to  meet  her  son  at  the  depot.  She 
took  her  insulin  before  she  left.  By  the  time  she  got 
home,  she  was  in  shock.  She  came  through  all  right. 

DR.  FRANK  M.  CONLIN,  (Omaha):  First,  I want 

to  compliment  Dr.  Margolin  on  the  excellent  work  he 
has  done  at  the  Dispensary.  Dispensary  work  at 
best  is  most  unsatisfactory.  There  is  not  a lot  of  sat- 
isfaction in  taking  care  of  people  month  after  month 
and  year  after  year,  because  most  of  them  are  a 
thankless  lot,  and  diabetics  particularly  so.  Dr.  Mar- 
golin has  been  patient  with  them  and  worked  awfully 
hard  and  has  gotten  good  results. 

The  statistics  of  Dr.  Margolin  will  show,  as  do  oth- 
ers. that  diabetes  is  definitely  on  the  increase  in  the 
United  States  today.  I attempted  to  show  yesterday 
the  importance  of  hereditary  aspects.  Possibly  some- 
thing should  be  done  to  educate  the  public  up  to  a 
recognition  of  this  fact.  Dr.  Margolin  called  attention 
to  the  fact  women  are  showing  more  diabetes  than 
men.  We  should  call  attention  to  the  importance  of 
this  incidence  in  women  coming  on  particularly  at 
two  periods — in  girls  at  the  time  they  mature,  and 
in  women  at  the  time  of  the  menopause. 

Diabetes  is  a disease  that  can  be  controlled,  and 
now,  with  the  use  of  insulin  and  a proper  diet,  these 
lives  are  being  prolonged  immeasurably.  We  are  not 
seeing  patients  die  in  diabetic  coma  as  formerly.  It 
is  such  a rare  thing  we  do  not  have  enough  patients 
at  the  University  Hospital  in  diabetic  coma  to  teach 
the  subject  properly.  It  used  to  be  a common  thing 
for  diabetic  patients  to  come  in.  The  profession  and 
the  public  have  recognized  the  early  symptoms  of  dia- 
betic coma  and  are  treating  it  diligently  and  prompt- 
ly. 

Dr.  Margolin  called  attention  to  the  increased  in- 
cidence of  vascular  complications  in  diabetics.  A 
great  deal  of  work  has  been  done  upon  arterioscler- 
osis in  diabetics.  Joslin  calls  attention  to  the  fact 
diabetic  patients  develop  arteriosclerosis  five  years 
earlier  than  the  nondiabetic.  One  thing  to  bear  in 
mind  in  diabetic  patients  with  a gangrenous  toe  or 
leg  is  that  it  is  only  a phase  of  a generalized  arterio- 
sclerosis. If  you  do  not,  you  will  have  the  experience 
of  amputating  the  leg  and  curing  the  gangrene,  only 
to  have  the  patient  die  of  a coronary  thrombosis  or 


cardiac  dilatation.  Now  and  then  we  are  having 
deaths  from  cardiovascular  troubles. 

We  are  going  through  a period  of  various  trends 
in  diet.  There  is  literature  on  high-fat  and  low-fat 
diet,  and  diets  high  or  low  in  carbohydrates.  They 
have  much  to  be  said  for  them,  but  diabetes  is  not 
a disease  to  be  treated  only  with  diet.  One  man 
will  get  good  results  with  one  diet,  and  another  with 
another.  I can  not  believe  diet  is  the  whole  cause  of 
arteriosclerosis  and  diabetes. 

I want  to  call  attention  to  Dr.  Margolin’s  good 
work,  and  emphasize  the  importance  of  following 
these  patients  year  after  year.  It  is  a great  satisfac- 
tion to  follow  these  patients  and  show  the  good 
results  he  has  obtained  in  this  Dispensary  work. 

DR.  S.  A.  OSIIEROFF,  (Omaha):  I am  interested 

in  the  endocrin  aspect  of  diabetes.  In  discussing  the 
incidence  of  diabetes  Dr.  Margolin  cited  the  following 
three  facts  which  merit  special  consideration.  First, 
the  predominence  of  diabetes  in  the  female;  second, 
its  frequent  occurrence  after  the  menopause  and  third, 
its  frequent  association  with  obesity.  If  you  cor- 
relate these  facts  you  cannot  escape  the  conclusion 
that  there  must  exist  a definite  interrelation  between 
these,  possibly  some  common  underlying  cause  re- 
sponsible for  the  whole  picture.  Furthermore,  as 
60%  of  women  show  a hyperactivity  of  the  pituitary 
gland  after  the  menopause  the  question  arises  wheth- 
er this  hyperactive  pituitary  gland  is  not  the  factor 
responsible  for  the  prevalence  of  diabetes  at  this 
age,  and  whether  hypoinsulinism  is  not  secondary  to 
hyperpituitarism,  the  two  principles  of  the  pituitary 
and  the  pancreas  being  antagonistic  to  each  other. 

In  favor  of  this  hypothesis  I wish  to  cite  some 
clinical  and  experimental  data  of  recent  origin.  First, 
it  had  been  definitely  proven  that  the  pituitary  pro- 
duces a contrainsulin  principle.  Second,  working  on 
the  above  hypothesis  a number  of  laboratories  report 
that  they  have  been  able  to  relieve  diabetes  in  pan- 
creotomized  dogs  by  subsequent  removal  of  the  pit- 
uitary gland. 

Clinically,  the  symptoms  of  diabetes  may  be  ameli- 
orated by  the  administration  of  estrin,  the  effects 
being  due  to  suppression  of  pituitary  activity  by  the 
latter. 

I believe  that  the  etiolog-y  of  diabetes  should  be 
looked  for  not  only  in  the  disturbance  of  the  pan- 
creatic hormone  insulin  but  in  an  associated  disturb- 
ance of  other  endocrines  as  well,  especially  the  pit- 
uitary gland. 

DR.  MARGOLIN,  (closing):  Regarding  the  hered- 

itary factors  of  the  disease,  I regret  I was  unable  to 
include  statistics  from  our  clinic,  because  the  heredi- 
tary history  has  not  been  thoroughly  gone  into  in  most 
of  our  cases.  In  some  it  was  very  outstanding;  for 
instance,  in  a child  we  have  now  under  treatment 
who  has  been  with  us  three  years.  She  is  now  four- 
teen. She  had  a brother  and  sister,  both  of  whom 
died  from  juvenile  diabetes.  Several  others  have 
mentioned  diabetes  in  their  family  history. 

The  best  work  on  hereditary  tendencies  in  diabetes 
has  been  done  by  Priscilla  White,  of  Joslin’s  Clinic, 
and  Gregory  Pincus,  of  the  Physiology  Department  of 
Yale.  Their  work  tends  to  prove  that  diabetes  fol- 
lows perfectly  the  Mendelian  Law  as  a recessive  char- 
acteristic. They  point  out  that  if  a diabetic  marries 
another  diabetic,  all  of  their  children  are  predestined 
to  be  diabetic.  However,  if  a diabetic  marries  a non- 
dibetic  with  a family  history  of  diabetes,  that  is,  a 
carrier,  only  half  of  the  children  are  apt  to  develop 
diabetes.  Again,  if  a carrier  marries  a carrier,  only 
one-fourth  of  the  children  may  become  diabetics. 
Whereas,  if  a diabetic  marries  a non-diabetic,  that 
is,  one  who  does  not  have  diabetes  nor  a family  his- 
tory of  it,  none  of  the  children  will  ever  have  diabetes. 
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This  work  indicates  that  part  of  the  prophylaxis  of 
diabetes  in  the  future  will  be  training  in  eugenics.  I 
hope  the  time  will  come  when  we  can  educate  our 
people  eugenically.  Now  we  must  educate  our  peo- 
ple to  stick  to  diet  and  insulin  and  to  follow  their 
doctors’  advice  in  the  treatment  of  complications. 

Regarding  the  endocrines,  work  has  been  done  to 
show  the  antagonistic  action  of  the  adrenals  and  the 


hypophysis  on  the  pancreas.  We  do  not  know  what 
the  future  may  bring  in  these  developments.  We  do 
know  that  insulin  does  not  always  get  results,  al- 
though in  a true  diabetes  it  is  supposed  to  do  so  in 
every  case.  When  it  gets  results,  we  say  it  is  a 
true  diabetes.  When  it  does  not,  we  say  it  is  not 
true  diabetes.  There  are  many  questions  that  only 
time  will  work  out. 


MANAGEMENT  OF  FALSE  LABOR  AND  MANAGEMENT  OF 
THE  FIRST  STAGE  OF  LABOR* 

E.  M.  HANSEN,  M.  D., 

Omaha,  Nebraska. 


The  care  accorded  a patient  during  the  first 
stage  of  her  labor  has  for  its  ultimate  objective, 
the  evaluation  of  the  immediate  factors  concerned 
with  the  final  outcome  of  the  labor  and  secondly, 
the  conservation  of  the  patient’s  energy  and 
strength,  in  order  that  there  may  be  a reserve,  to 
be  called  upon  during  the  second  stage. 

Before  the  consideration  of  these  points,  how- 
ever, the  attending  physician  is  frequently  called 
upon  to  decide  whether  or  not  the  patient  is  ac- 
tually in  labor,  despite  the  fact  that  she  is  having 
regular  pains.  False  labor  pains  are  in  reality 
exaggerated  Braxton  Hicks  contractions,  that  are 
present  throughout  the  last  trimester  of  the  preg- 
nancy. They  are  characterized  by  the  fact  that 
though  there  are  painful  uterine  contractions 
there  is  no  following  retraction,  hence  no  dilita- 
tion  or  effacement  of  the  cervix. 

These  contractions  may  come  at  regular  in- 
tervals but  usually  do  not  increase  in  severity, 
neither  do  they  tend  to  radiate.  Hence  it  is  us- 
ually safe  to  assume  that  regular  contractions,  lo- 
calized to  the  abdomen  and  having  produced  no 
change  in  the  cervix  are  of  the  false  variety. 
Usually  a sedative  of  the  barbituric  group  plus 
an  enema  will  solve  the  problem,  for  this  treat- 
ment will  ordinarily  stop  the  false  pains  but  not 
the  true  labor  pains. 

The  immediate  factors  then,  that  the  physician 
must  consider,  after  a diagnosis  of  true  labor  has 
been  established,  are  these : ( 1 ) The  passenger 
and  passageway.  (2)  The  amniotic  sac.  (3) 
The  condition  of  the  cervix,  and  (4),  the  uterine 
contractions.  The  first  of  these  points  is  of  ut- 
most importance  in  the  evaluation  of  the  final 
outcome  of  any  labor  but  cannot  be  adequately 
presented  in  the  time  allotted.  Sufficient  to  say 
that  if  there  is  doubt  as  to  the  ability  of  the  pa- 
tient to  deliver  herself  from  below,  then  the  first 
stage  must  be  handled  with  the  most  exact  asep- 
sis and  with  the  utmost  attention  to  the  welfare  of 
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the  patient.  The  second  factor,  the  amniotic  sac, 
is  of  questionable  influence.  Dry  labor,  combined 
with  a posterior  position,  has  always  been  the 
bugbear  of  the  obstetrician.  Its  influence  on  the 
progress  of  labor  has  been  exaggerated.  Its  ab- 
sence does  influence  the  amount  of  trauma  to  the 
fetal  head  and  permits  invasion  of  vaginal  bac- 
teria into  the  uterus,  due  to  the  piston-like  effect 
of  the  fetal  head  with  the  intermittant  uterine 
contractions.  Next  of  importance  is  a consider- 
ation of  the  cervix.  It  is  the  resisting  force  or 
obstacle  to  be  overcome  in  the  competition  of  the 
first  stage  of  labor.  There  is  a definite  relation- 
ship between  the  type  of  uterine  contraction  and 
cervical  effacement  and  dilitation.  De  Lee  states 
that  progress  of  cervical  effacement  and  dilita- 
tion is  in  direct  proportion  to  the  force  of  uterine 
contractions.  Now  the  fourth  factor,  uterine  con- 
tractions. This  is  probably  of  the  most  import- 
ance. It  is  an  established  fact  that  the  frequency 
of  uterine  contractions  has  much  less  influence 
on  the  progress  of  labor,  than  does  the  intensity 
of  those  contractions.  I am  sure  that  you  have 
all  seen  patients  with  frequent,  but  weak,  pains 
who  go  on  and  on  without  progress ; and  on  the 
other  hand  patients  with  severe  pains  of  much 
less  frequency,  who  go  on  to  a rapid,  normal  de- 
livery. This  factor  has  been  thoroughly  investi- 
gated and  it  is  the  conclusion  of  those  investiga- 
tors that  it  is  a prime  factor  in  the  progress  of 
labor. 

Weak  uterine  contractions  are  defined  as  uter- 
ine inertia  and  are  classified  into  primary  and 
secondary  inertia.  Primary  uterine  inertia  is 
present  at  the  onset  of  labor  and  in  contra-dis- 
tinction to  secondary  uterine  inertia,  is  not  due  to 
exhaustion,  but  to  disturbances  of  the  normal 
neuro-muscular  mechanism  involved.  The  most 
common  explanations  being,  abnormal  uterine 
configuration  such  as  bicornate  uteri,  torsion  of 
the  uterus  and  endocrine  disturbances  such  as  the 
“Dystocia,  Dystrophy  Syndrome  of  Horner." 
Primary  uterine  inertia  in  the  apparently  normal 
health  parturent  woman  is  frequently  encoun- 
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tered.  It  is  characterized  by  frequent  or  infre- 
quent pains,  which  are  weak  and  nagging  in 
character.  If  allowed  to  continue  indefinitely, 
secondary  uterine  inertia  is  apt  to  develop  be- 
cause of  exhaustion  of  the  patient. 

Secondary  uterine  inertia  is  due  to  exhaus- 
tion, which,  in  most  cases,  is  the  result  of  mis- 
management of  the  first  stage  of  labor.  It  is 
characterized  by  a gradual  weakening  of  uterine 
contractions  and  a cessation  of  the  progress  of 
labor.  We  wish  to  emphasize  this  point,  because 
we  believe  this  is  important  and  is  probably  the 
most  frequent  cause  or  excuse  for  obstetrical  in- 
terference, particularly  cesarean  section. 

The  earliest,  most  certain  and  reliable  indica- 
tion of  approaching  exhaustion  is  the  pulse  rate. 
Tn  many  maternities  the  pulse  is  counted  only 
occasionally  during  labor.  This  is  a serious  mis- 
take. Whoever  watches  the  patient  should  be  in- 
structed to  count  the  pulse  at  regular  and  fre- 
quent intervals.  It  should  be  recorded.  A pulse 
rate  advancing  to  100  or  above  is  a certain  sign 
of  impending  exhaustion. 

Now  what  are  the  most  frequent  causes  of 
exhaustion  and  how  can  they  best  be  avoided? 
The  answer  to  this  question  in  reality  gives  us 
the  proper  management  of  the  first  stage  * of 
labor.  The  patient’s  environment,  nursing  care, 
feto-pelvic  relationship,  discouragement,  poor 
judgment  both  on  the  part  of  the  non-medical  as 
well  as  the  medical  attendant  and  improper  con- 
duct of  labor  all  exert  an  influence  on  the  estab- 
lishment of  the  state  of  exhaustion.  The  ques- 
tion of  time  has  very  little,  if  any,  influence  on  the 
state  of  exhaustion  if  the  labor  is  properly  con- 
ducted. Prevention  is  the  best  treatment. 

The  physician  should  visit  his  patient  at  the 
onset  of  labor  at  which  time  he  should  carefully 
examine  her  and  assure  her  that  she  is  in  labor 
and  that  he  is  fully  acquainted  with  the  condi- 
tions present.  He  should  leave  detailed  orders 
with  the  nursing  attendant  as  to  her  part  in  the 
conduct  of  the  labor.  The  parturent  woman 
should  be  as  free  as  possible  from  all  outside  in- 
fluences. Relatives  should  be  restricted  at  least, 
if  not  excluded  from  the  room.  They  interfere 
with  rest  and,  if  labor  is  prolonged,  may  have  a 
psychic  influence  upon  the  patient.  The  room 
should  be  well  ventilated,  free  from  bright  lights, 
unnecessary  noises  and  other  disturbances.  She 
should  receive  nourishment  during  her  labor 
which  should  be  of  high  caloric  value,  easily  di- 
gestable  and  in  small  amounts  at  frequent  inter- 
vals. Fluids  should  also  be  taken  frequently  in 
small  amounts.  Proper  attention  should  be  given 


to  elimination  and  neither  the  bladder  or  lower 
bowel  should  be  allowed  to  become  overloaded. 
She  should  not  be  allowed  to  bear  down  or  en- 
couraged to  do  so.  This  procedure  wastes  en- 
ergy, causes  edema  of  the  cervix  and  does  not 
hasten  labor.  It  is  not  good  obstetrics  and  is  an 
inheritance  from  the  ignorant  midwife. 

Feto-pelvic  relationship  does  have  an  influence 
in  that  if  it  is  abnormal,  it  will  prolong  the  first 
stage ; thus  tiring  the  patient  and  allowing  her  to 
become  discouraged.  The  injudicious  use  of  an- 
algesics is  a frequent  cause  of  exhaustion  because 
they  may  prolong  labor,  produce  non-cooperation 
and  excitement,  which  in  turn  will  waste  energy. 
If  an  analgesic  is  indicated  (the  indication  for  the 
use  of  an  analgesic  is  the  inability  of  the  patient 
to  rest  between  pains),  then  an  analgesic  should 
be  given  that  will  produce  rest.  During  the  past 
few  years  much  has  been  said  about  the  relief  of 
pain  in  labor  and  many  combinations  of  analges- 
ics have  been  suggested  to  us.  I,  probably  like 
the  rest  of  you,  have  tried  many  of  them  but  I am 
forced  to  say  that  when  I want  a patient  to  really 
rest  and  get  relief  from  pain,  I give  the  one  and 
only  satisfactory  analgesic  — morphine.  Many 
times  rest  is  not  obtained  because  neither  the 
nursing  attendant  or  the  physician  give  atten- 
tion to  the  other  factors  that  influence  rest,  such 
as  remaking  the  bed,  giving  a bath  followed  by 
an  alcohol  rub,  emptying  the  bladder  and  bowel, 
darkening  the  room,  giving  food  and  fluids,  in- 
travenous infusion  if  necessary,  and  excluding  all 
visitors  from  the  labor  room.  At  this  time  reas- 
surance is  very  necessary.  Apprehension  is  an- 
tagonistic and  peace  of  mind  is  necessary  for 
rest. 

In  prolonged  labor,  the  physician  should  visit 
his  patient  as  frequently  as  conditions  indicate. 
When  findings  suggest  the  approach  of  the  state 
of  exhaustion,  he  should  examine  his  patient 
carefully,  see  that  she  is  made  comfortable  as 
suggested  above  and  .order  sufficient  morphine 
to  produce  sleep.  Usually  following  this  period 
of  rest  she  will  awaken  and  resume  her  labor  with 
strong  pains  that  will  produce  progress.  He 
should  satisfy  himself  about  the  probabilities  of 
the  patient  proceeding  to  a spontaneous  delivery. 
If  unable  to  do  so,  then  he  should  call  for  con- 
sultation. There  are  two  lives  as  well  as  the 
future  health  and  happiness  of  those  individuals 
at  stake  and  they  are  entitled  to  every  considera- 
tion. 

I am  fortunate  in  being  associated  with  an- 
other obstetrician.  It  is  a great  satisfaction  for 
us  to  call  on  one  another  for  consultation.  We 
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may  not  always  agree  on  the  prognosis,  but  us- 
ually the  one  acting  as  a consultant  watches  the 
patient  while  the  other  leaves  the  case  for  a rest 
and  change  of  environment.  I am  sure  this  co- 
operation has  resulted  in  the  spontaneous  deliv- 
ery of  several  patients  who  might  otherwise  have 
had  operative  intervention.  The  medical  attend- 
ant may  be  influenced  by  the  patient’s  discom- 
fort and  the  attitude  of  relatives  as  well  as  by 
apprehension  due  to  his  exhaustion.  He  needs 
rest  and  encouragement  as  well  as  the  patient. 
There  is  no  doubt  but  that  it  does  influence  his 
judgment.  I can  highly  recommend  this  type  of 
alliance. 

Oxytoxics  have  no  place  in  the  treatment  of 
uterine  inertia,  whether  due  to  exhaustion  or 
not.  It  is  like  whipping  a tired  horse.  He  is 
very  apt  to  quit  entirely.  Frequently  it  results  in 
uterine  tetany  followed  by  fetal  asphyxia.  Post 
partum  hemorrhage  is  more  frequent  and  rup- 
ture of  the  uterus  may  result. 

In  conclusion  let  me  emphasize  that  the  proper 
management  of  the  first  stage  of  labor  requires 
careful  attention  to  the  pulse  rate  and  conserva- 
tion of  the  patient’s  strength  and  energy.  If  ex- 
haustion is  eminent,  then  rest  and  encouragement 
is  essential.  Oxytoxics  should  never  be  used  in 
the  treatment  of  uterine  inertia. 

DISCUSSION 

PALMER  FINDLEY,  M.  D.  (Omaha):  Dr.  Hansen 
has  presented  his  subject  in  so  comprehensive  a man- 
ner as  to  leave  little  to  be  said.  So,  in  opening  the 
discussion  of  the  management  of  the  first  stage  of 
labor,  I will  take  my  cue  not  only  from  Dr.  Hansen’s 
paper  but  from  the  masterly  address  of  Dr.  Baer, 
on  the  subject  of  maternal  mortality  as  well.  It  is 
self-evident  that  maternal  mortality  is  mightily  af- 
fected bv  the  management  of  the  first  stage  of  labor. 
I have  time  to  refer  to  but  two  factors  of  prime  im- 
portance. 

First  and  foremost  is  infection.  We  are  told  that 
puerperal  infection  accounts  for  not  less  than  40  per 
cent  of  all  maternal  deaths,  and  we  are  in  the  habit 
of  looking  for  its  "ause  in  the  conduct  of  the  second 


and  third  stages  of  labor.  But  we  are  not  to  disre- 
gard the  first  stage  of  labor  as  a contributing  factor. 

Puerperal  infection,  in  epidemic  form,  was  first 
recorded  by  M.  Peu  who,  in  1664,  published  an  account 
of  a devastating  scourge  that  broke  out  in  the  Hotel 
Dieu  of  Paris  and  claimed  for  its  victims  every  wom- 
an attacked.  A hundred  years  later  there  were  simi- 
lar epidemics  in  the  maternity  hospitals  of  Vienna, 
London,  Dublin,  and  Edinburgh,  not  sparing  our  own 
institutions  in  New  York  City,  Boston  and  Philadel- 
phia. Then  came  the  antiseptic  era  and  it  was  be- 
lieved that  epidemics  were  at  an  end,  and  would 
never  again  recur.  But  in  1927,  in  the  Sloan  Hos- 
pital for  Women  in  New  York  City,  a modern  insti- 
tution in  every  way,  there  was  an  epidemic  in  which 
15  per  cent  of  the  women  delivered  over  a period  of 
5 or  6 weeks  were  stricken  with  a virulent  form  of 
the  disease,  and  with  a maternal  mortality  of  about 
33  1/3  per  cent.  A searching  investigation  disclosed 
the  source  of  infection  to  rest  in  the  throats  and 
nose  of  one  or  more  of  the  attendants.  Now,  as  Jeff 
Miller  reminds  us,  “A  chain  is  no  stronger  than  its 
weakest  link,”  and  if  doctors  and  nurses  neglect  so 
much  as  the  wearing  of  masks,  not  alone  in  the  con- 
duct of  the  second  and  third  stages  of  labor,  but  from 
the  very  beginning  of  labor,  the  whole  defense  may 
be  broken  down. 

Permit  me  to  cite  another  experience  which  left  an 
indelible  impression  upon  my  mind.  In  a certain 
maternity  in  Germany,  I witnessed  an  average  of  five 
deliveries  a day,  many  of  them  complicated  cases. 
These  women  were  brought  to  the  delivery  room  in 
the  first  stage  of  labor  and  vaginal  examinations 
were  made  by  five  undergraduate  students  in  attend- 
ance, two  or  three  assistants  and  one  or  more  visiting 
doctors.  If  the  labor  was  prolonged  a second  and 
even  a third  series  of  examinations  were  made,  so 
that  every  woman  was  subjected  to  from  ten  to  thirty- 
vaginal  examinations.  The  technic  employed  in  the 
examinations  was  faultless  in  regard  to  surgical 
cleanliness,  yet  in  making  daily  rounds  in  the  wards, 
I was  appalled  to  find  thirty  per  cent  of  these  par- 
turient women  carrying-  temperatures  ranging  fro--’ 
101-106  degrees  Fahrenheit.  The  only  plausible  ex- 
planation for  these  infections  was  the  multinlicity  of 
vaginal  examinations  made,  not  in  the  interest  of  t'-e 
patient  but  for  the  instruction  of  students.  It  wa  - 
this  revelation  that  prejudiced  me  against  all  avoid- 
able vaginal  examinations  in  the  conduct  of  labor. 

We  hear  it  said  that  puerperal  sepsis  is  a prevent- 
able disease.  This  is  not  quite  true  for  there  a' n 
factors  involved  over  which  we  have  no  control,  but 
for  a score  of  years  we  have  been  in  dead  center  in 
our  efforts  to  lower  the  mortality  and  morbidity  re- 
sulting from  puerperal  infection.  No  detail  in  o"- 
technic,  however  insignificant  it  may  appear  to  1 e. 
can  be  disregarded  if  we  are  to  better  our  results. 


THE  SECOND  STAGE  OF  LABOR* 

FRANK  P.  MURPHY,  M.  D., 
Omaha,  Nebraska. 


Unless  one  stops  to  reflect,  it  might  be  thought 
that  the  second  stage  of  labor,  which  ends  in  the 
climax  of  parturition — the  expulsion  of  a full 
term  infant,  is  the  most  important  of  the  three 
stages  of  labor.  Sufficient  consideration  will 
yield  the  conclusion  that  each  stage  is  important 
in  itself,  yet  experience  has  shown  that  in  the 

*A  part  cf  the  Obstetrical  Symposium  griven  before  the  Ne- 
braska State  Medical  Association,  Omaha,  May  14-16,  1935. 


conduct  of  the  stage  of  dilatation  is  mirrored  the 
outcome  of  the  second  and  third  stages,  be  it  good 
or  bad. 

DIAGNOSIS 

The  second  stage  or  period  of  expulsion  starts 
when  the  cervical  canal  has  reached  a caliber  suf- 
ficiently great  to  permit  the  passage  of  the  fetal 
head  and  ends  with  the  expulsion  of  the  fetus. 
The  diameter  of  the  cervical  opening  can  be  de- 
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termined  by  a pelvic  examination,  in  which  the 
cervix  is  found  to  be  greatly  thinned  out  or  ef- 
faced, and  the  canal  itself  is  10  to  12  centimeters 
in  diameter.  At  this  time,  the  presenting  part 
may  or  may  not  be  engaged  and  the  bag  of  waters 
may  or  may  not  be  ruptured.  The  pains  change 
in  character.  Now  they  are  more  intense,  of 
longer  duration  and  bearing  down  in  character, 
while  the  patient’s  cry  becomes  more  of  a grunt. 
She  now  feels  as  though  she  were  able  to  ac- 
complish something,  as  though  progress  is  being 
made. 

MAIN  CONSIDERATIONS 

Of  paramount  importance  is  the  prevention,  in 
as  far  as  it  is  humanly  possible,  of  infection.  To 
put  it  more  exactly,  it  is  part  of  our  duty  to  pre- 
vent the  introduction  of  pathogenic  organisms 
from  without  into  the  parturient  canal.  We  must 
confess  that  little  can  be  done  to  affect  the  bac- 
teria already  present  there.  This  means  that  all 
the  known  and  proven  safeguards  must  be  ap- 
plied not  only  during  the  stage  of  expulsion,  but 
throughout,  before,  and  after  labor,  i.  e.,  asepsis 
and  antisepsis.  The  importance  of  this  is  evi- 
dent, when  we  remember  that  the  majority  of  the 
ills  to  which  the  female  pelvic  organs  are  liable, 
comes  from  infection.  The  methods  will  be  indi- 
cated later  on.  , 

The  next  consideration  is  that  of  analgesia.  It 
is  apparent  that  the  day  is  past,  when  a woman 
may  be  allowed  to  endure  the  ordeal  of  labor  for 
hours  upon  hours,  with  no  surcease  from  the  ever 
present  and  cumulatively  intense  pains.  It  seems 
to  me  that  if  no  other  reason  were  valid  the  avoid- 
ance of  the  wearing  effect  of  the  pains  would  be 
sufficient.  Whatever  method  of  providing  anal- 
gesia is  used,  it  must  above  all  be  one  with  which 
we  are  familiar. 

We  all  know  too  well  that  laceration  of  the 
perineum,  vagina  and  cervix  provide  a ready  en- 
trance for  pathogenic  bacteria  and  from  that  fact, 
it  is  evident  that  it  is  a part  of  our  duty  to  prevent 
these  lacerations  as  far  as  possible  and  to  repair 
them  when  present.  Manual  dilatation  of  the  cer- 
vix must  not  be  resorted  to  as  a means  of  expedit- 
ing the  progress  of  labor.  Stretching  the  cervix 
enough  to  allow  it  to  slip  back  over  the  head 
after  dilatation  is  complete  is  one  thing  and  try- 
ing to  increase  its  diameter  from  2 to  3 centi- 
meters to  full  dilatation  is  another.  The  latter 
procedure  can  only  result  in  abrasions  and  con- 
tused lacerations,  thereby  allowing  the  ready  in- 
vasion of  pathogenic  bacteria.  Preservation  of 
the  perineum  should  not  mean  a prolonged  milk- 
ing of  the  head  through  the  vaginal  orifice,  re- 
sulting in  the  subcutaneous  and  submucous  rend- 


ing of  the  fascia  and  the  possibility  of  a fetal  in- 
tracranial hemorrhage.  Rather,  it  is  to  be 
thought  of  as  a selection  of  a method  whereby 
the  head  may  be  delivered  without  internal 
damage  to  itself  and  the  perineum  and  pelvic 
floor  may  be  left  in  a state  which  does  not  inter- 
fere with  normal  involution.  Whether  this  means 
episiotomy  or  not  depends  upon  the  elasticity  of 
the  vulvar  outlet,  the  size  of  the  baby’s  head,  the 
skill  of  the  operator  and  the  environment.  Just 
as  during  the  first  stage,  frequent  observation  of 
the  fetal  heart  gives  our  best  indication  of  the 
condition  of  the  infant.  A head  stethoscope  is 
most  convenient  but  the  ordinary  stethoscope  is 
adequate.  A constant  watch  should  be  main- 
tained for  emergencies,  which  may  arise  during 
the  second  stage  and  which  threaten  the  life  of 
mother  and/or  child.  Premature  separation  of 
the  normally  implanted  placenta,  eclampsia,  pro- 
lapsed cord,  etc.,  are  a few  of  the  conditions  which 
must  be  prevented  or  dealt  with  as  they  arise. 

STATUS  QUO  AT  FULL  DILATATION 

The  patient  should  be  properly  dressed  for  de- 
livery. The  nightgown  should  be  replaced  by  a 
hospital  jacket  (in  the  home,  one  of  the  hus- 
band’s coat-shirts)  and  the  lower  limbs  covered 
with  leggings  or  clean  stockings.  The  vulva 
should  be  shaved  to  aid  in  easier  application  of 
cleanliness  after  delivery.  The  lower  bowel 
should  already  have  been  emptied  by  enema  early 
in  the  first  stage.  And  lastly,  the  patient  should 
be  put  to  bed. 

If  the  delivery  is  to  be  conducted  at  home,  the 
bed  should  be  prepared  before  the  patient  returns 
to  it.  Ample  provision  should  be  made  for  pro- 
tection of  the  bed  itself  against  soiling,  either  by 
the  use  of  newspapers  and  oilcloth,  sewn  pads  of 
cloth  and  newspapers  or  parchment  sheets.  Need- 
less to  say,  these  things  should  be  clean,  not  nec- 
essarily sterile.  Sagging  of  the  mattress  and 
spring  should  be  prevented,  usually  by  use  of 
table-leaves.  A washtub  should  be  under  the  bed 
or  near  at  hand,  for  the  reception  of  waste.  Straps 
or  a sheet  should  be  provided  for  the  use  of  the 
patient  in  pulling  during  the  second  stage,  never 
until  the  cervix  is  fully  dilated.  A snug  ab- 
dominal binder  will  often  aid  in  making  the  uter- 
ine contractions  more  effective. 

The  physician  himself  should  have  his  hands 
well  washed  and  his  finger  nails  cleaned  before 
approaching  the  patient,  and  well  scrubbed  for 
at  least  ten  minutes  and  covered  with  sterile 
gloves  during  the  actual  delivery.  His  street 
clothes  should  be  covered  and  he  should  above  all 
wear  a mask  over  his  nose  and  mouth.  Time 
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does  not  permit  the  development  of  this  phase  of 
obstetrical  technique,  but  daily  evidence  is  piling 
up  that  masks  are  one  of  the  essentials  in  a good 
or  in  other  words,  a conscientious  technique. 

The  instruments  used  should  have  been  prop- 
erly and  adequately  boiled  or  autoclaved  and  set 
out  ready  and  handy  for  use.  Sterile  supplies 
should  be  ready  at  hand  but  covered.  Solution 
pans  brought  by  the  physician  and  not  any  non- 
descript vessel  found  around  the  house,  should  be 
filled  and  in  readiness  and  covered  also.  Near 
at  hand  tables  and  chairs,  if  protected  properly 
and  adequately,  may  be  used  as  supply  tables. 

The  nurse  or  assistant,  if  not  trained,  should 
be  instructed  in  her  duties  and  should  have  the 
baby  clothes  and  proper  equipment  for  cleaning 
the  baby  in  readiness  and  also  should  have  ether 
and  a mask  prepared. 

THE  DELIVERY 

If,  in  a normal  delivery,  labor  has  progressed 
to  the  point  where  the  bearing  down  pains  have 
brought  the  presenting  part  down  on  the  perin- 
eum, this  juncture  may  be  realized  by  the  fact 
that  the  vulva  begins  to  gape,  the  perineum  is 
pushed  downward  and  forward  and  the  rectal  ori- 
fice is  seen  to  dilate.  Soon  a small  area  of  the 
presenting  part  may  be  seen  through  the  vaginal 
opening. 

At  this  point  or  sooner,  the  vulvar  area  should 
be  treated  antiseptically  by  painting  it  thoroughly 
with  the  chosen  solution  or  by  sponging  with 
cotton  pledgets  saturated  in  lysol  and  bichloride 
solutions.  The  physician  should  be  masked, 
scrubbed  and  his  hands  covered  with  sterile 
gloves.  It  may  be  necessary  at  this  time  to  rup- 
ture the  membranes  which  may  be  done  with  some 
pointed  instrument.  As  the  presenting  part  comes 
down  and  stretches  the  perineum,  a too  vigorous 
advance  can  be  retarded  by  pressure  on  the  pre- 
senting part  itself,  not  on  the  perineum.  Later 
there  will  be  progress  to  the  point  where  a deci- 
sion must  be  made  about  the  necessity  of  an  epi- 
siotomy.  This  decision  is  based  mostly  upon  the 
rigidity  or  elasticity  of  the  pelvic  floor  as  deter- 
mined by  palpation  and  the  progress  or  stalling 
of  the  presenting  part.  If  experience  tells  you 
that  the  perineum  is  more  or  less  unyielding,  that 
the  fetal  head  is  over-large  for  the  vaginal  ori- 
fice, or  a small  fissure  begins  to  develop  in  the 
region  of  the  fourchette  and  the  skin  over  the 
perineal  body  begins  to  blanch,  episiotomy  should 
be  done. 

If  the  head  is  the  presenting  part,  during  its 
expulsion  through  the  vulvar  opening,  it  should 
be  maintained  in  flexion  by  pressure  with  three 


or  four  fingers  on  the  scalp  during  the  greater 
force  of  the  pain,  thus  accommodating  the  lesser 
diameters  and  planes  of  the  head  to  the  con- 
stricted opening,  and  gradually  allowing  it  to  slip 
over  the  perineum.  Immediately  after  the  escape 
of  the  head,  search  should  be  made  for  a possible 
loop  of  the  cord  around  the  infant's  neck,  which, 
if  present,  may  be  disposed  of  by  slipping  it  over 
the  head  or  down  over  the  shoulders.  As  soon 
as  the  head  is  free,  the  problem  of  handling  the 
shoulders  comes  up.  that  is,  which  shoulder  to 
deliver  first.  Here  we  have  a great  opportunity 
for  a slip-up  in  manipulation,  a chance  to  inflict 
an  injury,  which  undoubtedly  will  cause  prolonged 
mental  anguish  for  the  parents  along  with  a prob- 
able permanent  partial  paralysis  for  the  infant. 
Too  much  force  applied  in  traction  while  freeing 
one  or  the  other  shoulder  may  easily  result  in  in- 
jury to  the  hrachial  plexus.  The  best  plan  is  to 
make  haste  slowly  and  free  the  shoulder  first, 
that  slips  out  the  more  readily,  which  fact  will 
soon  be  evident  as  the  pains  become  effective 
again  after  the  head  is  released.  Mucus  should 
be  removed  from  the  mouth  and  pharynx  of  the 
infant  as  soon  as  the  head  is  free  or  immediately 
after  the  body  is  delivered,  using  the  gloved  fin- 
ger, gauze  or  the  tracheal  catheter. 

At  this  point  or  as  soon  as  the  head  is  free, 
one  ampoule  of  pituitary  extract  should  be  ad- 
ministered intramuscularly  and  immediate  steps 
are  taken  to  insure  contraction  of  the  uterus. 

So  ends  the  conduct  of  the  second  stage  of 
labor.  Let  me  re-emphasize  the  high  spots : 

1.  Especial  care  must  be  taken  to  prevent  or 
inhibit  the  introduction  of  infective  material  from 
without,  a possibility  less  remote  than  is  general- 
ly thought. 

2.  Lack  of  analgesia  throughout  labor  is  ex- 
treme cruelty. 

3.  To  prevent  or  forestall  injury  to  mother 
or  infant  is  the  physician’s  highest  obligation. 

DISCUSSION 

DR.  CHARLES  MOON,  (Omaha):  I feel  this  dis- 
cussion should  last  as  long-  as  possible,  because  there 
are  so  many  points  brought  up  by  the  leader  you 
would  like  to  discuss.  I have  jotted  down  several. 

Obstetricians  should  learn  to  speak  the  specific 
language  of  obstetrics,  and  not  use  a lot  of  loose 
terms.  If  we  were  listening  to  two  engineers,  and 
one  used  the  term  “inch”  interchangeably  with  the 
term  “foot,”  we  would  not  think  him  a good  engineer. 
We  constantly  find  obstetricians  and  doctors  using 
the  term  “position”  to  mean  a certain  specific  thing. 
Then  they  will  talk  about  the  position  of  the  head  in 
the  pelvis,  where  they  should  use  the  term  “level”  or 
“station.” 

A number  of  years  ago  someone  suggested  an  imag- 
inary line  between  the  ischial  spines  be  taken  as  a 
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landmark  and  you  compute  the  station  of  the  head  in 
relation  to  this  imaginary  line.  That  did  not  become 
popular,  and  we  still  speak  of  fingers  breadth.  That 
is  better  than  to  get  the  answer  you  many  times  get 
from  even  a medical  student,  that  the  head  is  “way 
high."  How  high  is  high? 

The  second  thing  is  we  say  we  can  not  get  infor- 
mation from  rectal  examinations.  If  you  can  not, 
there  are  two  reasons.  One  is  you  do  not  practise 
rectal  examinations  enough,  and  you  can  not  do  any- 
thing well  you  do  not  practise.  The  second  reason 
is  you  try  to  get  too  much  information  about  it.  You 
want  to  know  four  things  from  your  examination: 

1.  What  is  the  presenting  part? 

2.  Where  is  it  in  the  pelvis?  What  is  its  station? 

3.  Is  the  cervix  effaced? 

4.  How  much  is  it  dilated? 

You  do  not  get  information  about  position.  You 
wouldn't  do  anything  about  it  if  you  did.  You  just 
wait  around  because  you  hope  it  will  rotate  and  be- 
come a normal  anterior  position. 

When  I was  in  school,  they  taught  us  to  put  hot 
towels  over  the  perineum  and  support  it.  In  get- 
ting away  from  that  practice,  we  have  forgotten 
we  can  aid  normal  mechanism  of  birth  over  the 
perineum.  It  takes  place  by  extension  of  the  head. 
When  the  occiput  is  under  the  symphysis,  there  is 
no  more  progress.  The  occiput  is  only  a rotation 
point,  the  head  and  forehead  making  a circle,  its  cen- 
ter being  the  occiput.  I think  we  can  aid  this  normal 
mechanism  of  labor  and  save  a great  deal  of  perineal 
injury. 

DR.  W.  C.  BECKER,  (Lincoln):  I must  confess  that 
I’m  considerably  roiled  and  my  blood  pressure  raised 
at  some  of  the  remarks  and  implications  made  today. 
Every  medical  meeting  and  medical  journal,  lay  mag- 
azines, and  even  the  daily  papers  carry  the  statement 
that  we  are  14th  or  17th  in  maternal  mortality 
among  civilized  nations,  leaving  the  implication,  if  not 
the  actual  statement,  that  it  is  due  to  inferior  and 
careless  medical  care.  For  a long  time  the  Bureau 
of  Labor  has  produced  “propaganda”  statistics  to  get 
certain  bills  through  congress.  These  statistics,  like 
all  coming  from  Washington,  suit  the  bureau  which 
puts  them  out  and  should  be  taken  with  a grain  of 
salt.  In  the  statistics  given  us,  no  mention  is  made 
of  race,  complicating  diseases  as  syphilis  and  gonor- 
rhea, induced  abortions,  placentia  praevia,  ectopic 
pregnancy,  pneumonia,  chronic  nephritis,  or  other  un- 
related diseases,  but  all  are  grouped  together  under 


the  term  maternal  mortality,  if  occurring  within  sev- 
eral months  of  a pregnancy.  This,  I am  told,  is  not 
true  in  other  countries.  I have  visited  and  lived  in 
other  countries  and  know  that  average  medical  care  is 
not  equal  in  any  country  to  that  in  the  United  States, 
and  that  the  body  of  medical  men  are  not  more  effi- 
cient and  conscientious  in  other  countries  than  in 
our  own.  Some  years  ago,  I visited  at  Rotunda 
Hospital  in  Dublin.  I discussed  maternal  mortality 
with  Fitzgibbon.  He  said  that  we  were  a nation  of 
half-breeds  and  that  labor  in  all  mammals  which 
represent  mixture  of  breeds  is  abnormal.  This  factor 
is  a big  one  in  practising-  obstetrics  and  is  responsi- 
ble for  most  of  our  difficult  second  stage  labors  and 
the  high  ratio  of  forceps  and  other  types  of  forced 
delivery.  How  the  obstetricians  can  prevent  this 
mixing  of  breeds,  how  they  can  prevent  induced  ab- 
ortions, ectopic  pregnancies,  placenta  praevia,  chronic 
nephritis  and  under-nutrition,  as  we  are  led  to  be- 
lieve we  should  if  we  wish  to  rank  up  with  other 
countries,  is  beyond  my  knowledge.  The  moral  and 
economic  implications  are  beyond  the  ability  of  the 
medical  profession  to  solve. 

Labor  is  not  physiological  in  mixed  breeds,  yet  we 
hear  repeatedly  the  pernicious  teaching  that  labor  is 
a physiological  and  in  the  same  breath  we  are  ad- 
vised to  use  barbiturates,  general  anaesthesias,  mor- 
phine, pituitrin.  The  very  need  of  these  drugs  shows 
that  labor  is  not  physiological  but  must  be  regarded 
as  potentially  pathological  and  treated  as  such.  Care- 
ful prenatal  care,  thorough  study  and  examination 
of  our  patients  cannot  be  stressed  too  strongly.  Par- 
ticularly do  I wish  to  call  attention  to  the  condition 
of  hypothyroidism  in  pregnancy  and  labor.  The  prop- 
er use  of  Lugol's  solution  and  thyroid  extract  will 
solve  the  problem  of  extreme  overweight  and  make 
labor  much  smoother  and  easier.  Adequate  doses  of 
thyroid  extract  to  bring  metabolism  to  normal  must 
be  used.  Proper  diet  so  that  the  patient  has  abundant 
minerals,  especially  iron  and  calcium  will  prevent 
anaemias  and  abundant  proteins  and  vitamins  will 
prevent  most  of  the  eclamptic  type  of  toxaemias.  A 
high  blood  calcium  is  necessary  to  secure  proper  se- 
dation from  the  barbiturates,  as  well  as  prevent  un- 
necessary bleeding  of  the  mother  and  child. 

The  second  stage  is  “par  excellence”  the  emer- 
gency stage.  All  the  medical  knowledge  and  skill 
one  has  must  be  instantly  available  for  an  emergency. 
Accurate  and  thorough  examinations,  intelligent  ap- 
plications of  one’s  knowledge,  and  courageous  inter- 
ference will  require  less  emergency  measures,  but 
will  not  prevent  them  entirely. 


USE  OF  FORCEPS:  DIFFICUFTIES  AND  DANGERS* 

L.  A.  SWANSON,  M.  D„ 

Hastings,  Nebraska. 


The  forceps  of  obstetrics  is  an  instrument  de- 
signed to  extract  the  fetus  by  the  head  from  the 
maternal  passages  without  injury  to  it  or  the 
mother. 

The  first  appearance  of  a forceps  which  could 
be  used  safely  for  the  extraction  of  a living  child 
was  in  the  Seventeenth  Century.  Prior  to  that 
time,  version  had  been  the  only  method  which 
permitted  the  artificial  delivery  of  an  unmutilated 
child,  and  accordingly  when  that  operation  was 
out  of  the  question  and  delivery  became  impera- 

^Presented  before  the  annual  meeting  Nebraska  State  Medical 
Association,  Omaha,  May  14-16,  1935. 


tive,  it  was  accomplished  by  means  of  hooks  and 
crotchets,  which  usually  led  to  the  destruction  of 
the  child.  Thus,  before  the  invention  of  forceps, 
the  use  of  instruments  was  synonymous  with  the 
death  of  the  child,  and  frequently  the  mother  as 
well,  and  tended  to  bring  obstetrics  into  disre- 
pute. 

It  has  been  stated  that  the  forceps  may  be 
used  for  the  following  purposes  : As  a tractor,  ro- 
tator, compressor,  lever,  irritator,  dilator.  The 
prime  function  of  the  forceps  is  traction — the 
drawing  of  the  head  through  the  genital  tract. 

In  some  cases,  particularly  occipitoposterior 
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positions  in  which  anterior  rotation  has  not  oc- 
curred or  has  only  partly  occurred,  the  forceps 
may  be  used  as  a rotator.  Forceps  rotation  in 
these  cases,  if  properly  done,  gives  excellent  re- 
sults. 

The  head  must  necessarily  always  be  com- 
pressed to  some  extent  by  the  forceps.  This  ef- 
fect will  be  minimized  by  skillful  use  of  the  in- 
strument. The  forceps  should  not  be  used  as  an 
instrument  to  decrease  fetal  cephalic  diameters. 
If  compression  of  the  fetal  head  by  instrumental 
means  is  necessary  to  permit  the  head  to  advance 
through  the  pelvis  the  child's  cranial  contents  will 
almost  certainly  suffer  injury,  and  the  mother, 
with  almost  equal  certainty,  will  be  injured. 
When  disproportion  exists,  and  the  head  has  not 
molded  its  way  to  complete  engagement,  some 
other  form  of  delivery  should  be  considered. 

It  is  not  permissible  to  use  the  forceps  as  a 
lever.  Moving  the  forceps  handles  from  side  to 
side  in  the  hope  that  the  progress  of  the  head  may 
be  accelerated  is  a harmful  practice.  The  me- 
chanical effect  of  this  is  essentially  that  of  a re- 
peated lever  action,  the  maternal  structures  serv- 
ing as  a fulcrum.  This  may  cause  serious  dam- 
age by  laceration  or  by  loosening  the  structures  of 
the  birth  canal  from  their  underlying  supports. 
It  should  never  be  done. 

It  was  formerly  believed  that  the  application  of 
the  forceps  tended  to  stimulate  the  muscular  ac- 
tivity of  the  uterus  and  that  the  delivery  by  means 
of  forceps  was  thus  aided  somewhat.  At  present 
it  is  not  considered  at  all,  as  forceps  deliveries  are 
at  present  almost  exclusively  done  under  anes- 
thesia which  would  do  away  with  any  such  action 
on  the  part  of  the  uterus. 

In  the  past  certain  operators  recommended  the 
application  of  forceps,  in  cases  in  which  progress 
was  unsatisfactory,  before  the  cervix  was  com- 
pletely dilated  in  order  that  traction  upon  the 
head  might  complete  the  dilatation.  This  is  never 
done  by  experienced  obstetricians  today.  Trac- 
tion upon  the  head  to  complete  dilation  exposes 
the  woman  to  two  dangers,  first,  severe  cervical 
injury  and  perhaps  hemorrhage  and  second,  the 
downward  pull  upon  the  cervix  may  injure  the 
uterine  supports  and  pave  the  way  for  prolapse. 

The  functions  of  the  forceps,  then,  today  are 
restricted  to  traction,  and  occasionally,  rotation. 

Countless  obstetrical  disasters  have  followed 
the  untimely  or  too  early  use  of  forceps,  or  the 
attempt  to  make  use  of  forceps  in  cases  when 
some  other  form  of  intervention  would  have  been 
better. 


The  conditions  which  must  be  fulfilled  before 
the  forceps  are  used  are  the  following : the  cervix 
must  be  fully  dilated,  or  dilatable ; the  membranes 
must  be  ruptured ; the  head  must  be  engaged ; it 
must  not  be  too  large ; there  must  be  room  enough 
to  deliver  the  child  without  mutilation ; the  child 
must  present  correctly ; the  head  must  not  be  too 
small ; the  bladder  should  be  empty. 

The  traction  with  forceps  must  not  be  made 
until  the  cervix  is  fully  opened.  Deep  lacerations 
of  the  cervix  may  result  if  traction  is  begun  be- 
fore dilatation  is  complete.  If  these  extend  up- 
ward into  the  lower  uterine  segment  serious  hem- 
orrhage may  occur.  Another  unfortunate  conse- 
quence of  this  error,  may  be  serious  injury  to 
the  uterine  supports. 

If  the  forceps  are  applied  outside  the  mem- 
brane a poorer  grasp  of  the  head  is  secured, 
the  instrument  tending  to  slip  on  the  slippery 
surface.  Traction  upon  the  membranes  may 
cause  a premature  separation  of  the  placenta  with 
serious  bleeding. 

The  low  forceps  application  usually  offers  but 
little  difficulty,  except  in  certain  funnel-shaped 
pelves,  and  may  be  undertaken  upon  comparative- 
ly slight  indications.  The  mid-operation  is  more 
difficult  but  not  often  excessively  so.  On  the 
other  hand,  the  high  operation  is  always  difficult, 
and  should  not  be  attempted  unless  imperatively 
demanded  by  the  condition  of  the  mother  or 
child.  Forceps  on  the  floating  head  is  a very 
serious  procedure  and  is  rarely  indicated.  Gen- 
erally speaking,  the  fact  that  the  head  is  not  en- 
gaged indicates  some  disproportion  between  it 
and  the  superior  strait,  so  that  the  operation 
should  not  be  thought  of  until  accurate  informa- 
tion as  to  the  size  of  both  is  available. 

If  the  head,  with  or  without  molding,  will  not 
enter  the  inlet,  the  case  is  not  one  for  forceps. 
Where  marked  molding  has  occurred,  particular- 
ly if  a well-developed  caput  succedaneum  is  also 
present,  the  inexperienced  obstetrician  must  be- 
ware lest  the  elongation  of  the  head  due  to  these 
two  factors  does  not  cause  him  to  believe  that  the 
head  is  deeper  in  the  pelvis  than  it  really  is.  It 
is  not  impossible  for  the  caput  in  such  a case  to 
be  almost  upon  the  perineum,  causing  the  physi- 
cian to  believe  that  an  operation  which  is  scarce- 
ly more  than  a low  forceps  will  complete  the 
labor.  The  broadest  cephalic  diameter  may  be 
well  above  the  midplane  and  the  operator  finds 
that  he  has  a much  more  difficult  task  than  he 
had  anticipated. 

A few  tractions  will  be  sufficient  to  convince 
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him  that  forceps  will  not  succeed.  The  long- 
continued  employment  of  brute  force  to  drag  the 
head  through  the  pelvis  is  inexcusable 

The  vertex  presentation  is  the  most  favorable. 
If  the  vertex  is  not  directly  anterior  or  in  one 
of  the  anterior  quadrants  it  is  advisable  to  cause 
it  to  rotate  anteriorly. 

The  forceps  may  be  used  in  face  presentations 
unless  the  chin  is  posterior,  when,  if  the  child  is 
of  normal  size,  delivery  is  not  possible.  The 
chin  must  be  rotated  anteriorly  before  delivery  is 
attempted.  If  this  cannot  be  done  delivery  must 
be  accomplished  otherwise  than  by  forceps. 

One  should  not  attempt  to  apply  forceps  to 
the  breech. 

The  bladder  should  be  empty.  Not  only  be- 
cause of  the  far  less  bulk,  but  because  of  danger 
of  injury  to  the  bladder  or  later  development 
of  cystocele. 

Before  applying  forceps  it  is  always  well  to 
verify  the  position  of  the  head.  This  may  be 
difficult  from  digital  palpation  of  the  sutures  and 
fontanels,  particularly  when  these  are  obscured 
somewhat  by  the  presence  of  a caput.  Another 
way  to  obtain  accurate  knowledge  of  the  posi- 
tion is  to  palpate  the  posterior  ear. — The  edge 
of  the  external  ear  must  point  toward  the  occiput. 

Particular  care  should  be  taken  to  insure  the 
tip  of  the  blade  passing  inside  the  cervix..  Some- 
times it  is  necessary  to  slip  the  fingertips  inside 
the  edge  of  the  cervix  to  obtain  this  result.  If 
the  blade  meets  any  obstruction  at  any  point  no 
force  should  be  used  until  the  operator  is  satis- 
fied that  no  harm  may  be  done.  Pushing  upon 
an  instrument,  the  tip  of  which  has  passed  out- 
side the  cervix,  may  severely  wound  the  genital 
tract. 

If  the  blades  fit  the  head  as  they  should,  there 
should  be  no  difficulty  about  fitting  the  two  por- 
tions of  the  lock  together  and  the  handles  should 
come  evenly  together.  If  any  real  difficulty  is 
experienced  one  should  suspect  a mistake  in  the 
diagnosis  of  the  position.  It  is  best  then  to  re- 
move the  instrument  and  carefully  again  to  verify 
the  diagnosis. 

After  grasping  the  head  the  fetal  heart  tones 
should  be  auscultated.  If  the  tip  of  one  or  the 
other  blade  has  caught  the  cord,  which  may  be 
about  the  neck,  the  heart  tones  will  be  altered  at 
once.  The  forceps  then  should  be  reapplied. 
This  is  not  a frequent  accident. 

The  handles  are  grasped  firmly  so  that  when 


traction  is  made  the  blades  will  not  tend  to  sep- 
arate. 

The  operator  should  use  no  more  force  than 
can  be  applied  with  the  elbows  at  right  angles, 
using  the  arm  muscles  only.  Forcible  pulling 
with  the  back  muscles,  the  arms  extended  and 
the  feet  braced  is  wholly  wrong  and  dangerous. 
If  so  much  force  is  needed  it  must  mean  that  a 
disproportion  exists  or  that  a malposition  of  the 
head  is  present  which  increases  greatly  the  diffi- 
culty of  delivery.  In  either  case  the  remedy  is 
not  in  the  application  of  more  force,  but  in  the 
recognition  of  the  difficulty. 

If  the  instrument  has  been  left  in  place  until 
the  head  is  fully  delivered  the  removal  is  quite 
simple.  If  the  instrument  is  removed  before  the 
delivery  is  complete,  a little  more  care  is  need- 
ed. The  blade  must  slip  out  while  remaining  in 
contact  with  the  head  and  without  the  use  of 
force.  Particular  care  must  be  used  to  prevent 
the  fenestrum  catching  the  ear  and  injuring  it. 

The  danger  to  the  baby  of  a properly  carried 
out  outlet  forceps  should  not  exceed  the  risk  of 
normal  delivery. 

A proper  application  of  forceps  to  a head  ly- 
ing in  a favorable  diameter  and  due  observance 
of  the  directions  as  to  force  to  be  used  and  the 
character  of  traction  will  cause  cutting  and  bruis- 
ing of  the  external  soft  parts  of  the  fetal  head 
to  occur  with  a great  rarity.  Poor  application 
may  also  cause  cranial  injury,  depression  or  frac- 
tures of  the  cranial  bones.  Numerous  other  in- 
juries to  the  baby  may  follow  improper  use  of  the 
instruments. 

Skillfully  used,  the  forceps  may  be  a means  of 
lessening  the  danger  to  both  mother  and  child. 
Exhaustion  of  the  mother  may  be  lessened  and 
the  tendency  to  post  partum  hemorrhage  due  to 
over  fatigue  of  the  uterine  muscle  lessened.  It  is 
sometimes  said  that  the  use  of  forceps  increases 
laceration  but  this  holds  true  only  of  poorly  per- 
formed operations.  The  more  difficult  proce- 
dures are  done  because  a spontaneous  delivery 
cannot  be  expected ; hence  comparison  with  the 
results  of  spontaneous  delivery  is  of  no  value. 
In  the  simpler  forms  of  forceps  operations  no 
greater  degree  of  injury  should  occur  than  with- 
out forceps. 

The  prognosis  of  forceps  for  the  mother  and 
child  will  have  a definite  relationship  to  the  fol- 
lowing factors : 

1.  The  fidelity  with  which  the  conditions  and 
indications  for  the  use  of  forceps  are  observed. 
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2.  The  skill  and  judgment  with  which  the 
operation  is  done. 

3.  The  completeness  of  the  asepsis  which  is 
practiced. 
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DISCUSSION 

EARL  C.  SAGE,  M.  D.,  (Omaha):  The  difficulties 
and  dangers  of  forceps  deliveries  can  be  minimized 
by  attention  to  the  following  general  principles: 

1.  Use  only  recognized  indications  for  forceps  ex- 
traction. 

2.  Observe  aseptic  principles  and  remember  that 
sepsis  constitutes  a real  danger. 

3.  Demand  the  prerequisites  for  proper  application 
of  the  instruments:  complete  cervical  dilatation,  cor- 
rect diagnosis  of  the  position  of  the  head  and  a bi- 
parietal  application  of  the  blades. 

4.  Avoid  undue  force — employ  intermittent  trac- 
tions simulating  the  normal  expulsive  process  as 
closely  as  possible. 

5.  Employ  the  instrument  with  which  you  are  most 
familiar,  and  remember  that  it  is  not  so  much  the 
forceps  as  the  man  behind  it  that  is  important. 

The  application  of  forceps  carries  a definite  risk  to 
both  mother  and  child.  For  the  mother  the  chief 
dangers  are  infections  and  lacerations.  For  the  child, 
aside  from  superficial  abrasions  and  temporary  in- 
juries, such  as  facial  paralysis,  the  chief  risk  lies  in 
the  possibility  of  intracranial  hemorrhage  resulting 
from  the  application  of  too  great  pressure  or  of  its 
too  sudden  release. 

Litzenberg  pointed  out  in  1928  (J.  A.  M.  A.,  Nov.  24, 
1928),  the  astounding  fact  that  there  is  a great  in- 
crease in  infant  deaths  from  birth  injuries  which 
jumped  from  8,835  in  1915  to  11,652  in  1925,  an  increase 
of  14.8%.  These  figures  should  be  quite  sufficient 
argument  against  the  present  day  mania  for  inter- 
ference with  labor  by  the  injudicious  employment  of 
forceps,  version  and  Caesarian  section. 

Injudicious  intervention  not  only  injures  babies 
and  mothers  but  is  a prolific  source  of  infection.  In 
Massachusetts,  59%  of  the  deaths  from  sepsis  followed 
operative  delivery. 

Obviously,  there  is  less  danger  in  low  than  in  high 
forceps  applications.  High  forceps  is  rarely  a neces- 
sity; and  the  application  of  forceps  on  a floating- 
head  is  practically  never  advisable.  It  is  better  to 
resort  to  podalic  version. 


The  terms  outlet,  midforceps,  and  high  forceps 
mean  very  little.  Everyone  holds  a different  mental 
picture  of  such  operations.  Why  not  say  the  forceps 
were  applied  to  the  head  at  1-2-3  cm.  above  or  below 
the  interspinal  line? 

Baer  surveyed  the  incidence  of  the  use  of  forceps 
at  the  Michael  Reese  hospital  during  a ten  year  per- 
iod (1922-31)  and  found  there  was  a 50%  diminution 
in  the  frequency  of  this  type  of  delivery  which  resulted 
in  a fetal  mortality  of  7.41%  and  infection  in  the 
mother  in  16.36%  of  the  cases. 

More  fetal  deaths  and  maternal  morbidities  are 
due  to  forceps  incorrectly  applied  because  of  ignor- 
ance of  the  true  position  of  the  head,  than  to  any 
other  single  factor.  Occiput  posterior,  deep  trans- 
verse arrest,  deflexion  and  extension  attitudes  are 
all  amenable  to  safe  delivery  when  diagnosed,  but  end 
in  disaster  when  attacked  in  ignorance  of  the  true 
diagnosis. 

The  Scanzoni  maneuver  if  attempted  in  some  cases 
may  do  irreparable  damage.  Scanzoni  forceps  rota- 
tion of  an  occiput  posterior  should  be  considered  only 
if  the  head  is  loose  in  the  vagina — a tight  fit  is  much 
better  handled  by  manual  rotation  but  neither  should 
be  attempted  until  the  head  is  in  the  true  pelvis.  This 
maneuver  may  twist  the  vagina  from  its  attachments 
to  the  base  of  the  broad  ligaments  and  to  the  pelvic 
floor.  In  rotating  the  forceps  blade,  the  vaginal  wall 
may  be  so  injured,  that  a vesico-vaginal  fistula  may 
result.  Probably  the  Kielland  forceps  are  best  adapt- 
ed for  the  rotation  of  an  occiput  posterior  if  manual 
rotation  fails. 

Numerically,  forceps  are  used  more  often  than  any 
other  procedure  in  obstetrics  to  aid  delivery.  Under 
strict  indications  forceps  will  have  to  be  used  in  from 
3-5%  of  all  labors.  But  in  the  study  of  over  40,000 
births  in  Iowa,  Plass  found  that  in  actual  practice 
forceps  were  used  in  12.2%  of  the  deliveries — with  a 
hospital  incidence  of  24%  and  in  the  home  8%. 

The  maternal  mortality  following  forceps  delivery 
is  surprisingly  low — 0.32%.  This  figure  was  obtained 
from  a nation-wide  questionnaire,  116  hospitals  re- 
porting 11,189  forceps  deliveries  with  36  maternal 
deaths. 

Infant  mortality  following  forceps  depends  upon 
the  type  of  operation,  (low,  mid  or  high)  as  has  been 
computed  from  3-18%. 

Children’s  Bureau  statistics  covering  4,965  puer- 
peral deaths  in  15  states  following  delivery  at  7 
months  or  more,  showed  that  718  or  14%  of  these 
fatal  cases  had  been  delivered  by  forceps. 

The  most  comprehensive  report  evaluating  the  ef- 
fects of  forceps  delivery  and  Caesarian  section  on  the 
life  and  health  of  the  mother  and  her  child  was  made 
by  Plass  to  the  White  House  Conference  on  Child 
Health  and  Protection.  (Amer.  .1.  Obst.  & Gyn.,  Aug., 
1931,  24  pages). 


THE  MANAGEMENT  OF  THE  THIRD  STAGE  OF  LABOR* 

HAROLD  S.  MORGAN,  M.  D., 

Lincoln,  Nebraska. 


The  objective  in  any  obstetrical  case  is  to  re- 
turn both  mother  and  child  to  the  family  in  an 
uninjured  condition.  To  reach  this  objective  the 
attending  physician  must  have  supervised  the  pre- 
natal period  and  have  so  conducted  the  labor  that 
the  patient  will  pass  smoothly  through  the  puer- 

♦Presented  before  the  annual  meeting  Nebraska  State  Medical 
Association,  Omaha,  May  14-16,  1935. 


perium.  Often  times  the  patient  is  well  cared  for 
up  to  and  through  the  delivery  of  the  child,  only 
to  lose  ground  during  the  third  stage.  Again, 
events  may  have  transpired  during  the  progress 
of  the  first  and  second  stages  that  predispose  to 
exanguinating  hemorrhage  during  the  third  stage. 
It  is  the  purpose  of  this  communication  to  once 
more  call  attention  to  the  physiologic  principles 
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governing  the  third  stage  in  the  hope  that  through 
their  observance,  hemorrhage  will  be  reduced  to  a 
minimum. 

In  a recent  communication  read  before  the  Cen- 
tral Association  of  Obstetricians  and  Gynecolo- 
gists, Calkins  reported  the  results  of  a study  of 
700  consecutive  cases  to  determine  the  relation- 
ship of  certain  factors  to  the  amount  of  blood  lost 
during  the  third  stage.  The  factors  studied  in- 
cluded parity,  length  of  labor,  quality  of  labor 
pains,  and  anaesthetics.  His  conclusions  were 
that  the  two  important  causes  of  post  partum 
hemorrhage  were  faulty  management  of  the  third 
stage  and  large  doses  of  anaesthetics  and  sedative 
drugs.  While  it  is  undoubtedly  true  that  these 
factors  are  the  predominantly  important  ones  to 
consider  when  seeking  to  reduce  the  amount  of 
blood  lost  in  the  third  stage,  one  cannot  escape 
the  conviction  that  overdistention  of  the  uterus 
during  pregnancy  either  by  twins  or  by  hydram- 
nios,  as  well  as  certain  cases  of  uterine  exhaus- 
tion as  exemplified  by  the  ‘‘inertia  patient,”  will 
also  play  a part.  It  is  these  latter  conditions  that 
the  obstetrician  has  little  control  over  but  they 
should,  if  present,  make  him  more  alert  to  the 
danger  of  hemorrhage  and  enable  him  to  make 
plans  in  advance  to  control  the  hemorrhage  if  it 
develops. 

Proper  management  of  the  third  stage  of  labor 
cannot  be  achieved,  save  through  an  appreciation 
of  the  physiology  and  mechanism  of  the  separa- 
tion of  the  placenta.  Immediately  following  the 
birth  of  the  child,  the  fundus  is  found  at  the  level 
of  the  umbilicus.  For  a brief  time  there  are  no 
further  contractions.  Not  later  than  M/2  minutes, 
according  to  the  work  of  Frey  and  Forster,  con- 
tractions are  reestablished  and  through  these  con- 
tractions the  placenta  is  detached  from  the  uterus. 
Separation  is  evidenced  by  the  rise  of  the  fundus 
in  the  abdomen,  the  advance  of  the  cord  and  a 
show  or  trickle  of  blood  from  the  vagina.  Dur- 
ing the  quiescent  period  any  attempt  to  express 
the  placenta  can  only  lead  to  increased  hemor- 
rhage. The  fundus,  however,  should  be  con- 
trolled by  gentle  pressure  of  the  hand,  but  mas- 
sage is  to  be  avoided.  During  this  period  the 
patient  should  be  brought  out  of  her  anaesthetic 
as  our  experience  corroborates  that  of  Calkins  in 
that  having  recently  finished  a series  of  cases  in 
which  repair  was  started  before  the  placenta  was 
expelled,  we  are  prepared  to  agree  that  even  this 
much  added  anaesthetic  increases  the  blocd  loss 
of  the  third  stage. 

Immediately  the  signs  of  separation  ai'e 'pres- 
ent, the  placenta  may  be  expressed  by  one  of  sev- 
eral manoeuvers.  The  Credc  method  is  perhaps 


the  best  known  to  all  of  us,  however,  some  of  us 
feel  that  the  true  Crede  is  more  traumatizing 
than  is  its  modification  wherein  the  uterus  is 
grasped  in  exactly  the  same  fashion  but  instead 
of  squeezing  the  uterus,  the  fundus  is  pushed 
downward  in  the  direction  of  the  vagina.  An- 
other method  that  has  given  excellent  results  is 
that  advocated  by  Baer.  In  this  method  of  in- 
direct expression,  the  parturient’s  recti-muscles 
are  grasped  together  in  the  midline  at  the  height 
of  a uterine  contraction  and  the  patient  is  urged 
to  bear  down.  Needless  to  say,  the  manoeuver 
depends  for  its  success  on  the  alertness  and  co- 
operability of  the  patient.  Attempts  to  deliver 
the  placenta  by  traction  on  the  umbilical  cord  can 
only  lead  to  disaster  and  inversion  of  the  uterus 
not  infrequently  follows  such  efforts. 

Frequently,  despite  the  fact  that  the  uterus  has 
not  been  massaged  nor  squeezed,  the  placenta  re- 
mains attached  in  the  uterus  and  the  question  of 
removal  must  be  considered.  In  the  absence  of 
shock,  bleeding  or  a rising  pulse,  it  is  perhaps 
better  judgment  to  tie  off  the  cord  high  in  the 
vagina  and  remove  the  patient  to  her  bed.  Some 
hours  later  the  placenta  will  be  found  in  the 
vagina  and  may  be  removed  easily.  This  course, 
however,  should  only  be  followed  when  it  is  cer- 
tain that  the  patient  can  have  constant  super- 
vision. 

In  those  cases  of  retained  placenta  in  which 
bleeding  is  brisk  and  uncontrollable,  the  doctor  is 
faced  with  the  necessity  of  manually  removing 
the  placenta.  This  should  only  be  attempted  un- 
der the  strictest  asepsis,  with  a complete  change 
of  drapes,  gowns  and  gloves.  The  hand  should 
be  carried  to  the  fundus  and  an  attempt  be  made 
to  invaginate  the  membranes  between  the  placenta 
and  the  uterine  wall.  This  is  an  additional  safe- 
guard against  infection.  Inability  to  develop  a 
line  of  cleavage  should  bring  to  mind  the  condi- 
tion of  placenta  accreta  for  which  there  is  only 
one  treatment,  hysterectomy. 

After  expression  of  the  placenta  oxytoxics  in 
the  form  of  ergot  or  one  of  its  derivatives  and 
pituitrin  should  be  administered,  and  an  ice  cap 
may  be  placed  over  the  fundus.  Anaesthesia  is 
again  induced  provided  there  is  repair  work  to 
be  done.  If  not,  the  pat'ent  is  sent  to  her  bed 
and  kept  under  supervision  for  at  least  an  hour. 
This  supervision  should  include  palpation  of  the 
fundus  and  estimation  of  the  amount  of  bleeding. 
In  case  the  patient  is  confined  at  home  the  medi- 
cal attendant  should  wait  at  least  an  hour  before 
_ leaving  his  patient.  This  will  frequently  save  a 
lYufr'ed  trip  back  to  care  for  a patient  who  is  ex- 
periencing a post  partum  hemorrhage. 
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Occasionally,  after  the  administration  of  pitui- 
trin  and  during  repair,  brisk  bleeding  from  the 
uterus  will  be  encountered.  In  such  an  event,  if 
the  operator’s  hand  or  that  of  an  assistant  is 
placed  parallel  to  the  symphysis,  palm  pointing 
toward  the  patient’s  head,  and  the  uterus  is 
pushed  as  high  in  the  abdomen  as  possible,  the 
uterine  vessels  are  put  on  a stretch  and  an 
ischemia  of  the  uterus  established.  This  in  turn 
causes  the  uterus  to  contract  promptly  and  the 
bleeding  is  brought  under  control.  This  pro- 
cedure has  been  of  great  value  to  us  and  has 
obviated  the  necessity  of  plunging  a fist  into  the 
uterine  cavity  with  external  massage  as  recom- 
mended by  De  Lee. 

The  final  step  in  the  management  of  the  third 
stage  is  the  inspection  of  the  placenta  for  missing- 
cotyledons  or  portions  of  membranes. 

In  conclusion  it  may  be  stated  that  if  the  pa- 
tient has  not  been  subjected  to  prolonged  anaes- 
thetic and  that  if  the  physiologic  principles  of  the 
third  stage  have  been  adhered  to,  that  is  to  say, 
that  the  signs  of  separation  have  been  observed 
before  attempts  are  made  to  express  that  organ, 
then  the  patient  will  have  a minimal  blood  loss 
and  will  be  returned  to  her  bed  better  able  to 
regain  her  strength  quickly  and  to  finish  her 
puerperium  smoothly. 

DISCUSSION 

DR.  RALPH  H.  LUIKART,  (Omaha):  Much  prog- 
ress has  been  made  in  the  advancement  of  obstetrics 
in  the  last  twenty  years.  The  handling  of  the  third 
stage  has  been  improved  the  least.  Except  for  the 
work  of  Calkins  and  his  co-workers,  little  construc- 
tive work  has  been  done.  During  this  period  much 
more  sedation  and  deeper  anaesthesia  has  come  into 
general  use.  This  tends  toward  post  partum  uterine 
relaxation.  As  Dr.  Morgan  has  pointed  out,  this  con- 
dition must  be  met  or  excessive  bleeding  occurs.  If 
a hemorrhage  is  to  be  avoided  the  uterine  tone  must 
be  maintained  by  pituitrin  and  massage.  Anaesthesia 
should  be  stopped  as  the  second  stage  nears  comple- 
tion. It  should  be  started  again  when  the  cervix  is 
to  be  examined  and  repairs  made  of  the  cervix  and 
perineum.  Fry  and  Forster's  work  does  not  lay  suf- 
ficient stress  on  the  deeply  anaesthetised  case,  for 
example,  after  forceps  or  version.  The  operative  de- 
livery has  come  about  as  a result  of  a dystocia  re- 
sulting in  a prolonged  labor.  By  the  same  token 
these  are  the  cases  in  which  uterine  tone  and  con- 
tractions are  delayed,  hence  medication  and  friction 
massage  must  be  instituted  the  moment  the  baby  def- 
initely is  on  its  way  out  of  the  birth  canal.  Friction 
massage  must  be  continued  as  the  case  demands.  By 
friction  massage  I do  not  mean  the  kneading  or  trauma- 
tising of  the  uterus.  The  hand  should  be  placed  firmly 
over  the  fundus  and  the  abdominal  wall  made  to  glide 
over  the  fundus.  If  done  properly  and  constantly  the 
uterus  will  contract  down  firmly,  almost  immediately 
as  the  baby  leaves  the  uterus.  If  this  method  is  used 
little  or  no  blood  collects  between  the  placenta  and 
the  uterine  wall.  By  this  method  much  less  blood  is 
left  in  the  placenta.  As  a result  additional  blood  goes 
to  the  baby  as  it  should.  The  cord  should  be  clamped 
at  the  introitus  when  the  uterus  has  contracted,,  pot 
before.  The  placenta  has  no  elasticity.  During  preg- 


nancy the  uterine  capacity  has  increased  over  500 
times.  At  term  the  normal  placenta  covers  an  area 
of  about  29  square  inches.  When  the  baby  has  been 
expelled  and  if  the  uterus  is  made  to  contract,  the 
inside  uterine  area  is  reduced  to  less  than  1 /100th  of 
size  at  term.  The  placenta  is  immediately  cracked 
loose,  so  to  speak,  due  to  its  lack  of  elasticity,  and  the 
placental  area  now  has  been  decreased  from  29  square 
inches  to  little  more  than  5 square  inches.  Now  use 
the  uterus  as  a piston  and  the  placenta  can  be  ex- 
pelled. Separation  has  occurred  by  the  end  of  1,  2, 
or  3 minutes,  and  the  placenta  can  be  expelled  in  not 
over  five  minutes.  The  blood  loss  is  unbelievably 
small,  less  than  180  c.c.  This  is  not  theory.  These 
are  facts  which  Calkins  has  demonstrated,  and  my 
records  bear  him  out. 

The  placenta  is  not  retained  any  more  often  when 
pituitrin  is  given  by  hypo  immediately  at  the  end  of 
the  second  stage  unless  there  is  delay  in  the  effort 
to  expell  the  placenta.  When  ether  is  used  rarely  is 
the  patient  awake  enough  to  be  of  any  help  in  the  ex- 
pulsion. Using  the  above  described  method  manual 
removal  was  necessary  but  three  times  in  more  than 
five  hundred  cases.  If  the  uterus  is  permitted  to  relax 
for  a moment  the  blood  sinuses  where  the  placenta 
was  attached  pour  blood  into  the  uterine  cavity.  This 
expands  the  uterine  cavity  and  as  a result  of  this 
blood  in  the  uterus  the  cavity  remains  large.  Failure 
of  the  uterus  to  contract  down  and  close  the  sinuses 
allows  more  and  more  blood  to  escape,  resulting  in 
much  unnecessary  blood  loss. 

These  results  can  be  obtained  only  if  and  when 
anaesthesia  is  stopped  as  the  child  is  being  born, 
pituitrin  is  given  hypodermically,  and  someone  keeps 
a hand  constantly  over  the  fundus,  massaging  when 
necessary,  until  the  uterus  has  completely  regained 
its  tone.  After  the  patient  leaves  the  delivery  table 
frequent  observation  of  the  fundus  should  be  made. 

DR.  W.  H.  TAYLOR,  (Omaha):  The  treatment  of 
the  third  stage  of  labor  varies  greatly:  from  the  rout- 
ine manual  removal  immediately  follows  the  second 
stage  with  a high  morbidity  from  infection;  to  the 
expectant  treatment  of  putting  the  patient  to  bed  and 
waiting  for  spontaneous  delivery,  with  a high  per- 
centage of  hemorrhage. 

We  should  prepare  for  the  third  stage  of  labor  dur- 
ing the  prenatal  period.  A patient  with  a low  hemo- 
globin (80%-)  will  suffer  more  from  loss  of  blood 
than  one  with  a higher  hemoglobin.  It  is  best  to 
never  allow,  if  possible,  a woman  to  go  through  preg- 
nancy and  labor  with  a hemoglobin  less  than  80%. 
Women  with  a past  history  of  bleeding  should  be 
given  viosterol  and  calcium  during  the  pregnancy  and 
2 c.c.  of  fibrogen  early  in  labor. 

It  is  essential  to  avoid  fatigue  of  the  uterus  during 
the  first  and  second  stages.  This  can  be  prevented 
by  the  proper  use  of  morphine  or  amytol  and  scop- 
olamin,  and  the  timely  use  of  forceps  and  version. 
One  of  the  most  satisfactory  and  constant  helps  in 
the  preparation  for  the  third  stage  is  to  give  1 c.c. 
of  pituitrin  at  the  end  of  the  second  stage  of  labor. 
This  will  produce  the  proper  retraction  and  contrac- 
tion of  the  uterus,  prevent  hemorrhage,  and  hasten 
the  delivery  of  the  placenta.  When  used  the  uterus 
must  not  be  massaged  until  the  placenta  has  been 
expressed,  or  a contraction  ring  is  apt  to  form  with 
placental  retention. 

The  proper  time  for  the  expulsion  of  the  placenta 
is  as  it  separates  and  not  after  it  separates,  as  we 
then  have  a loss  of  blood  from  the  retro-placental 
hematoma. 

The  fundus  immediately  after  labor  is  flattened. 
As  the  placenta  separates,  the  fundus  becomes  round- 
ed, and.  firm.  This  is  the  time  for  expression.  Later 
th£  classical  sjmifctom  appears  with  a greater  loss  of 
blood.  ’ 1 ° 

The  proper  massbg.“  t>t  the  uterus  after  delivery  of 
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the  placenta  and  membrane  is  essential.  The  fundus 
should  not  be  held  down  until  the  cervix  protrudes 
from  the  vulva,  but  should  be  grasped  between  the 
fingers  and  the  anterior  surface  between  the  attach- 
ment of  the  tubes  where  the  contractions  of  the  uter- 
us start  should  be  gently  irritated.  If  the  uterus  then 
relaxes  and  we  have  a tendency  to  bleeding,  a good 
help  is  to  grasp  the  fundus  between  the  fingers  and 
draw  it  forward  over  the  symphysis,  at  the  same 
time  squeezing  the  blood  from  the  uterus,  as  an  emp- 


ty uterus  is  not  so  apt  to  bleed.  As  post  partum  hem- 
orrhage is  usually  venous  in  character,  unless  due 
to  laceration,  I have  found  that  elevation  of  the 
fundus  and  the  uterus  in  the  abdomen  increases  the 
tendency  to  hemorrhage.  This  is  due  to  the  straight- 
ening of  the  tortuous  veins  in  the  broad  ligament, 
and  allowing  the  blood  to  flow  in  freely  into  the 
uterus  as  these  veins  have  no  valves.  This  straightens 
the  tortuous  veins  in  the  broad  ligament,  and  allows 
the  blood  to  flow  more  freely  into  the  uterus. 


POST-PARTUM  CARE* 

H.  E.  HARVEY,  M.  D„ 
Lincoln,  Nebraska. 


Few  of  us  as  practitioners  can  claim  to  be  sci- 
entists in  the  strict  sense  of  the  word,  but  most  of 
us  would  like  to  believe  that  at  least  in  medical 
matters  we  are  practical.  In  obstetrics  this  atti- 
tude would  lead  us  to  avoid  unnecessary  disabil- 
ity. correct  early  abnormalities  and  check  our  re- 
sults against  our  management  of  pregnancy  and 
labor.  This  is  post-partum  care. 

The  “postpartum  period  falls  indistinctly  into 
two  divisions : the  lying-in  period  and  the  late 
post-partum  period.  Text  books  and  teachers 
lay  down  exacting  rules  for  the  conduct  of  the 
lying-in  period.  The  postpartum  routine  of  dif- 
ferent clinicians  varies  greatly,  yet  their  patients 
and,  to  a very  great  extent,  those  mothers  fol- 
lowing only  their  own  inclinations,  enjoy  equally 
smooth  convalescene.  This  suggests  that  much 
that  is  done  is  in  the  nature  of  a ritual  and  that 
many  of  the  negations  are  on  the  same  level 
as  the  taboos  of  primitive  people. 

Once  delivery  is  completed  individual  treat- 
ment should  generally  be  applied ; a sedative  for 
restlessness,  morphine  for  pain  and  otherwise  the 
same  care  that  is  generally  given  post-operative 
patients.  At  this  time  only  is  the  abdominal  bind- 
er of  value  in  compensating  for  suddenly  re- 
duced intraabdominal  pressure,  and  in  preventing 
shock.  Though  the  binder  is  one  of  the  standard 
accessories  of  puerperal  nursing  it  should  be  dis- 
carded early.  It  is  rarely  in  place  and  patients 
are  usually  more  comfortable  without  it.  Its  ap- 
plication hardly  favors  redevelopment  of  abdom- 
inal muscular  support,  and  by  forcing  the  fundus 
into  the  pelvis  may  actually  favor  venous  engorge- 
ment, interfere  with  uterine  drainage  and  involu- 
tion of  the  uterine  supports. 

My  student  notes  say,  “Keep  patient  quiet  on 
the  back  for  two  to  three  days,”  (Edgar,  p.  1673  : 
Edition  V.).  When  we  consider  that  the  venous 
return  flow  is  hastened  by  the  pump-like  action  of 
the  diaphragm  and  the  contraction  of  the  muscles, 

♦Presented  before  the  annual  meeting  Nebraska  State  Medical 
Association,  Omaha,  May  14-16,  1935. 


it  would  seem  more  reasonable  to  permit  the  puer- 
peral woman  to  turn  from  side  to  side  at  will,  to 
encourage  deep  breathing  and  free  movement  of 
the  extremities.  Such  exercise  will  lessen  the 
tendency  toward  stasis  in  the  large  veins  and  pro- 
mote a feeling  of  well  being.  After  the  first  few 
days,  lying  on  the  abdomen,  elevating  the  head 
and  shoulders,  and  in  selected  cases  a sitting  pos- 
ture for  a few  minutes  will  favor  uterine  drainage. 
During  the  latter  part  of  the  lying-in  period  and 
in  the  later  puerperium,  deep  breathing  combined 
with  leg  lifting  will  stimulate  development  of  mus- 
cular supports  of  the  back  and  abdominal  wall. 
(See  Curtis,  Vol.  I,  p.  856). 

Castor  oil  or  other  purgative  on  the  second  or 
third  post-partum  day  is  a relic  of  the  time  when 
postoperative  patients  were  purged.  Such  pa- 
tients have  more  abdominal  distress  and  disten- 
tion than  those  having  only  an  enema  on  the  third 
or  fourth  day.  Such  medication  should  be  lim- 
ited to  those  cases  in  which  a hydrogogue  is  de- 
sired for  dehydration. 

Urinary  retention  may  occur  because  of  trau- 
matization and  swelling  of  the  bladder  neck,  or 
because  of  inability  to  void  in  the  recumbent  posi- 
tion. Straining  efforts  to  aid  in  voiding  can  only 
produce  increased  pelvic  congestion.  Catheter- 
ization or  a sitting  posture  are  less  objectionable. 
Bladder  overflow  can  be  mistaken  for  voiding'. 
Many  women  come  to  term  with  bladders  incap- 
able of  complete  emptying,  due  to  pressure  of  the 
fetal  head  in  the  pelvis  or  disturbance  of  nerve 
control.  At  this  point  it  may  be  noted  that  ure- 
thral stricture  and  bladder  neck  obstruction  may 
occur  even  in  women. 

Pituitrin  will  often  induce  a relaxed  bladder 
to  contract.  If  flatus  causes  discomfort  pituitrin 
again  serves  the  same  purpose  as  in  the  surgical 
patient.  While  sedatives  are  often  necessary  for 
after  pains,”  pituitrin  given  on  the  second  or 
third  day,  may  by  emptying  the  uterus,  make  se- 
datives unnecessary. 
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In  the  care  of  engorged  breasts,  support  is  re- 
quired. A binder  which  binds  rather  than  sup- 
ports, may  by  uneven  and  badly  directed  pressure 
increase  the  tendency  to  congestion  and  “caking.” 
Only  a few  attendants  may  be  relied  upon  to  ad- 
just breast  supports  properly.  A more  certain  and 
effective  method  of  supporting  and  splinting  the 
breasts  is  by  application  of  crossed  adhesive  strap 
slings.  But  before  applying,  inquire  whether  the 
skin  will  tolerate  adhesive  tape. 

When  should  the  patient  be  allowed  to  get  up? 
Common  sense  would  suggest  that  the  answer 
would  depend  on  (1)  the  recuperative  powers  of 
the  individual,  (2)  the  involution  of  the  pelvic 
organs,  (3)  and  finally,  on  what  the  patient  will 
do  when  she  is  up.  An  old  multipara,  worn  by 
maternal  duties  and  with  slower  recuperative  ca- 
pacity may  be  most  anxious  to  return  to  the  direc- 
tion of  her  house,  but  this  very  anxiety  becomes 
the  best  reason  for  prolonging  the  lying-in  period. 
Pregnancy  as  well  as  labor  imposes  stress  of  a 
widely  varying  degree  on  different  individuals. 
Probably  no  more  pernicious  myth  exists  than, 
that  the  patient  should  get  up  in  eight,  ten  or 
twelve  days  or  whatever  the  local  custom  may  be. 
I have  observed  women  who  got  up  on  the  sec- 
ond or  third  day  without  harm  and  others  who 
should  have  remained  on  or  near  the  bed  for 
weeks. 

From  what  I have  previously  said,  it  is  not  to 
be  inferred  that  a routine  is  not  desirable  during 
the  lying-in  period  as  well  as  later.  People  de- 
light in  rules  that  can  be  counted  off  on  the  fin- 
gers. A well  ordered  routine  gives  the  patient 
confidence  that  her  attendant  knows  exactly  what 
is  needed.  It  saves  time  in  avoiding  needless 
questions  and  calls.  But  each  of  our  directions 
should  be  reviewed  in  the  light  of  its  applicability 
to  the  particular  case ; based  on  reason,  not  on 
custom. 

The  end  of  the  lying-in  period  only  marks  a 
stage  in  the  puerperium  where  the  grosser  physi- 
cal changes  and  disability  have  disappeared.  Much 
might  be  said  on  the  importance  of  physical  and 
psychological  problems  of  adjustment.  In  re- 
covering from  child  bearing  the  goal  to  be  reached 
is  reacquisition  of  a physical  normal  together  with 
a psychological  readjustment.  The  arrival  is 
measured  not  in  days,  but  by  the  job. 

After  leaving  her  bed  the  patient  should  be 
observed  over  a period  of  from  four  to  six 
months.  While  the  particular  times  at  which 
these  observations  are  made  is  not  important,  it  is 
important  to  tell  the  patient  to  come  at  a particu- 
lar time,  otherwise  she  may  feel  that  the  post- 


partum examinations  are  relatively  unimportant. 
It  is  assumed  that  at  one  or  two  of  these  visits 
the  patient  will  have  a general  physical  examina- 
tion and  at  other  times  points  relating  to  the  ab- 
normalities of  pregnancy,  labor  or  the  early  puer- 
perium will  receive  special  attention. 

If  toxemia  has  been  present  one  should  care- 
fully determine  whether  residual  injury  to  the 
kidneys  and  circulation  is  present.  Secondary 
anemia  may  account  for  slow  return  of  strength ; 
relaxed  ligaments  and  poor  posture  for  back- 
ache ; poor  abdominal  support  for  constipation, 
abdominal  distress  and  other  vague  symptoms. 
In  the  pelvic  examination  the  size,  position,  and 
mobility  of  the  uterus,  the  condition  of  the  cervix 
and  the  support  of  the  pelvic  floor  will  be  noted. 
If  the  uterus  is  subinvoluted  and  retroposed,  a 
pessary  and  exercises  designed  to  drain  the  pelvic 
vessels  are  worth  a trial.  If  the  cervix  is  deeply 
lacerated  it  is  well  to  recall  whether  the  first  stage 
of  labor  was  violent  in  character  or,  if  forceps 
were  applied  whether  the  cervix  might  have  not 
been  fully  dilated.  Slight  irregularity  of  the  cer- 
vix or  eversion  of  the  mucous  membrane  will  be 
benefited  by  cautiously  applied  cauterization.  This 
treatment  of  endocervicitis  and  ectropion  will  pre- 
vent chronic  cervical  discharge  which  is  thought 
to  be  a factor  in  the  development  of  carcinoma. 

We  may  pride  ourselves  on  completing  a deliv- 
ery without  evidence  of  perineal  laceration  only  to 
find  on  post-partum  examination  a badly  relaxed 
pelvic  floor.  This  observation  will  suggest  the 
advantage  of  episiotomy,  in  later  deliveries  of 
similar  character.  If  an  episiotomy  has  been  done, 
and  yet  the  support  is  poor  we  will  ask  ourselves 
whether  it  was  the  wrong  type  of  incision  or 
whether  it  was  done  too  late.  If  a perineal  wound 
has  healed  poorly  it  is  worth  while  again  to  in- 
quire of  ourselves  the  possible  cause-traumatized 
tissue,  poor  placing  of  sutures,  too  many  sutures, 
or  infection. 

Many  other  points,  some  of  debatable  character, 
might  be  discussed  but  it  seems  apparent  that  a 
practical  minded  individual  would  want  to  know 
whether  or  not  his  results  are  good  or  whether 
by  following  the  parturient  through  he  can  les- 
sen some  of  the  injuries  inherent  to  child  birth. 
It  is  only  by  this  follow-up  that  we  can  determine 
whether  a method  is  good  or  whether  it  is  applic- 
able in  our  particular  circumstances. 

Each  observation  should  be  recorded  and 
checked  against  the  prenatal  and  labor  records. 
Such  checkups  serve  as  means  of  self-teaching 
which  is  no  where  else  available.  It  is  not  alone 
our  immediate  maternal  and  fetal  mortality  and 
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morbidity  that  determines  whether  we  are  good 
obstetrical  attendants.  For  in  the  final  analysis 
we  must  add  our  post-partum  findings,  and  then 
check  the  results  against  our  management  of 
pregnancy  and  labor.  Thus  by  application  of  the 
scientific  method  to  the  study  of  our  work  we 
shall  turn  our  experience  to  a practical  purpose 
for  the  benefit  of  our  patients  and  ourselves. 

DISCUSSION 

DR.  L.  O.  HOFFMAN,  (Omaha):  A few  years  ago, 
Dr.  Moon  and  I went  barnstorming  to  Sioux  City  and 
read  two  of  the  finest  papers  ever  written  on  post- 
partum care.  A certain  individual  got  up  to  discuss 
the  papers.  He  said  in  his  community  he  was  not  in- 
terested in  postpartum  care.  He  saw  the  patients 
after  they  had  been  in  labor  three  hours.  After  three 
days  postpartum,  they  were  usually  out  putting  a 
roof  on  the  barn! 

Good  obstetrics  should  embody  a healthy  baby,  and 
a healthy  mother  who  will  leave  our  care  in  as  good 
condition  as  she  came  to  us. 

Postpartum  care  is  divided  into  the  immediate,  in- 


termediate, and  remote.  In  other  words,  it  starts 
with  the  delivery  of  the  baby,  and  includes  cervical 
and  perineal  repair,  blood  loss,  exercise,  care  of  the 
breasts,  etc.,  in  the  immediate  period.  In  the  inter- 
mediate period  between  the  time  the  baby  is  ten  days 
and  six  weeks  old,  it  requires  that  care.  From  the 
time  the  baby  is  six  weeks  old,  the  postpartum  care 
should  continue  until  the  patient  is  normal.  When 
we  contract  to  take  care  of  an  obstetric  case,  we 
guarantee  to  that  patient  she  shall  be  well.  In  order 
to  do  that,  we  must  bear  in  mind  that  type  of  classi- 
fication. 

DR.  W.  C.  HARVEY,  (Gering) : This  subject  has 
been  well  discussed.  I want  to  emphasize  a few 
points.  I think  it  is  important  to  make  your  request 
for  a check-up  examination  very  defintie.  Some  pa- 
tients with  whom  you  have  not  made  a definite  date 
will  be  expecting  it,  and  in  case  you  do  not  request 
them  to  return,  they  may  go  to  someone  else  for  a 
check-up. 

Another  thing  which  was  brought  to  my  attention 
lately  in  two  or  three  cases  is  the  possibility  of  an 
anal  fissure.  Some  of  your  mothers  will  hesitate 
to  tell  you  about  it  until  they  have  had  considerable 
trouble. 

I appreciated  the  paper  very  much. 


SPLENECTOMY 

ROY  H.  WHITHAM,  M.  D„  and  HARRY  H.  EVERETT,  M.  D., 
Lincoln,  Nebraska. 


The  operation  of  splenectomy  is  one  which  the 
general  surgeon  is  called  upon  but  rarely  to  per- 
form. It  is,  however,  very  important  since  if 
employed  in  suitable  cases  it  will  often  effect  a 
most  striking  and  gratifying  cure  of  an  other- 
wise hopeless  disease.  In  this  paper  we  want  to 
discuss  briefly  the  common  conditions  in  which 
splenectomy  may  be  performed,  and  the  impor- 
tant points  in  the  technique  of  the  operation.  The 
detailed  differential  diagnosis  of  the  spleno- 
megalies will  not  be  elaborated.  In  fact,  spleno- 
megaly is  not  always  present  in  conditions  in 
which  splenectomy  is  indicated.  A most  thor- 
ough clinical  study  should  always  be  made  before 
advising  splenectomy  in  any  case  except  one  of 
acute  rupture  because  in  many  cases  of  spleno- 
megaly the  operation  is  not  indicated  and  its 
results  will  be  quite  disappointing. 

Seven  cases  of  splenectomy  performed  in  three 
years'  time  will  be  cited  in  the  course  of  the  dis- 
cussion. No  conclusions  concerning  the  operative 
mortality  can  be  drawn  from  so  small  a series, 
these  cases  all  having  survived  the  operation,  but 
they  will  serve  to  illustrate  the  discussion  and 
indicate  the  results  that  may  be  expected. 

RUPTURE  OF  THE  SPLEEN 

A blow  over  the  lower  left  chest  may  fracture 
the  spleen,  no  harm  resulting  unless  the  fracture 
be  so  extensive  that  massive  and  persistent  hem- 
orrhage results.  In  this  event  the  clinical  course 


is  that  of  severe  intra-abdominal  hemorrhage  with 
rising  pulse,  falling  blood  pressure  pallor,  rigid- 
ity of  the  abdominal  muscles,  abdominal  pain 
especially  on  turning,  and  signs  of  blood  in  the 
cavity.  At  laparotomy  the  spleen  is  usually 
found  so  extensively  damaged  that  pack  or  su- 
ture is  out  of  the  question  and  the  organ  must 
be  removed.  One  of  our  cases  was  of  this  type ; 
the  operative  recovery  was  uneventful  and  the 
result  entirely  satisfactory. 

BANTI’S  DISEASE 

This  condition  is  one  of  the  so-called  splenic 
anemias.  It  occurs  typically  in  young  people, 
begins  with  splenomegaly  and  a moderate  secon- 
dary anemia,  to  be  followed  by  cirrhosis  of  the 
liver  and  eventually  ascites.  Gastric  hemorrhages 
or  esophageal  hemorrhages  are  common  because 
of  the  disturbed  portal  circulation  and  changes  in 
the  blood.  Death  occurs  after  a very  chronic 
•course  as  a result  of  the  liver  damage  and  its 
attendant  complications.  The  anemia  is  not  ex- 
treme and  the  blood  shows  no  pathognomic 
change.  The  spleen  is  enlarged  many  times  nor- 
mal, its  edg'e  usually  extending  below  the  level 
of  the  umbilicus.  The  diagnosis  is  made  from 
the  clinical  course,  the  anemia  and  splenomegaly, 
the  cirrhosis  or  ascites  if  present,  and  by  ruling 
out  all  other  causes  of  splenomegaly. 

Splenectomy  is  said  to  have  cured  many  cases 
when  performed  early  in  the  disease  before  as- 
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cites  has  occurred,  and  delays  the  course  of  the 
disease  when  performed  in  the  later  stages.  Some 
authors  have  been  disappointed  in  their  eventual 
results. 

Three  of  our  cases  were  of  this  type.  One  was 
a boy  of  nine,  who  had  only  vague  subjective 
symptoms,  showed  a mild  anemia,  a large  spleen 
and  a palpable  liver  which  was  nodular  when 
visualized.  He  made  an  uneventful  recovery 
from  his  operation,  his  anemia  disappeared  and 
his  liver  receded  so  that  it  is  no  longer  palpable. 
Three  and  a half  years  after  his  operation  he  is 
a vigorous  healthy  boy  with  no  evidence  of  his 
disease. 

The  second  was  a girl  of  eleven,  who  had  had 
gastric  hemorrhages  and  was  a chronic  invalid. 
She  had  a more  marked  anemia,  a large  spleen 
and  a nodular  liver.  She  almost  died  of  gastric 
hemorrhages  following  her  operation  but  even- 
tually recovered  and  now  has  no  anemia  and  is 
strong  and  vigorous  more  than  two  years  follow- 
ing her  operation. 

The  third  boy  was  17,  had  anemia,  spleno- 
megaly, cirrhosis  and  ascites.  His  wound  rup- 
tured following  operation,  but  he  recovered  with 
no  other  complications.  He  is  alive  and  reported 
well  nearly  two  years  since  his  operation  but  we 
have  not  had  an  opportunity  to  examine  him. 

HEMOLYTIC  JAUNDICE 

This  condition  may  be  familial  or  acquired. 
It  is  characterized  by  a chronic  hemolytic  jaun- 
dice of  varying  degree,  an  enlarged  spleen,  in- 
creased fragility  of  the  red  cells,  anemia,  and 
periodic  hemolytic  crises  with  increasing  anemia, 
fever  and  more  or  less  malaise.  Splenectomy 
typically  effects  a cure  of  the  condition.  None  of 
our  cases  were  of  this  condition  which  is  not  ex- 
ceedingly rare. 

THROMBOCYTOPEONIC  PURPURA 

This  condition  may  be  acute  or  chronic,  the 
acute  cases  probably  having  the  condition  chron- 
ically. It  occurs  most  commonly  in  the  young, 
and  is  characterized  clinically  by  hemorrhage  into 
the  tissue  and  through  the  mucous  membranes 
with  attendant  anemia  and  fever.  The  blood 
shows  prolonged  bleeding  time,  normal  coagula- 
tion time  with  poor  clot  retraction  and  a greatly 
diminished  platelet  count.  The  spleen  is  not 
grossly  enlarged  and  its  removal  is  advocated  on 
a more  or  less  empiric  basis.  It  seems  probable 
that  the  platelets  are  destroyed  normally  by  the 
reticulo-endothelial  system  of  the  body  and  that 
in  this  condition  an  overactivity  of  these  tissues 
results  in  a reduction  in  the  number  of  platelets. 


Removal  of  the  spleen  eliminates  a large  part  of 
the  reticulo-endothelial  system  and  the  result  ob- 
tained is  dependent  on  the  extent  of  overactivity 
in  the  tissue  remaining  in  the  liver  and  elsewhere. 
Typically  splenectomy  is  followed  by  an  immedi- 
ate cessation  of  the  bleeding  and  some  rise  in  the 
platelet  count. 

Two  of  our  cases  were  of  this  type.  The  first, 
a boy  of  seven,  was  having  severe  hemorrhages 
and  purpura  and  was  acutely  ill.  Splenectomy 
was  followed  by  an  improvement  in  the  bleeding 
but  he  had  hemorrhages  from  the  nose  for  a few 
days  and  transfusions  were  required.  Since  re- 
covery from  his  operation  he  has  been  entirely 
well. 

The  second  was  a girl  of  16  who  was  having 
persistent  uterine  bleeding  without  local  cause  and 
had  developed  marked  anemia.  Following  splen- 
ectomy her  bleeding  stopped  immediately  and  she 
made  a rapid  recovery,  but  has  not  been  heard 
from  since. 

LEUKEMIA 

Splenectomy  does  no  good  in  leukemia.  One 
of  our  cases  was  a woman  in  her  60’s,  who  had  a 
large  and  painful  spleen.  Careful  study  of  her 
blood  failed  to  reveal  any  evidence  of  blood  dys- 
crasia  and  the  spleen  was  removed  with  the  pre- 
operative diagnosis  of  tumor.  Sections  estab- 
lished a diagnosis  of  myelogenous  leukemia  which 
was  later  evident  in  the  blood,  her  previous  stu- 
dies having  been  made  during  an  aleukemic  phase. 
She  recovered  from  the  operation  to  die  some 
weeks  later  of  her  disease. 

SYPHILIS  OF  THE  SPLEEN 

Occasionally  syphilis  of  the  spleen  may  produce 
a gross  splenomegaly  which  is  entirely  refrac- 
tory to  anti-leutic  treatment.  In  these  cases  re- 
moval is  indicated.  None  of  these  cases  were  of 
this  condition. 

TECHNIQUE 

Ordinarily  the  removal  of  the  spleen  entails 
more  than  lifting  the  organ  through  the  abdom- 
inal wound  and  tying  off  the  pedicle.  The  reflec- 
tion of  the  peritoneum  on  the  lateral  aspect  of 
the  pedicle  which  constitutes  the  phrenicolienal 
ligament  is  so  short  that  the  organ  does  not 
deliver  well  until  this  is  divided.  Also  the  reflec- 
tion of  the  peritoneum  from  the  splenic  pedicle  to 
the  stomach  not  only  approximates  that  viscus 
to  the  organ  but  also  conceals  the  vessel-bearing 
true  pedicle  so  that  the  vessels  cannot  be  visual- 
ized until  it  is  divided.  Even  after  good  exposure 
of  the  true  pedicle  the  tail  of  the  pancreas  is  in 
such  intimate  relation  to  the  vessels  that  care 
must  be  exercised  not  to  injure  it.  Aside  from  the 
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is  made.  Then  the  hand  is  passed  over  the  con- 
vex surface  of  the  spleen  to  determine  its  size, 
mobility  and  freedom  from  adhesions.  At  this 


FIGURE  3. 

The  spleen  is  delivered  through  the  incision  and  drawn  to  the 
left.  The  vessels  in  the  gastro-lienal  ligaments  have  been  ligat- 
ed and  the  line  of  incision  through  the  ligament  is  indicated. 

point  the  spleen  may  be  allowed  to  fall  back  in  its 
bed  and  the  gastro-lienal  ligament  divided,  al- 
lowing the  stomach  to  be  pushed  upward  and 
medialward  and  exposing  the  true  pedicle  and  the 
blood  vessels.  The  spleen  is  then  rotated  and 
drawn  to  the  right  exposing  under  tension  the 


danger  of  injuring  adjacent  structures  the  great- 
est danger  in  the  operation  is  hemorrhage  which 
can  easily  be  avoided  if  tbe  pedicle  is  carefully 
exposed.  In  certain  conditions,  especially  in  Ban- 
d's disease,  the  spleen  may  be  densely  adherent 
to  the  parietal  peritoneum  of  the  lateral  and  pos- 
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FIGURE  4. 

The  gastro-lienal  ligament  has  been  divided,  the  stomach 
paeked  away  and  the  pedicle  exposed,  demonstrating  the  splenic 
artery  and  vein  and  the  tail  of  the  pancreas. 

phrenocolienal  ligament.  This  is  carefully  incised 
with  knife  or  scissor  through  the  peritoneum  and 
fascia  propria,  and  with  gentle  pressure  the  base 


FIGURE  1. 

Cross  section  through  the  upper  abdomen,  showing  the  necessi- 
ty of  dividing  the  phrenicolienal  ligament  in  order  to  mobilize 
the  spleen. 

terior  abdominal  wall  and  the  under  surface  of 
the  diaphragm.  These  adhesions  must  be  broken 
up  by  blunt  dissection  before  the  organ  can  be 
removed  and  sharp  hemorrhage  may  result.  Ex- 
posure of  the  pedicle  before  tearing  the  spleen 
loose  will  often  be  helpful  in  controlling  this 
bleeding. 

The  abdomen  is  opened  by  a liberal  left  rectus 


FIGURE  2. 

The  spleen  has  been  drawn  to  the  right  and  the  serosa  and 
fascia  propria  of  the  phrenicolienal  ligament  are  partially 
divided. 

incision.  Before  disturbing  the  spleen  an  explor- 
ation and  inspection  of  the  liver  and  bile  passages 
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of  the  spleen  is  stripped  to  the  right.  It  can  now 
be  lifted  through  the  incision  and  drawn  to  the 
left,  lifting  and  exposing  the  splenic  artery  and 
vein  and  the  tail  of  the  pancreas.  If  the  gastro- 
lienal ligament  has  not  previously  been  divided 
it  is  done  at  this  point. 

The  tail  of  the  pancreas  can  now  be  dissected 
free  from  the  vessels  which  are  ligated  or 
clamped.  The  hilum  of  the  spleen  is  then  clamped 
and  the  pedicle  cut.  Any  untied  vessels  in  the 
pedicle  are  then  taken  care  of.  The  splenic  bed 
is  inspected,  bleeding  is  controlled  by  suture  and 
the  abdomen  is  closed. 

All  this  may  be  very  simple,  but  an  adherent 


spleen  may  tax  the  skill  of  any  surgeon  before  its 
removal  is  successfully  accomplished.  As  in  any 
surgical  procedure  care,  patience,  gentleness  and 
knowledge  of  the  anatomical  relations  will  be  re- 
warded by  a job  well  done. 

SUMMARY 

A brief  discussion  of  the  conditions  in  which 
splenectomy  is  indicated  has  been  given. 

Seven  cases  of  splenectomy  performed  in  three 
years’  time  without  operative  mortality  have  been 
cited  to  illustrate  the  discussion. 

The  operative  technique  of  splenectomy  has 
been  described. 


BUILDING  A COUNTRY  SURGICAL  PRACTICE* 

ARTHUR  V.  WORTMAN,  M.  D., 

Curtis,  Nebraska. 


If  I were  in  possession  of  the  magic  formula 
for  success.  I should  immediately  retire  from 
practice,  establish  myself  as  a consulting  engineer, 
and  charge  a generous  fee  from  each  and  every 
one  of  you  for  imparting  to  you  that  secret — 
first,  of  course,  swearing  you  to  confidence  under 
contract,  and  guaranteeing  to  you  exclusive  fran- 
chise in  a designated  territory.  You  would  all 
be  envious  of  me,  not  for  my  superior  knowledge, 
but  because  of  my  higher  income,  and  I should 
soon  be  hearing  whisperings  from  you  about  me 
as  how  many  so-and-so  kinds  of  a such-and-such. 

Since  I am  but  an  insignificant,  undernour- 
ished cell  in  that  much-maligned  body,  the  Coun- 
try Doctor,  I do  not  fear  your  vituperative  re- 
marks because  of  my  opulence.  It  may  be  be- 
cause of  this  very  insignificance  that,  under  the 
flimsy  veil  of  friendship,  I was  invited — even 
urged — almost  coerced — to  appear  before  this 
august  body  today.  In  fact,  the  pattern  of  the 
cloth  was  laid  out.  marked,  and  cut  to  measure 
for  me,  so  that  all  that  remained  for  me  to  do  was 
to  gather  up  the  pieces  and  try  to  fit  them  togeth- 
er into  something  that  would  perhaps  pass  muster 
as  a surgical  paper.  Whether  the  joke  is  on  you, 
who  are  neglecting  the  more  serious  business  of 
a medical  meeting — in  the  back,  side,  and  secret 
rooms — or  on  me,  for  my  laborious  typing  and 
editing  of  these  remarks,  remains  to  be  disclosed, 
but  those  of  you  who  have  the  patience  to  con- 
tinue with  me  are  about  to  hear  a few  observa- 
tions on  the  subject  of  “Building  a Country  Sur- 
gical Practice.” 

^Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Omaha,  May  14-16,  1935. 


Now  that  I have  stated  my  text,  I feel  free  as 
a dusky  brother  of  the  cloth  to  speak  of  what- 
ever things  the  spirit  may  inspire.  Those  of 
you  who  are  beckoned  to  the  back,  side,  and  se- 
cret rooms  are  here  and  now  respectfully  excused, 
with  no  hard  feelings.  After  all,  there  is  much 
more  to  the  practice  of  medicine  than  a knowl- 
edge of  symptoms  and  signs,  therapeutics,  anat- 
omy. and  surgical  technic ; and  there  is  much 
more  to  a medical  meeting  than  mere  attendance 
at  the  several  session  thereof. 

In  order  to  lend  a scientific  atmosphere,  here- 
with is  a case  presentation  that  may  give  some- 
thing to  occupy  that  portion  of  your  mind  that  is 
not  concentrated  upon  these  observations : 

Patient  is  a white,  male  adult,  4G  years  of  age, 
manifestly  a professional  man,  by  his  appearance, 
dress,  bearing,  and  language.  His  chief  com- 
plaint is  fatigue — he  is  tired  of  everything — of 
his  work,  of  his  associates,  of  his  family.  His 
work  is  overwhelming,  yet  so  all-important  that 
he  dare  not  neglect  it ; his  clients  are  unruly,  ill- 
behaved,  and  still  blame  him  for  most  of  their 
misfortunes.  He  can  not  trust  any  of  his  jealous 
associates  to  take  part  of  his  burden,  he  relates, 
for  they  are  already  after  him  and  his  business 
like  a pack  of  hounds.  His  family,  he  says,  is 
disrespectful,  extravagant,  and  entirely  unappre- 
ciative of  his  sterling  worth.  Except  for  occa- 
sional headaches,  he  complains  of  no  pain,  but 
frequently  has  sleepless  nights.  His  financial 
worries  are  minimal. 

Patient’s  wife  reports,  in  confidential  inter- 
view, that  he  is  unreasonably  irritable,  frequently 
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abusive  to  his  family,  intolerant,  short-tempered, 
and  suspicious  of  his  colleagues,  whom  he  con- 
tinually decries  to  her,  frequently  reporting  petty 
quarrels  with  them;  he  is  jealous  of  their  prog- 
ress and  openly  critical  of  most  of  their  activities, 
accusing  them  of  trying  to  undermine  him.  In 
his  own  mind,  they  always  compare  most  un- 
favorably with  him,  in  knowledge,  in  ability,  in 
success. 

This  is  the  picture.  Here  we  have  a patient 
presenting  ideas  of  grandeur,  ideas  of  persecu- 
tion, ideas  of  reference,  an  idiopathic  hyperirri- 
tability— quite  a typical  case  for  psychiatric 
study.  Twenty  years  ago,  fired  with  ambition 
typical  of  youth,  inspired  by  the  highest  ideals 
of  service,  he  had  just  completed  an  interneship 
after  graduation  from  one  of  the  best  medical 
schools. 

What  had  caused  this  metamorphosis?  With 
capital  depleted,  debts  piled  up,  a pressing  need 
for  immediate  income,  and  a desire  to  maintain 
and  support  the  one  girl  of  his  dreams,  our  pa- 
tient established  a practice  out  in  the  wide-open 
spaces,  where  men  are  reputed  to  be  men  and 
women  are  accused  of  being  glad  of  it.  With  a 
minimum  of  equipment  he  began  ministering  to 
the  medical  needs  of  a much-neglected  commun- 
ity. and  almost  immediately  found  himself  diag- 
nosing acute  surgical  diseases.  Since  there  was 
no  one  of  greater  ability,  he  honestly  believed, 
available  to  do  the  surgery,  he  started  in  a small 
way  being  a country  surgeon. 

Although  he  had  sensed  a vague  professional 
animosity  on  the  part  of  his  fellows,  he  was  now 
first  to  learn  that  the  criticism  of  his  preceptors 
in  classroom  and  clinic  was  mild,  their  toleration 
kindly  and  generous,  in  comparison  with  the 
castigation  of  his  professional  neighbors,  who 
saw  in  him  an  open  threat  to  their  prestige,  built 
up  under  similar  conditions,  over  a period  of 
years.  In  spite  of  this,  by  long  hours,  overwork, 
hard  drives,  and  inadequate  fees,  in  a few  years 
he  had  been  able  to  pay  off  his  debts,  establish 
a home,  and  accumulate  enough  for  that  delayed 
postgraduate  work.  Then,  confident  that  he  had 
reached  the  zenith  of  attainment  at  home,  he 
moved  to  the  city.  Here  he  was  first  ignored, 
but  as  practice  began  to  grow  he  realized  that 
whereas  he  had  been  assailed  by  the  snapping 
of  a few  stray  coyotes,  he  was  now  dodging  a 
pack  of  hungry  wolves  at  full  tongue.  Do  we 
wonder  that  he  has  become  the  pathetic  psycho- 
neurotic first  pictured?  Is  it  any  mystery  that 
with  all  our  organization,  with  our  supposed  su- 
perior intelligence  and  education,  we  doctors  en- 


joy about  as  much  unity  as  a group  of  farmers? 
Is  it  surprising  that  we  differ  over  fees,  quarrel 
over  policies,  fail  to  plan  and  promulgate  legis- 
lation that  would  put  us  on  a par  with  the  under- 
takers? A colleague  recently  asked  if  I thought 
the  desire  to  practice  medicine  was  a real  ambi- 
tion or  merely  a psychosis.  I shall  leave  the 
question  with  you. 

Please  do  not  suppose  that  the  hardest  compe- 
tition is  in  the  city.  Here  practice  is  largely 
specialized,  and  once  established,  the  practitioner 
can  expect  a certain  amount  of  referred  work.  It 
may  be  ungraciously  referred,  with  even  a little 
resentment,  but  at  least  your  colleague  will  be 
polite  about  it.  If  you  want  real  competition — 
smile,  if  your  choose — go  to  one  of  these  far- 
away places  to  locate.  The  established  doctor 
will  welcome  you,  relate  how  much  overworked 
he  is — going  night  and  day,  without  sleep  or 
food,  wishing  some  good  ethical  man  would 
come  to  relieve  him  of  part  of  the  load.  Let  one 
of  his  patients  come  to  you  for  advice  and  note 
how  soon  his  raised  hammer  begins  to  beat  a 
tattoo ; dare  to  disagree  with  him  on  diagnosis,  if 
upon  the  insistence  of  the  patient  or  the  patient's 
family  you  are  called  in  consultation ; suggest 
ever  so  little  change  in  treatment  or  manage- 
ment. If  he  accedes,  you  can  wager  that  the  pa- 
tient is  not  a desirable  one.  Even  then,  his  re- 
marks are  not  likely  to  be  tempered  with  the 
quality  of  mercy. 

We  still  have  not  built  our  country  surgical 
practice,  and  with  your  help,  I am  sure  we  never 
shall ; you  prefer  to  retain  a monopoly  on  all 
surgery.  I remember  an  admonition  of  one  of 
my  preceptors  that  no  one — and  after  an  eloquent 
pause  he  repeated — no  one  should  be  allowed  to 
do  surgery  until  he  had  spent  at  least  fifteen 
years  looking  down  the  barrel  of  a microscope 
to  learn  pathology.  Being  of  an  inquisitive  sort, 
I asked  him  why.  He  became  positively  inartic- 
ulate in  his  effort  to  explain,  so  it  is  still  a mys- 
tery to  me  why  one  should  be  a thorough  path- 
ologist before  he  is  to  be  permitted  to  remove  an 
abscessed  appendix  on  the  point  of  perforation. 
I suspect  monopolistic  aspirations. 

Surgery,  whether  in  city  or  country  practice,  is 
not  veiled  in  mystery  nor  interwoven  with  occult- 
ism ; there  is  no  magic,  no  divine  heritage  is 
specified  as  a prerequisite.  (I  can  hear  my  pre- 
ceptor scoff,  snarl,  and  become  dyspneic  at  these 
remarks  of  lose  majeste.)  In  addition  to  forti- 
tude and  a certain  native  conceit,  fundamental 
training  in  anatomy  and  gross  pathology,  plain 
horse  sense  (whatever  that  may  be),  and  ordi- 
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nary  mechanical  dexterity  with  scalpel,  scissors 
and  needle  driver  will  suffice.  Unfortunately, 
conceit  too  often  is  out  of  proportion  to  the  other 
attributes.  Any  graduate  from  a superior  medi- 
cal school  who  has  had  a year  of  rotating  interne- 
ship  has  the  fundamental  training.  If  he  has 
horse  sense,  he  will  associate  himself  with  the 
best  available  surgeon  as  an  assistant ; otherwise, 
he  will  probably  have  rocked  the  boat  already 
and  have  met  his  just  reward.  Boat  rockers  are 
not  proper  persons  to  do  surgery,  even  after  fif- 
teen years  of  microscopy.  Manual  dexterity  is 
acquired  only  with  practice ; a string  on  the 
steering  wheel  of  your  car  will  help  much  toward 
perfecting  knot  tying,  if  you  are  diligent. 

A judicious  person  might  be  guided  in  his 
ambition — or  psychosis — to  do  surgery  by  the  ex- 
ample of  the  Lord  High  Executioner  of  Gilbert 
and  Sullivan  fame,  who  announced  his  intention 
of  beginning  on  the  lowly  ameba,  working  up 
gradually  to  beheading  an  earthworm,  without 
cringing,  then  ascending  gently  and  gracefully  on 
to  fame  as  an  executioner  of  human  individuals. 
Perhaps  that  comes  under  the  category  of  “horse 
sense.’’ 

The  problem  of  building  a surgical  practice  in 
the  country  differs  little  from  the  problem  in 
the  city.  The  first  hurdle  is  to  get  patients  to 
submit  themselves  as  subjects.  Just  what  attri- 
bute will  accomplish  that  end  is  a mystery.  A hy 
many  men  of  manifestly  mediocre  ability  have 
offices  full  of  waiting  patients,  while  others  emi- 
nently better  educated  and  qualified  are  waiting 
for  business  is  not  explained  in  any  textbooks. 
Perhaps  the  reason  so  few  AOA’s  are  seen 
around  the  smaller  hospitals  is  because  they  re- 
fuse to  condescend  to  go  to  the  rural  communi- 
ties. One  commentator  has  classified  the  ele- 
ments of  success  as  90  per  cent  personality,  5 per 
cent  ability,  and  5 per  cent  accident;  others  give 
accident  a little  higher  rating. 

Advertising  is  a big  element  in  the  building  of 
a country  surgical  practice.  Cure  the  most 
prominent  citizen  of  the  community  of  a hopeless 
case  of  proliferative  arthritis  and  your  bread  is 
buttered  for  you ; open  a thorax  and  close  a stab 
wound  into  the  heart  and  patients  will  beat  a 
path  to  your  waiting  room — of  course  they  will 
forget  to  pay  you,  but  they  will  come  neverthe- 
less. Operate  on  an  “upside-down  stomach’’  suc- 
cessfully. and  get  several  columns  of  favorable 
press  notices,  and  your  reputation  is  made  more 
than  merely  a local  one. 

The  country  doctor  must  adapt  himself  to  his 
community.  Whereas  city  practice  is  largely  an 


impersonal  relationship,  the  country  doctor  is 
friend  and  neighbor  to  his  patients.  He  dares 
not  ape  their  mannerisms  and  dress,  lest  he  be 
accused  of  caricaturing  them.  He  must  hold  him- 
self reasonably  aloof,  but  can  not  refuse  to  be  er- 
rand boy  for  them  on  occasions.  An  attitude 
of  arrogant  pomposity  that  succeeds  admirably 
with  the  city  consultant  is  untenable  in  the  coun- 
try doctor.  Incidentally,  the  pompous  consultant 
would  not  feel  flattered  were  he  to  hear  some  of 
the  remarks  passed  in  reference  to  his  superiority 
pose ; but  the  country  patient  pays  his  liberal 
fees,  at  the  expense  of  the  home  practitioner,  so 
why  should  he  worry  about  airy  persiflage  at  no 
financial  cost  to  him? 

We  country  doctors  get  many  a chuckle  out 
of  the  stilted  dignity  of  our  city  consultants — it 
is  well  that  we  do,  for  when  you  collect  $25  for 
your  dissertations  on  borborygmi,  we  talk  about 
gurgles  for  a mere  dollar  and  a half ; the  smiles 
we  indulge  in  have  to  make  up  for  the  difference 
in  fees.  You  can  laugh,  too,  for  you  get  paid 
well  for  your  careless  dissembling  of  Greek  roots, 
and  the  patient  is  quite  unaware  that  you  don’t 
understand  his  case  any  better  than  we  do — per- 
haps not  as  well.  He  pays  you,  and  is  satisfied ; 
he  doesn't  pay  us,  and  feels  that  he  needn’t. 

While  it  is  true  that  the  country  doctor  must 
adapt  himself,  he  dare  not  be  too  careless.  His 
patients  are  more  critical  of  his  conduct  and  of 
his  language.  He  might  be  surprised  to  know 
how  many  of  his  people,  sitting  across  the  desk, 
when  he  talks  about  the  ABdomen  remark  to 
themselves..  “The  poor  fellow  is  trying  to  say 
abDOmen !”  Or  when  he  speaks  of  an  ADult 
they  observe,  “He  really  means  aDULT !”  Care- 
lessness in  the  use  of  most  ordinary  terms  seems 
to  be  a characteristic  of  medical  men.  That  may 
explain  why  so  many  people  of  only  mediocre 
education  are  led  to  wonder  that  we  think  our 
own  education  a superior  one.  Insignificant  er- 
rors often  assume  gigantic  proportions. 

Wherever  the  country  doctor  goes  he  is  criti- 
cally observed,  he  is  the  subject  of  much  conver- 
sation, the  object  of  many  remarks.  If  he  is 
successful,  nearly  half  of  the  remarks  are  compli- 
mentary, or  at  least  not  derogatory.  If  he  is 
careless  in  dress  or  conduct,  he  will  still  have 
some  friends  and  patients  who  respect  him ; if  he 
is  foppish  or  sporty  he  will  have  fewer  of  them. 
He  must  follow  a conservative  course.  His  city 
brother  can  be  more  independent.  People  look 
upon  him  like  we  all  look  upon  Cimex  lectula- 
rius,  or  the  common  bedbug.  The  bedbug  looks 
much  like  any  other  bug,  but  it  is  the  way  he 
makes  his  living  that  irritates  us. 
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To  a select  few  of  his  patients  the  country  doc- 
tor is  a Jenner,  a Koch,  a Semmelweis,  a Lister. 
To  most  of  them  he  is  just  “Doc.”  To  another 
minority  he  is  a Judas,  a Catiline,  a Capone,  a 
Dillinger.  The  city  doctor  does  not  enjoy  this 
intimacy. 

The  boorish  tyranny  of  the  successful  surgeon, 
be  he  in  the  congested  districts  or  the  wide-open 
spaces,  has  often  been  a subject  of  speculation. 
What  personality  trait  accounts  for  the  gentle- 
manly conduct  of  an  individual  under  social  con- 
ditions but  once  he  is  garbed  in  cap  and  mask, 
sterile  gown  and  gloves  he  begins  to  rave,  swear, 
throw  instruments  and  abuse  his  assistants,  has 
confounded  many  of  us.  Is  he  aping  some  indi- 
vidual whose  work  he  admires  or  whose  success 
he  covets?  Is  he  attempting  to  hide  his  inability" 
or  shield  an  inferiority  complex?  Is  he  trying 
to  impress  the  gallery  with  his  own  importance, 
or  is  he  just  plain  cussed?  I have  known  one 
surgeon  who  was  apparently  honest  in  his  ex- 
planation of  unconscionable  conduct.  One  morn- 
ing after  an  outburst  of  unusual  irascibility,  he 
showed  repentance  before  his  assistants. 


"Don't  pay  any  attention  to  me  when  I roar 
around,”  he  apologized.  “When  I swear,  I am 
not  swearing  at  you — I am  merely  admitting  that 
I am  in  a tough  spot  and  don’t  know  what  to  do. 
I need  help  then,  and  am  swearing  at  my  own 
ignorance.  Besides,  I have  found  it  an  effective 
way  to  get  help  from  my  assistants.” 

Many  of  us  have  been  greatly  impressed  by  the 
spirit  of  meekness  and  humility,  the  human  in- 
stincts, the  accessibility  of  the  truly  great.  It  is 
the  near-great,  the  would-be  great  who  lose  their 
equanimity  and  carry  on  like  maniacs.  Perhaps 
you  will  remember  this  the  next  time  you  are 
tempted  to  jeopardize  the  respect  your  assistants 
have — or  should  have — for  you.  I am  sure  that 
you  will  not.  “L'habitute  cst  Ic  second  natur.” 

Still  we  have  not  built  a country  surgical  prac- 
tice. The  object  of  these  observations  is  as  much 
a mystery  to  me  as  to  you.  I hope  you  have  not 
been  too  much  bored  by  this  harmless  buffoonery. 
I know  I am  disclosing  no  secret  when  I tell  you 
that  it  shows  the  writer  has  thought  little,  spoken 
much,  said  nothing,  and  taught  less. 
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I.  THE  CLASSIFICATION  OF  ANEMIA 
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INTRODUCTION 

Though  “anemia”  in  one  form  or  another  is 
frequently  observed  in  a general  practice,  too 
little  attention  is  paid  to  the  multiple  symptoms 
it  may  cause  or  to  the  excellent  results  of  present 
day  therapy.  In  the  past  decade,  the  broad  term 
of  “anemia”  has  been  the  target  of  such  sharp- 
shooting hematologists  as  Whipple,  Minot,  Mur- 
phy. Castle,  Wintrobe,  Haden,  Dameshek, 
Strauss,  and  Josephs,  who,  working  in  their  own 
respective  fields,  have  uncovered  an  amazing 
number  of  facts  that  have  radically  changed  our 
old  concepts  of  anemia. 

Because  of  this  rapidly  shifting  mass  of  new 
knowledge,  it  has  been  almost  impossible  for  the 
busy  practitioner  to  keep  apace  with  the  many 
experimental  and  clinical  observations.  How- 
ever, since  these  recent  advances  in  etiology,  diag- 
nosis, classification  and  treatment  of  anemia  are 
of  utmost  value  to  the  family  physician  and  his 
patient,  it  has  been  suggested  that  a series  of 
brief,  concise,  practical  reviews  be  made  with 
special  emphasis  on  the  diagnosis  and  treatment 


of  the  various  types. 

1.  THE  CLASSIFICATION  OF  ANEMIAS 

There  are  various  methods  of  classifying 
anemias,  but  in  spite  of  the  recent  advances  in 
hematology,  any  attempt  to  classify  this  broad 
group  is,  as  yet,  temporary.  The  old  classifica- 
tion of  primary  and  secondary  anemias  can  not 
hold  in  the  light  of  our  present  knowledge.  Some 
of  the  more  simple  classifications  are  not  inclu- 
sive, and  yet  the  more  complex  ones  serve  only 
to  become  confusing.  A classification  based  on 
etiology  is  considered  the  best,  but  until  further 
investigative  work  is  completed,  many  pertinent 
questions  remain  to  be  answered.  The  same  may 
be  said  for  any  attempt  to  classify  the  anemias 
on  a pathological  basis,  though  recently  Otten- 
berg(1)  combined  pathogenesis  with  the  effects 
of  therapy  to  show  the  different  mechanisms  by 
which  anemia  could  be  produced.  Haden(2)  and 
Dameshek(3)  have  tried  to  correlate  the  clinical 
types  of  anemia  with  the  laboratory  findings,  but 
each  of  their  classifications  has  its  disadvantages. 

The  recent  trend  has  been  progressively 
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toward  the  differentiation  of  the  various  anemias 
from  a standpoint  of  red  blood  cell  size  and  its 
hemoglobin  content.  In  health,  the  size  of  the 
red  cell  is  remarkably  constant,  but  in  disease, 
significant  changes  occur  which,  until  recently, 
have  not  received  the  attention  they  deserve.  A 
classification  based  on  these  differences  in  cell 
morphology  has  been  advanced  by  Wintrobe 2 3  (4), 
the  adoption  of  which  has  become  increasingly 
popular.  It  is  simple,  and  yet  it  not  only  em- 
braces laboratory  findings,  but  suggests  etiologi- 
cal deficiencies  and  indications  for  treatment.  A 
distinct  disadvantage  for  the  practitioner  lies  in 
the  use  of  a special  tube,  the  hematocrit,  though 
the  information  derived  from  its  simple  and  ac- 
curate use  more  than  outweighs  the  additional 
small  cost  and  extra  few  minutes  spent  in  using 
the  procedure.*  More  unsatisfactory  and  less  ac- 
curate is  the  gauging  of  red  cell  size  from  the 
study  of  stained  blood  smears,  as  variations  from 
the  normal  uniform  cell  diameter  depends  on  the 
type  and  degree  of  anemia  and  on  the  experience 
of  the  observer.  Using  this  method  of  classifi- 
cation, the  anemias  fall  into  three  distinct  groups : 

1.  Macrocytic  Anemias.  A red  cell  which  is 
larger  than  normal  is  spoken  of  as  a macrocyte. 
Most  marcrocytic  anemias  are  also  hyperchromic, 
that  is,  the  cells  contain  a greater  amount  of 
hemoglobin  than  the  normal  sized  erythrocyte. 
Macrocytic  anemias  are  characterized  by  a low 
red  count  with  the  hemoglobin  reduced  to  a lesser 
degree  (large  red  cells  well  filled  with  hemoglo- 
bin). This  type  of  anemia  includes  pernicious 
anemia,  sprue,  pellagra,  and  the  “pernicious 
anemia”  of  pregnancy.  Rarer  types  are  seen  in 
association  with  carcinoma  of  the  stomach,  and 
extensive  malignancy  and  cirrhosis  of  the  liver. 
They  are  considered  to  be  due  to  a deficiency  of 
one  or  more  of  the  factors  that  make  up  the 
“antianemic  principle”  of  Castle,  which  will  be 
discussed  in  more  detail  when  speaking  of  perni- 
cious anemia.  With  few  exceptions,  the  anemias 
classified  as  macrocytic  respond  rapidly  to  liver 
therapy,  iron  having  little  or  no  effect. 

2.  Normacytic  Anemias.  The  anemias  of  this 
group  are  characterized  by  a red  cell  of  normal 
size  and  hemoglobin  content.  There  is  more  or 
less  an  equal  reduction  of  the  number  of  red  cells 
and  the  percent  of  hemoglobin.  This  type  of 
anemia  is  associated  with  acute  blood  loss,  hemo- 
lytic, sickle-cell,  and  aplastic  anemias.  The  diag- 
nosis and  treatment  depends  upon  the  clinical 
type. 

3.  Microcytic  Anemias.  The  third  group  are 

♦The  use  of  the  hematocrit  will  be  taken  up  in  the  second 
paper  of  this  series. 


called  microcytic  anemias  because  of  the  smaller 
than  normal  erythrocytic  size.  Though  the  num- 
ber of  red  cells  may  not  be  materially  reduced, 
the  amount  of  hemoglobin  is  usually  decreased  to 
a marked  degree.  Such  anemias,  characterized 
by  the  small  red  cell,  poorly  filled  with  hemoglo- 
bin, are  seen  in  association  with  chronic  blood 
loss,  chronic  infections  and  toxic  processes,  the 
simple  anemias  of  pregnancy  and  the  new  syn- 
drome primary  hypochromic  anemia.  In  a gen- 
eral way,  these  anemias  are  considered  to  be  an 
iron  deficiency  through  either  increased  loss,  de- 
ficient intake  or  the  lack  of  absorption.  Obvious- 
ly, iron  is  the  indicated  form  of  treatment ; liver 
extract  having  little  or  no  effect  in  this  type  of 
anemia. 

SUMMARY 

1.  In  spite  of  the  many  recent  advances  in 
hematology,  the  ideal  classification  of  anemia, 
based  on  etiology,  can  not  yet  be  completed. 

2.  A classification  based  on  red  blood  cell 
size  and  the  amount  of  hemoglobin  they  contain 
is  gaining  wide  spread  popularity  among  general 
practioneers. 
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STAPHYLOCOCCUS  SEPTICEMIA, 
PYEMIA 


CLINICO- PATHOLOGICAL  CASE  REPORT— III 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

Mr.  G.  M.,  age  28,  was  admitted  to  the  hosptial 
December  11,  1934,  complaining  of  pain  and  swelling 
about  the  rectum.  During  the  past  several  years  here 
had  been  repeated  drainage  and  recurrence  of  rectal 
abscesses.  Physical  examination  at  the  time  of  ad- 
mission showed  nothing  of  note  save  for  an  old  fis- 
tula, anal  cryptitis  and  infected  internal  hemorrhoids. 
On  December  12,  a fistulous  tract  and  an  abscess  wall 
were  excised  following  which  furunculosis  about  the 
rectum  developed.  On  January  12,  1935,  an  excision 
of  crypts  and  ligation  and  excision  of  internal  hemor- 
rhoids were  done.  Following  this  a generalized  fur- 
unculosis developed  associated  with  high  temperature. 
A short  time  following  this  dysuria  and  pyuria  de- 
veloped, the  leukocyte  count  ranging  from  12,000  to 
19,000.  The  differential  showed  a shift  to  the  left 
and  marked  toxicity  of  the  neutrophiles.  Repeated 
blood  cultures  were  negative.  Shortly  before  death 
which  occurred  January  23,  1935,  a prostatic  abscess 
developed  and  was  drained.  Cultures  from  this  ma- 
terial showed  staphylococcus  aun  us. 

At  autopsy  which  was  performed  on  the  same  day 
as  death  occurred,  a large  area  of  induration  and 
swelling  exuding  thick  purulent  material  was  found 
about  the  anus.  There  were  also  multiple  cutaneous 
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furuncles.  Miliary  abscesses  were  found  in  the  lungs, 
kidneys,  and  myocardium.  The  lungs  also  showed 
an  associated  confluent  bronchopneumonia.  The 
spleen  was  soft  and  septic  in  type.  There  was  also 
fatty  metamorphosis  of  the  liver.  The  sections 
showed  multiple  small  miliary  abscesses  throughout 
the  myocardium  and  kidneys  and  a typical  septic 
splenitis. 


THE  THERAPY  OF  THE  COOK  COUNTY 
HOSPITAL:  ULCER  THERAPY 

Bernard  Fantus,  Chicago  ( Journal  A.  M.  A., 
Jan.  26,  1935),  discusses  the  therapy  of  ulcer  as 
it  is  carried  out  by  the  attending  staff  of  the  Cook 
County  Hospital.  Because  of  the  special  therapy 
that  different  conditions  of  various  ulcers  require, 
all  ulcers  with  a tendency  to  spreading  and  ulcers 
in  special  locations  are  eliminated  from  his  pres- 
ent discussion,  as  these  will  be  discussed  under 
their  respective  headings  such  as  corneal  ulcer, 
peptic  ulcer,  ulcers  of  the  colon  and  fissure  of  the 
rectum,  as  well  as  varicose  ulcer  or  chancroid. 
According  to  the  definition  that  infection  means 
the  “successful  invasion  of  tissue  by  micro- 
organisms.” disinfection  of  an  ulcer  is  possible 
only  by  sacrificing  the  invaded  tissue  in  order  to 
destroy  the  invaders  at  the  same  time : for  no 
agent  is  known  as  yet  that  will  kill  bacterial  cells 
without  at  the  same  time  destroying  the  more 
highly  organized  tissue  cells,  when  these  two  are 
in  intimate  relation  to  each  other.  Cleaning  up  of 
the  ulcerated  area  is  further  discussed,  taking  in 
drainage  and  dressings.  When  an  ulcer  is  or  has 
become  fairly  clean,  its  chief  need  is  some  form 
of  protection,  such  as  mouse  proof  wire  mesh,  a 
film  of  paraffin,  surgical  paraffin  or  silver  foil,  to 
act  in  the  place  of  the  epidermis,  the  missing  na- 
tural protection  against  physical  injury  and  infec- 
tion. While  the  rather  fresh  raw  surface  of  an 
acute  ulcer  is  too  sensitive  to  tolerate  the  appli- 
cation of  anything  other  than  the  foregoing  bland 
protectants,  there  soon  comes  a time  when  healing 
can  be  accelerated  by  increasing-  the  blood  supply 
and  stimulating  the  proliferation  of  cells.  Such 
stimulative  treatment  is  accelerated  by  radiant 
energy  (especially  indicated  in  the  treatment  of 
extensive  ulcers),  rosin  cerate  or  sympathectomy 
(periarterial  or  otherwise  may  cause  prompt 
healing  of  a particularly  refractory  ulcer ) . As 
an  ulcer  is  not  healed  until  completely  covered 
with  epidermis,  the  problem  presents  itself  not 
infrequently  of  stimulating  the  multiplication  and 
maturation  of  epidermal  cells.  Reducing  agents 
have  a special  reputation  for  having  this  effect. 
The  three  most  important  impediments  to  healing- 
are : (1)  exuberant  granulations,  (2)  a callous 
ulcer  margin  and  (3)  ulceration  completely  en- 
circling a limb.  Exuberant  granulations  have  to 


be  destroyed  and  then  restrained  from  develop- 
ing. The  callous  ulcer,  with  edges  of  indurated 
edema  of  often  cartilaginous  hardness,  cannot 
heal  so  long  as  the  induration  is  permitted  to  re- 
main. It  indicates  the  use  of  hydrotherapy,  pres- 
sure, irradiation  or  surgery.  An  ulcer  encircling 
a limb  may  require  amputation  if  plastic  opera- 
tions fail.  Skin  grafting  is  mandatory  in  the 
larger  defects  at  the  earliest  possible  moment, 
i.  e.,  as  soon  as  a bed  of  healthy  granulations  of 
deep  red  “raw  beef”  color  has  been  secured,  and 
especially  in  those  ulcers  in  which  cicatricial  con- 
traction is  liable  to  lead  to  deformity.  As  grafts 
from  another  individual  (isoplastic  grafts)  are 
less  likely  to  take,  autoplastic  grafts  should  be 
preferred.  From  the  very  first,  the  physician 
having  charge  of  a case  of  extensive  ulceration 
must  take  care  to  prevent  deformities  due  to 
scar  tissue  contraction.  This  is  done  by  posturing 
the  affected  part,  exercise  or  early  skin  grafting. 
Syphilis  and  diabetes  mellitus  are  two  conditions 
that  are  particularly  prone  to  interfere  with  heal- 
ing processes  and  that  require  appropriate  treat- 
ment. The  presence  of  anemia,  nephritis,  myxe- 
dema, avitaminosis  and  general  malnutrition  re- 
quires early  recognition  and  energetic  treatment, 
for  good  tissue  growth  needs  an  abundant  supply 
of  healthy  blood. 


INTERPRETATION  OF  ROENTGENO- 
GRAMS IN  PULMONARY 
TUBERCULOSIS 

Henry  K.  Taylor,  New  York  ( Journal  A.  M. 
A.,  March  16,  1935),  believes  that  from  a clini- 
cal standpoint,  with  the  aid  of  the  roentgen  study, 
all  cases  of  pulmonary  tuberculosis  can  be  divided 
into  two  groups : One  group  has  practically  no 
mortality  rate  and  can  be  considered  benign ; the 
other  has  a high  mortality  rate  and  should  be  con- 
sidered malignant.  The  benign  lesions  run  mild 
clinical  courses.  Their  prognosis  is  good  and  re- 
quires no  active  intervention,  such  as  collapse 
therapy  measures.  The  malignant  lesions  usual- 
ly run  a stormy  course,  often  metastasize  and 
spread.  These  are  the  only  types  that  compel 
the  use  of  collapse  therapy  measures.  The  prog- 
nosis in  the  untreated  case  is  bad.  The  patho- 
logic mutations  observed  in  serial  roentgeno- 
grams reveal  whether  a lesion  is  benign  or  ma- 
lignant. This  information  aids  in  determining- 
prognosis  and  treatment.  A malignant  lesion 
may  be  superimposed  on  a benign  lesion  by  a 
reinfection  or  superinfection.  In  the  productive 
lesions,  when  the  nodules  coalesce,  caseate  and 
produce  cavities,  the  lesion  should  be  considered 
malignant. 
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CALL  LOR  PAPERS 

Anyone  wishing  to  present  a paper  before  the 
annual  meeting  in  1936,  please  send  name  and 
title  of  paper  to  the  secretary.  Requests  must 
be  received  not  later  than  February  iotli.  R.  B. 
Adams,  Secretary,  Center  McKinley  Bldg.,  Lin- 
coln, Nebr. 


CALL  FOR  DUES 

Your  annual  dues  became  payable  January 
1st,  1936.  Due  to  the  fact  that  an  executive  sec- 
retary has  been  employed  the  dues  have  been 
raised  to  ten  dollars.  So  please  send  ten  dollars 
plus  the  amount  of  your  local  society  dues  to 
your  county  secretary.  Dues  become  delinquent 
January  31,  1936. 

WHAT  ORGANIZED  MEDICINE  HAS 
DONE  FOR  YOU 

I.  In  State  Legislature  of  1934-35: 

1.  Defeated  State  Medicine  Bill. 

2.  Defeated  a pernicious  Welfare  Bill. 

3.  Prevented  a limitation  of  $300.00  in 

maximum  medical  and  hospital  fees. 

II.  Coordinated  the  medical  work  under  the 
FERA  so  that  it  zoos  zcorkable. 

Ill .  Has,  up  to  the  present,  been  able  to  block  a 
national  State  Medicine  Bill. 

II  . Is  locally  and  nationally  carrying  informa- 
tion continuously  through  the  mails,  in 
newspapers,  magazines  and  on  the  radio 
to  educate  against  the  drive  for  State 
Medicine. 

- — R.  B.  Adams,  Secretary-Treasurer. 


YOUR  PRESIDENT  SPEAKS  ON  THE 
EXECUTIVE  SECRETARYSHIP 

At  th'e  beginning  of  this  New  Year  which  bids 
fair  to  be  one  of  the  most  epoch  making  years 
of  our  existence  as  an  Association,  it  seems  most 
apropos  that  the  President  of  the  Nebraska 
State  Medical  Association  should  address  you 
through  the  medium  of  the  Journal  that  each  in- 
dividual member  may  know  exactly  what  has 
transpired  during  the  past  year  and  what  por- 
tends the  beginning  of  this  new  epoch  for  organ- 
ized medicine  in  Nebraska. 

Eor  many  years  past  it  has  been  a recognized 
fact  that  our  basic  needs  were  in  a closer  organ- 
ization, and  to  have  a responsible  individual  who 
should  devote  his  entire  time  and  effort  to  the 
welfare  of  the  Association. 

With  such  a program  in  mind  and  recognizing 
that  the  present  trend  of  times  necessitates  wise 
and  coordinated  action,  the  House  of  Delegates 
last  May  almost  unanimously  authorized  the  em- 
ployment of  an  executive  secretary,  and  as  an 
enabling  measure  to  that  end  raised  the  dues  to 
the  Association  from  five  dollars  to  ten  dollars 
annually,  and  endorsed  an  active  program  for 
the  year  of  1936. 

The  above  action  was  heartily  concurred  in 
by  the  officers  and  Council  of  the  association, 
who,  having  the  burden  of  carrying  out  the 
dictates  of  the  House  of  Delegates,  set  about  to 
lay  the  groundwork  for  the  new  activities  and 
policies  confronting  the  Association. 

On  September  15th.  1935,  the  Council  was 
called  in  extra  session,  and  under  authority  of 
Chapter  ATI,  Section  7 of  the  Association  By- 
Laws,  engaged  the  services  of  an  Executive  Sec- 
retary for  the  months  of  October,  November  and 
December  of  1935,  using  funds  therefore  which 
were  already  available  in  the  Association  trea- 
sury. 

The  reason  for  such  a move  on  the  part  of  the 
Council  are  in  short  as  follows : 

1.  To  demonstrate  to  the  membership  the 
value  of  a full  time  secretary. 

2.  To  reorganize  and  rejuvenate  various  in- 
active societies  and  areas  of  the  state. 

3.  To  carry  directly  to  the  membership  the 
message  of  organized  medicine  through  the  med- 
ium of  a competent  paid  executive. 

4.  To  pave  the  way  for  a bettter  Associa- 
tion program  for  the  next  ensuing  year  by  help- 
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ing  component  societies  and  their  individual  mem- 
bers in  meeting  their  divers  local  problems. 

5.  To  prove  to  the  membership  the  personal 
interest  of  the  Association  in  all  the  problems  in- 
volving the  practice  of  medicine. 

The  Council  retained  the  services  of  Mr.  M.  C. 
Smith,  a newspaper  man  of  Curtis  and  McCook, 
who  has  exhibited  singular  outstanding  qualifi- 
cations for  the  position  of  Executive  Secretary, 
and  who  has  for  the  past  three  months  worked 
in  almost  every  section  of  the  state,  having  or- 
ganized three  new  county  societies,  and  through 
his  contacts  in  organization  work  has  brought 
into  being  many  additional  contacts  both  for  the 
Association  and  its  individual  members,  and  has 
carried  the  message  of  organized  medicine  to 
the  four  corners  of  the  state  in  an  orderly  and 
dignified  manner  under  the  personal  supervision 
of  the  officers  of  the  Association. 

A comprehensive  and  well  planned  program 
worthy  of  our  Association  cannot  be  carried  on 
without  additional  expense,  hence  the  small  five 
dollar  raise  in  per  capita  dues,  which  will  repay 
to  our  members  many  times  its  value  in  service ; 
injuring  not  one  single  member's  financial  status, 
for  there  are  but  few,  if  any,  physicians  in  Ne- 
braska who  do  not  at  some  time  or  other  during 
the  year  squander  many  times  more  than  the 
cost  of  this  raise  in  dues  without  hope  of  return 
either  individually  or  professionally. 

In  the  ultimate  the  steps  we  have  now  taken 
will  build  for  Nebraska  one  of  the  strongest, 
most  effective  organizations  in  the  United  States 
for  professional  and  social  advancement,  and  its 
success  and  effectiveness  will  be  measured  entire- 
ly by  the  response  received  from  its  members  in 
renewing  their  memberships  and  redoubling  their 
efforts  and  attention  toward  the  things  so  vital 
to  the  profession  and  the  body  politic  as  well. 

Our  much  neglected  economic  status,  both  in- 
dividually and  collectively,  should  be  made  to 
keep  pace  with  our  scientific  advancement  and 
our  only  hope  for  economic  security  is  in  close 
organization  with  unified  action,  exhibited  on  the 
same  high  plane  of  activity  as  has  graced  the 
scientific  achievements  of  organized  medicine. 

During  this  ensuing  year  the  purpose  and  ef- 
fort of  your  Association  will  be  to  achieve  the 
goal  that  the  County  Medical  Society  shall  be 
the  first  thought  of  the  laity  in  all  matters  per- 
taining to  health  and  physical  welfare. 

The  aim  is  not  to  become  politically  powerful 
except  wherein  the  general  welfare  of  the  health 
and  proper  conduct  of  the  practice  of  medicine 


shall  have  been  jeopardized,  then  in  that  instance 
only,  to  throw  into  the  fight  the  undefeatable  in- 
fluence and  power  of  a unified  organization 
which  always  has,  and  always  will  stand  on  the 
principles  upon  which  this  Association  was 
founded,  which  again  merit  repetition  here : 

“The  purpose  of  this  Association  shall  be  to 
federate  and  bring  into  one  compact  organiza- 
tion the  entire  medical  profession  of  the  State  of 
Nebraska,  and  to  unite  with  similar  Associations 
in  other  states  to  form  the  American  Medical  As- 
sociation, with  a view  to  the  extension  of  medi- 
cal knowledge,  and  to  the  advancement  of  medical 
science;  to  the  elevation  of  the  standard  of  medi- 
cal education,  and  to  the  enactment  and  enforce- 
ment of  just  medical  laws;  to  the  promotion  of 
friendly  intercourse  among  physicians,  and  to  the 
guarding  and  fostering  of  their  material  interest ; 
and  to  the  enlightment  and  direction  of  public 
opinion  in  regard  to  the  great  problems  of  state 
medicine,  so  that  profession  shall  become  more 
capable  and  honorable  within  itself,  and  more 
useful  to  the  public  in  the  prevention  and  cure  of 
disease,  and  in  prolonging  and  adding  comfort 
to  life.” 

Through  this  medium  the  officers  of  this  Asso- 
ciation also  extend  to  each  individual  member  our 
heartiest  and  most  cordial  greetings  of  the  sea- 
son, and  the  assurance  to  the  membership  that 
we  enter  upon  the  duties  of  the  new  year  with 
renewed  confidence  and  vigor  under  this  new 
plan  of  accomplishment  that  with  your  help  we 
look  forward  to  many  achievements  during  1936 
for  organized  medicine  in  Nebraska. 

— C.  A.  Selby,  President. 


THREE  PRINCIPAL  REASONS  FOR 
MEMBERSPIIP  IN  THE  MEDICAL 
SOCIETY 

Not  a few  physicians,  particularly  at  the  period 
when  annual  dues  are  called  for,  ask  themselves 
“What  do  I get  out  of  the  Medical  Society?” 
A goodly  number  view  the  society  as  a habit 
without  being  consciously  aware  of  the  personal 
and  professional  benefits  and  satisfactions  de- 
rived from  membership  in  the  organization.  Com- 
paratively few  use  the  reciprocal  query  “What 
can  I do  to  improve  my  society?” 

1.  The  county  medical  society  represents 
the  only  organized  effort  to  guard  the  economic 
interests  of  the  individual  physician.  We  may 
agree  or  disagree  personally,  with  the  policies 
of  our  parent  association,  but  in  fairness  to  our- 
selves and  its  judicial  council  we  must  all  admit 
that  the  American  Medical  Association  is  making: 
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every  effort  to  conserve  the  time  honored  rela- 
tionship between  the  individual  physician  and  his 
bait-laden  patient.  Political  invasion  is  at  our 
very  door  and  only  through  organized  voice  is  it 
possible  to  defeat  the  misguided  theorist  and  the 
ambitious  politician.  Recent  legislative  schemes 
in  our  own  state  must  be  accepted  as  an  omen  of 
the  proverbial  ill  wind.  It  was  only  through 
organized  effort  that  we  were  able  to  thwart 
unnecessary  and  un-American  enactments  which 
would  have  worked  havoc  with  the  practice  of 
medicine,  victimized  the  tax-payers,  and  proved 
a curse  in  disguise  to  our  patients.  Well  or- 
ganized, therefore,  the  medical  society  protects 
the  doctor's  economic  interests. 

2.  But  the  physician  is  not  satisfied  to  live 
by  bread  alone.  His  training  is  such  that  he 
craves  exchange  of  ideas  with  his  colleagues. 
The  medical  society  supplies  opportunities  for 
expression  and  interchange  of  experiences  among 
its  members.  Intellectual  laziness  is  a prevalent 
evil  among  men,  and  the  society  constantly 
strives  to  prevent,  and  if  possible  cure,  the  con- 
dition by  periodic  assemblies  with  presentation  of 
interesting  pathological  specimens  and  case  re- 
ports. In  addition,  reading  of  scientific  papers 
offers  a review  of  current  progress  in  the  art 
and  science  of  clinical  medicine,  thus  enabling 
the  physician  to  keep  abreast  with  recent  develop- 
ments. The  medical  society  is  thus  the  post 
graduate  school  that  pours  out  constant  stimuli 
to  medical  thought.  (The  lone  wolf  may  at  times 
be  a busy  practitioner  but  he  is  seldom  a pro- 
gressive doctor). 

3.  The  medical  society  is  built  on  unity  and 
cameraderie.  Individual  likes  and  dislikes  and 
prejudices  exist,  to  be  sure.  Yet,  whatever  our 
personal  feelings  may  be  toward  a colleague,  he 
remains  a brother  physician,  and  every  effort  is 
exerted  to  defend  and  protect  him  from  harm. 
We  are  proud  of  our  professional  heritage  and 
jealously  guard  the  reputation  of  every  member 
of  the  group.  The  society  guides  our  profes- 
sional traditions  and  safeguards  our  ethical  codes. 
“For  better  or  for  worse,”  said  Osier,  “there  are 
few  occupations  of  a more  satisfying  character 
than  the  practice  of  medicine,  if  a man  can  bring 
to  it  the  philosophy  of  honest  work,  the  philos- 
ophy which  insists  that  we  are  here,  not  to  get 
all  we  can  out  of  the  life  about  us,  but  to  see  how 
much  we  can  add  to  it.” 

“Let  us  hold  fast  the  profession  of  our  faith 
without  wavering,  and  let  us  consider  one  an- 
other. to  provoke  unto  love  and  to  good  works; 
not  foresaking  the  assembling  of  ourselves  to- 


gether as  the  manner  of  some  is.” — Epistle  to  the 
Hebrews,  Chapter  X. 

— H.  M.  Jahr,  Omaha. 


YOUR  EXECUTIVE  SECRETARY  SPEAKS 
ON  MEDICAL  ORGANIZATION 

Coincident  with  the  January  1st  issue  of  The 
Nebraska  State  Medical  Journal,  your  new  ex- 
ecutive secretary  will  have  spent  three  months 
working  in  the  field  for  organized  medicine. 

In  a short  review  of  this  work  we  find  that 
we  have  made  a great  many  very  pleasant  con- 
tacts ; contacts  which  we  hope  may  develop  into 
lifelong  friendships.  We  have  also  come  into 
direct  contact  with  a great  many  of  the  problems 
which  are  facing  the  medical  men  today,  and  if 
not  met  and  satisfactorily  solved  may  have  a 
lasting  effect  on  the  future  practice  of  medicine. 

It  is  very  apparent  that  a closer  and  more 
compact  organization  of  the  medical  profession 
in  this  state  as  well  as  over  the  country  gener- 
ally, is  going  to  be  necessary  that  the  medical 
man  may  protect  his  own  interests  against  those 
outside  of  the  profession  who  would  like  to  gain 
control  of  the  profession  and  use  its  strength 
and  influence  to  further  their  own  selfish  in- 
terests. 

Regimentation  of  the  medical  profession  can 
mean  but  one  thing  and  that  is  the  discontinuance 
of  the  sacred  relationship  between  the  physician 
and  his  patient,  and  this  will  lead  to  a practice 
of  medicine  which  will  not  always  have  in  mind 
the  better  interests  of  the  patient.  The  profes- 
sion has  an  obligation  to  the  public  that  they 
must  always  fight  to  maintain  their  present  re- 
lationship for  the  benefit  of  both  groups. 

With  increased  legislation  going  through  the 
states  and  also  nationally,  it  is  going  to  mean  an 
increased  fight  all  along  the  line,  and  this  means 
more  solid  organization.  There  is  work  for  every 
doctor  to  do  to  protect  his  own  interests  and  that 
of  his  patients.  An  educational  program  and 
added  activities  to  further  these  interests  are 
going  to  cost  money,  and  it  is  important  that 
every  physician  in  practice  in  the  state  should 
align  himself  with  organized  medicine ; yet  when 
a doctor  has  paid  his  dues  to  his  county  and 
state  society  he  has  gone  only  half  of  the  way. 
Elis  profession  is  of  such  importance  to  him  that 
he  should  devote  a small  portion  of  his  time  that 
we  may  united  perpetuate  the  practice  of  medicine 
on  the  same  high  plane  it  has  known  in  the  past 
that  we  may  leave  a heritage  to  those  who  are 
yet  to  enter  this  great  profession  which  is  finer 
and  better  than  is  known  at  the  present  time. 

— M.  C.  Smith,  Executive  Secretary. 
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THE  SECRETARIES’  AND  EDITORS’ 
CONFERENCE 

Again  it  was  the  privilege  of  your  state  sec- 
retary and  your  editor  to  attend  the  annual  con- 
ference in  Chicago,  November  15  and  1C.  The 
recently  appointed  executive  secretary  also  at- 
tended. At  these  conferences  one  meets  many 
of  the  same  faces  year  after  year  as  well  as  some 
new  ones.  It  is  always  a delight  to  meet  and  to 
greet  those  interested  in  the  same  phase  of  work 
for  the  benefit  of  organized  medicine  and  the 
exchange  of  ideas  resulting  from  such  contacts 
is  worth  the  cost  in  time  and  money. 

The  President  of  the  American  Medical  Asso- 
ciation, Dr.  James  McLester,  the  President-elect, 
Dr.  J.  Tate  Mason,  and  the  recent  Past  President, 
Dr.  W.  L.  Bierring,  were  present  and  the  first 
two  spoke  to  the  conference. 

Dr.  McLester  had  traveled  in  Russia  during 
the  past  summer  and  gave  his  reactions  on  the 
Russian  system. 

It  is  manifestly  impossible  at  this  time  to  dis- 
cuss all  the  papers  presented.  An  idea  of  their 
trend  may  be  gained  from  the  following  subject 
suggestions : Reciprocal  relations  between  coun- 
ty and  state  societies ; some  phases  of  the  work 
of  the  Council  on  Pharmacy  and  Chemistry ; our 
potential  post-graduate  resources  and  the  train- 
ing of  teachers ; the  need  for  concerted  action  on 
the  part  of  all  units  of  organization  ; a basis  for 
future  development  of  medical  service ; the  Am- 
erican Medical  Association  and  state  medical 
journals ; publicity  of  information  regarding 
medical  service ; survey  of  medical  organizations. 

An  editors’  dinner  and  conference  the  first 
evening,  an  unannounced  feature,  proved  an  in- 
teresting and  profitable  event  for  all  who  at- 
tended, and  a majority  of  those  attending  the 
regular  conference  also  attended  this  dinner  and 
conference. 


DISCUSSION  OF  “MERCY  KILLING’’ 
NOT  DESIRABLE 

It  is  to  be  regretted  that  so  much  publicity  has 
been  given  to  the  discussion  of  “Mercy  Killing.” 
The  discussion  originated  in  England  where  a 
woman  was  convicted  and  sentenced  to  be  hanged 
for  the  mercy  killing  of  a defective  son  for  whom 
she  had  cared  for  many  years  and  who  was  then 
in  a lingering  illness  from  which  there  was  no 
escape  but  death.  To  the  everlasting  glory  of 
the  King,  the  condemned  woman  was  pardoned. 

The  matter  became  front  page  stuff  in  Am- 
erican newspapers  recently  by  the  open  confes- 


sions of  several  American  physicians — one  a well 
known  Nebraska  physician — that  they  had  given 
aid  to  patients  in  incurable  diseases  or  in  cases 
of  accidents  where  death  was  inevitable  and  the 
suffering  almost  beyond  endurance. 

Probably  few  physicians  of  any  considerable 
length  of  experience  have  not  at  some  time  faced 
the  problem  of  relieving  the  suffering  of  the 
dying,  or  of  either  prolonging  the  suffering  by 
giving  stimulants,  or  hastening  the  inevitable  end 
by  withholding  stimulants,  and  have  done  their 
duty  as  they  saw  it. 

Public,  lay,  discussion  is  not  desirable,  and  the 
lay  public  will  gain  nothing  by  such  discussion. 


A COLLECTION  OF  OLD  SURGICAL 
INSTRUMENTS  AND  APPLIANCES 

The  University  of  Nebraska  College  of  Aledi- 
cine  is  making  a collection  of  old  and  antique 
surgical  instruments  and  appliances  of  physicians 
who  have  practiced  their  profession  in  Nebraska 
for  many  years.  Already  the  entire  collection  of 
the  late  Dr.  John  E.  Summers  has  found  a place 
in  an  annex  to  the  Library  of  the  College  of 
Medicine.  Several  other  physicians  have  added 
instruments  of  value  to  the  collection. 

Dean  Poynter  hopes  others  of  the  older  physi- 
cians— a recent  list  notes  some  fifty  physicians 
now  living  in  the  state  who  have  practiced  fifty 
or  more  years — may  be  so  minded  as  to  contribute 
to  this  collection. 

It  is  a well  known  fact  that  when  a doctor's 
life  work  is  done  the  instruments  and  appliances 
which  have,  perhaps,  cost  him  thousands  of  dol- 
lars, have  almost  no  sale  value.  It  will,  there- 
fore, involve  no  particular  financial  sacrifice  to 
make  the  College,  of  Medicine  the  legatee. 


LITERATURE  FOR  HIGH  SCHOOL 
DEBATES 

The  executive  secretary  has  a large  amount  of 
literature  which  he  can  send  out  to  physicians 
to  give  to  students  who  wish  material  for  high 
school  debates.  This  material  should  go  to  every 
doctor  or  secretary  who  has  had  any  call  for  any- 
thing along  this  line.  It  is  desired  that  the  stu- 
dents have  as  much  of  this  material  as  they  need 
and  can  use.  The  psychological  effect  is  good 
if  it  is  presented  to  them  by  a physician.  Address 
M.  C.  Smith,  Executive  Secretary,  Curtis,  Nebr. 


Hay-fever  cures  are  consistent,  anyway.  It 
isn't  a fever  and  isn’t  caused  by  hay  and  they 
don’t  cure  it. — San  Francisco  Chronicle. 
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VOLUME  21  BEGINS 

With  the  publication  of  the  December  number 
of  The  Nebraska  State  Medical  Journal,  Volume 
20  passed  into  history,  and  this,  the  January 
1936,  number  marks  the  beginning  of  Volume  21 
in  Nebraska  medical  journalism.  In  another 
year  the  Journal  will  become  of  age! 

In  addition  to  the  usual  run  of  material  for 
the  year  we  have  on  hand  for  publication  two 
valuable  series  of  articles,  one  being  on  the 
anemias,  the  other  clinical-pathological  case  re- 
ports. Other  special  features  are  promised,  and 
on  the  whole  we  hope  the  reader  will  have  no  rea- 
son for  complaint. 


THE  GROWTH  OF  LONG  BONES 
Ever  loyal  to  the  Nebraska  profession,  this 
Journal  takes  a certain  pride  in  part  of  an  edi- 
torial from  the  Journal  of  the  American  Medical 
Association,  (Vol.  105,  No.  23,  December  7, 
1935),  on  tbe  above  subject.  The  research 
workers  referred  to  are  Dr.  J.  Dewey  Bisgard 
and  wife  of  Omaha. 

The  recent  detailed  study  by  the  Bisgards(3),  how- 
ever, leaves  little  to  be  desired  in  detail  and  accuracy 
of  direct  measurements  of  the  longitudinal  growth 
of  long  bones.  These  authors  worked  with  new-born 
goats  and  thus  obtained  records  of  the  entire  post- 
natal period  of  growth.  When  the  animals  were  from 
2 to  5 days  old,  the  bones  were  marked  with  steel 
shots  placed  in  drill  holes  in  the  shafts.  Roentgeno- 
grams were  taken  of  the  bones  at  the  beginning  and 
the  end  of  the  experiments  and  at  intervals  during 
the  course  of  investigations  extending  over  a twelve 
to  eighteen  months  period,  the  span  of  major  growth. 
Final  measurements  from  which  growth  calculations 
were  made  were  obtained  by  actual  measurement  of 
postmortem  examinations.  It  was  possible  to  deter- 
mine the  proportion  of  growth  that  takes  place  at 
each  end  of  each  principal  long  bone  by  placing  the 
shots  at  a measured  distance  from  the  epiphyseal 
cartilages  at  the  ends  of  the  shaft.  The  periodic 
roentgenograms  gave  the  serial  representation  of 
growth;  in  the  postmortem  specimens  the  shots  were 
exposed  and  exact  measurements  made  of  the  dis- 
tance between  the  shot  and  the  end  of  each  diaphysis. 
The  differences  between  these  measurements  and 
those  recorded  at  the  beginning  of  the  experiment 
represented  the  distance  that  the  epiphyseal  lines  had 
moved  during  the  growth  away  from  the  shots,  which 
remained  as  fixed  points  to  mark  the  original  loca- 
tions of  the  epiphyseal  lines.  It  was  observed  that 
the  lengthening  of  long  bones,  which  occurs  at  the 
ends,  takes  place  by  the  deposition  of  layers  of  new 
bone  between  the  end  of  the  diaphysis  and  the  epi- 
physeal cartilage  and  between  the  articular  cartilage 
and  the  epiphysis.  The  proportion  of  longitudinal 
growth  from  the  two  ends  of  a long  bone  was  found 
to  be  unequal.  The  rate  of  growth  remains  constant 
during  the  first  two  months  and  then  progresses  at 
half  its  former  rate.  The  epiphyseal  cartilage,  giving 
the  lesser  increment  of  growth,  is  the  first  to  ossify 
and  close. 

These  investigations  of  the  postnatal  growth  of 
long  bones  are  supplemented  by  similar  studies  of 
prenatal  growth.  In  order  to  conduct  the  latter  ex- 
periments, the  Bisgards  devised  a method  for  marking 


the  embryonic  bones  as  soon  after  the  beginning  of 
ossification  as  possible.  This  was  accomplished  by 
producing  phosphorus  arrest  lines  in  the  bones  of  the 
fetus  by  feeding  phosphorus  to  the  mothers.  The  re- 
sults of  these  experiments  demonstrated  that  prenatal 
as  well  as  postnatal  longitudinal  growth  of  the  long 
bones  takes  place  at  the  ends  but  that  growth  from 
the  two  ends  is  proportionately  more  equal  before 
than  after  birth,  particularly  during  the  first  portion 
of  prenatal  life. 

The  above  is  also  of  interest  in  that  it  shows 
that  very  worth-while  research  can  be  carried  out 
in  this  part  of  the  country  without  grants  from 
large  foundations  or  the  aid  of  highly  developed 
laboratories. 

The  Bisgards  did  this  work  on  their  farm  over 
in  Iowa.  Amusingly  enough  they  would  drive 
the  goats  in  the  back  seat  of  their  car  back  and 
forth  from  the  farm  for  their  x-rays. 

Bisgard,  J.  D.,  and  Bisgard.  M.  E.  : Longitudinal  Growth 
of  Long  Bones,  Arch.  Surg.  31:568  (Oct.)  1935. 

AN  EARLIER  TREATMENT  OF 
DIAPHRAGMATIC  HERNIA 

An  interesting  story  of  the  treatment  of  dia- 
phragmatic hernia  in  Omaha  twenty  years  ago, 
by  Newell  Jones,  then  a pediatrician  in  Omaha, 
now  in  Hollywood,  came  to  our  attention  recently 
and  after  investigating  the  authenticity  of  the 
matter  we  give  it  as  a story  of  human  interest 
and  ingenuity  in  human  mechanics. 

The  child-patient  with  inverted  stomach  was 
suspended  by  the  shoulders. 

Dr.  Newell  Jones’  account  follows: 

“As  I remember,  my  process  of  thinking  at  that 
time  was  that  if  we  could  get  complete  abdominal 
relaxation,  it  might  allow  the  abdominal  viscera  to 
settle  back  into  the  abdomen.  This  was  entirely,  of 
course,  on  the  basis  that  there  were  no  adhesions. 
Fortunately,  this  is  what  did  happen.  We  did  have 
the  girl  sit  up  to  eat  and  then  after  eating,  she  was 
suspended  from  the  shoulders  so  as  to  entirely  pro- 
duce abdominal  muscle  relaxation.  After  the  first 
few  meals,  I remember  her  telling  me  that  she  felt 
much  better  after  eating  and  our  subsequent  exam- 
ination showed  that  the  stomach  and  intestines  were 
entirely  in  the  abdominal  cavity.  I followed  her  for 
some  few  months  and  she  had  no  recurrence  of  symp- 
toms, and  then  she  drifted  out  of  my  sight  and  I 
have  heard  nothing  since. 

“Of  course,  we  can’t  imagine  that  her  hernia  was 
cured,  but  at  the  same  time  she  did  put  on  weight 
and  was  apparently  perfectly  well.” 

This  work  was  done  at  the  former  Omaha 
General  hospital. 

LIVING  CANCER  CELLS 

In  a report  to  the  Carnegie  Institution  of 
Washington,  Lewis  and  Lewis  say: 

Living  malignant  cells  differ  from  normal  ones  in 
the  following  respects:  Their  cytoplasm  is  less 

transparent  and  more  granular.  The  fat  globules 
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are  more  refractive,  the  mitochondria  are  smaller,  the 
neutral  red  stainable  granules  do  not  increase  as 
much  in  number,  the  nucleus  seems  to  be  larger  in 
proportion  to  the  size  of  the  cell,  the  nuclear  mem- 
brane is  thicker,  the  nuclear  material  is  increased, 
the  nucleus  appears  to  he  more  granular,  the  cells 
migrate  more  readily,  their  shapes  are  different  and 
the  general  character  of  their  colonies  differ  from  one 
another  and  from  normal. 


NEBRASKA  TUBERCULOSIS  SURVEY 

The  Tuberculosis  Number  of  the  Journal  of 
the  American  Medical  Association,  December  7, 
contains  a survey  of  the  tuberculosis  situation  in 
Nebraska : 

Reports  from  the  state  department  of  health  indi- 
cate that  Nebraska  had  260  deaths  from  pulmonary 
tuberculosis  in  1933  an  303  deaths  from  all  forms. 
The  tuberculosis  death  rate  was  32.3  in  1923  and  21.7 
in  1933. 

Nebraska  has  307  beds  for  tuberculosis:  160  sana- 
torium beds  and  147  in  tuberculosis  departments  of 
other  hospitals.  There  is  a state  sanatorium,  which 
has  127  beds  for  adults  and  thirty  for  children.  A 
county  hospital  maintains  a tuberculosis  department 
of  ninety  beds,  and  there  are  facilities  for  tubercu- 
losis in  four  general  hospitals.  Two  federal  hospitals 
have  forty  beds  for  tuberculosis,  and  six  beds  are 
available  in  a penal  institution. 

The  sanatorium  has  a full-time  medical  staff  and 
is  enuipped  with  x-ray,  fluoroscopic,  laboratory  and 
pneumothorax  facilities. 

During  the  twelve  months  norio  ’ eove”ed  by  this 
report  flwre  were  388  patients  admitted,  567  treated 
and  297  discharged.  The  average  daily  census  of  pa- 
tients was  247,  and  there  were  278  patients  present 
in  all  tuberculosis  institutions  on  the  day  of  report- 
ing. The  sanatorium  admitted  159  patients  and  the 
tuberculosis  departments  229. 

The  tuberculosis  facilities  in  Nebraska  have  a re- 
placement valuation  of  approximately  $960,201.31. 
The  state  sanatorium  is  valued  at  $400,000  and  ex- 
pends annually  about  $63,133.10. 


TUBERCULOSIS  INSTITUTES 

A series  of  four  tuberculosis  institutes  was 
conducted  from  October  14-18.  1935,  inclusive, 
at  Beatrice,  Norfolk.  Grand  Island,  and  North 
Platte,  by  the  Nebraska  Tuberculosis  Associa- 
tion. The  programs  occupied  two  days  at  every 
city.  The  first  day  was  devoted  entirely  to  dis- 
cussion of  the  Public  Health  Nursing  problems 
under  the  direction  of  Miss  Alma  Gault,  P.H.B., 
R.X.,  Associate  Director,  The  Cook  County 
School  of  Nursing,  Chicago,  Illinois. 

The  second  day's  program  was  devoted  to  the 
medical  aspects  of  tuberculosis,  under  the  head- 
ings of  Primary  Infection,  Reinfection,  Medical 
Management,  and  Surgical  Management,  pre- 
sented by  doctors  who  largely  presented  their 
subjects  upon  analysis  of  the  tuberculosis  situa- 
tion as  it  obtains  in  our  own  state.  In  addition 


to  the  purely  individual  medical  aspect  of  tuber- 
culosis, the  broader  view  of  the  problem  as  a 
public  health  or  state  wide  tuberculosis  program 
was  presented  by  Dr.  L.  T.  Sidwell  of  Nebraska 
State  Tuberculosis  Hospital  at  Kearney,  and  Dr. 
C.  F.  Taylor,  of  Kansas  State  Tuberculosis  Hos- 
pital, Norton,  Kansas. 

The  modern  trend  of  diagnosis  and  treatment 
was  stressed.  Every  practitioner  was  urged  to 
think  of  every  case  as  the  result  of  another,  or 
the  possible  source  of  untold  additional  cases : to 
begin  as  early  in  the  course  as  possible,  such 
treatment  as  modern  methods  place  at  our  dis- 
posal. And  the  present  day  state  tuberculosis 
hospital  was  described  as  not  only  the  place  for 
the  medical  care  and  treatment  of  the  individual 
case  but  as  an  institution  which  should  be  recog- 
nized in  addition  to  this  as  a diagnostic  and  teach- 
ing center,  a place  in  which  specialized  assistance 
should  be  available  to  both  the  patient  and  the 
medical  profession. 

These  institutes  were  in  reality  a pioneering 
attempt  to  carry  a post-graduate  message,  and 
the  interest  and  attention  were  very  gratifying. 
These  were  the  first  such  clinics  to  be  carried  on 
in  Nebraska.  They  were  made  possible  bv  fi- 
nancial aid  from  the  Christmas  Seal  Sale. 

The  attendance  was: 


Nurses  Nurses  Doctors 
Registered  Registered  Registered  Total 

Beatrice — 


Oct.  14,  1935.. 

..  64 

64 

Oct.  15,  1935- 

58 

18 

76 

Norfolk — - 

Oct.  15,  1935- 
Oct.  16,  1935- 

..  32 

4 

24 

32 

28 

Grand  Island — 

Oct.  16,  1935- 
Oct.  17,  1935- 

..  51 

52 

34 

51 

86 

North  Platte — 

Oct.  17,  1935.. 

..  36 

36 

Oct.  18,  1935- 

18 

10 

28 

183 

132 

86 

401 

The  topic  of  Tuberculosis  was  also  presented 
over  the  radio  at  Norfolk  on  October  16th  and 
at  the  Seventh  Councilor  District  meeting  at  Har- 
vard on  October  17th  by  Dr.  John  F.  Allen. 
Radio  presentation  was  made  at  North  Platte  on 
October  18th  by  Drs.  Max  Fleishman  and 
J.  Dewey  Bisgard. 

The  following  were  responsible  for  these  interest- 
ing institutes:  Drs.  John  P.  Allen,  W.  W.  Arrasmith, 
H.  R.  Brown,  J.  Dewey  Bisgard,  George  W.  Covey, 
John  W.  Duncan,  Max  Fleishman,  John  W.  Gardiner, 
P.  W.  Hancock,  J.  Harry  Murphy,  Oliver  C.  Nickum, 
Claude  A.  Selby,  L.  T.  Sidwell,  Lucien  Stark,  Ben 
Slutzky,  C.  F.  Taylor,  Joseph  Weinberg. 

— J.  Harry  Murphy,  Omaha, 
Chairman  Medical  Advisory  Committee. 
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THE  DOCTOR  AND  THE  INJURED 
PATIENT 

Physicians  lose  thousands  of  dollars  each  year, 
needlessly,  in  treating  injured  persons.  The  law 
protects  the  physician,  nurse  and  hospital  from 
this  loss  in  cases  wherein  the  injured  person 
claims  damages  for  injury. 

The  Lazo 

PHYSICIAN’S  LIEN 

•52-401.  Physician's  Lien,  Liens  of  Nurses 
and  Hospitals,  Authorized,  Exception,  Compen- 
sation Cases.  Whenever  any  person  shall  employ 
a physician , nurse  or  hospital  to  perform  profes- 
sional sendee  or  services  of  any  nature,  in  the 
treatment  of  or  in  connection  with  an  injury  and 
such  injured  person  shall  claim  damages  from 
the  party  causing  the  injury,  such  physician, 
nurse  or  hospital,  as  the  case  may  be.  shall  have 
a lien  upon  any  sum  azvarded  the  injured  person 
in  judgment  or  obtained  by  settlement  or  com- 
promise on  the  amount  due  for  the  reasonable 
value  of  services  necessarily  performed : Pro- 
vided, that  no  such  lien  shall  be  valid  against  any 
one  coming  under  the  Workmen’s  Compensation 
Act.  In  order  to  prosecute  such  lien  it  shall  be 
necessary  for  such  physician,  nurse  or  hospital 
to  serz'e  a zvritten  notice  upon  the  person  or  cor- 
poration from  zvliom  damages  are  claimed  that 
such  physician,  nurse  or  hospital  claims  a lien  for 
such  serzices,  and  stating  therein  the  amount  due 
and  the  nature  of  such  serzices:  Provided,  how- 
ever, that  whenever  an  action  is  pending  in  court 
for  the  recovery  of  such  damages,  it  shall  be  suf- 
ficient to  file  the  notice  of  such  lien  in  the  pend- 
ing action. 

52-402.  Same,  “Physician."  Definition.  The 
term  “physician"  shall  include  “surgeon"  and 
shall  mean  one  legally  authorized  to  practice  his 
profession  within  the  state  of  Nebraska  and  in 
good  standing  in  his  profession  at  the  time. 

Notice 

If  Suit  Has  Not  Been  Filed 

City,  State 

Date 

To: 

Street 

City 

You  are  hereby  notified  that  the  undersigned,  a 


physician  and  surgeon  of City, 

State  performed  professional  serv- 
ices for  M in 

the  treatment  of  injuries  suffered  by  h in  an 

automobile  accident  which  occurred  in, City, 

State,  on  or  about  the day 


of , 193....,  on  account  of  which  h 

claims  damages  from  you  by  reason  of  said  injuries 
and  that  the  reasonable  value  of  such  services  is  the 


sum  of  $ and  that  I claim  a lien  for  such 

services  upon  any  sum  which  shall  be  awarded  h 

in  judgment  or  obtained  by  settlement  or  compromise 

on  the  amount  due  h 

The  nature  of  the  services  rendered  by  me  is  as 
follows: 

(Insert) 

This  notice  is  given  in  pursuance  of  Section  52-401, 
402  compiled  statutes  of  Nebraska  for  1929,  and  you 
will  govern  yourself  accordingly. 


Served  in  person,  or 
Sent  by  registered  mail. 

Original  copy  to  the  responsible  party. 

Carbon  copy  to  Insurance  Carrier. 

Carbon  copy  for  office  files. 

Notice 

If  Suit  Has  Been  Filed 

In  the  District  Court  of County,  Nebraska 

John  Doe, 

Plaintiff,  I 

vs.  i Notice  of  Lien 

Richard  Roe, 

Defendant  J 

You  are  hereby  notified  that  the  undersigned,  a 


physician  and  surgeon  of City, 

State  performed  professional  serv- 
ices for  M in 

the  treatment  of  injuries  suffered  by  h in  an 

accident  which  occurred  in, City, 

State,  on  or  about  the day 


of , 193....,  on  account  of  which  h 

claims  damages  from  you  by  reason  of  said  injuries 
and  that  the  reasonable  value  of  such  services  is  the 

sum  of  $ and  that  I claim  a lien  for  such 

services  upon  any  sum  which  shall  be  awarded  h 

in  judgment  or  obtained  by  settlement  or  compromise 

on  the  amount  due  h 

The  nature  of  the  services  rendered  by  me  is  as 
follows: 

(Insert) 

This  notice  is  given  in  pursuance  of  Section  52-401, 
402  compiled  statutes  of  Nebraska  for  1929,  and  you 
will  govern  yourself  accordingly. 

Filing  Fee  .50c. 

It  is  suggested  that  physicians  familiarize 
themselves  with  this  method  of  collecting  fees  for 
services  rendered. 

— Czar  Johnson,  Lincoln. 

EDITORIAL  PARAGRAPHS 

Those  memorial  stamps  are  very  pretty,  but 
they  take  an  awful  lot  of  licking. 

There  is  no  truly  “acid"  condition  of  the  body. 
It  is  always  alkaline.  “Acidosis"  is  merely  re- 
duced alkalinity. 

A novocain  pack  is  advocated  in  the  first  care 
of  minor  wounds,  to  relieve  sensation  and  facili- 
tate the  introduction  of  sutures. 

Scarlet  fever  is  rare  in  the  tropics  and  for  no 
known  reason.  How  about  the  outdoor  life  in  its 
effect  on  the  spread  of  infection  and  contagion? 
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Recently  the  theory  has  been  advocated  that 
trachoma  is  a deficiency  disease  and  is  not  found 
in  people  who  have  an  abundance  of  butterfat  to 
eat. 

Rector's  statistics  indicate  that  cancer  is  sur- 
passed among  the  causes  of  death  in  the  United 
States  only  by  heart  disease  and  is  steadily  in- 
creasing. 

“Doctor,  can  you  afford  to  not  belong  to  your 
Association  and  thereby  give  aid  to  our  opponents 
and  at  the  same  time  derive  the  benefits  of  organ- 
ized medicine?” 

In  tbe  state  of  Washington  this  year  the  House 
of  Delegates  of  the  Association  had  breakfast 
meetings — a novel  idea  and  one  that  might  be 
tried  out  in  other  states. 

An  article  appears  in  the  Nezv  England  Jour- 
nal of  Medicine  for  September  12,  1935,  entitled 
“Trichianosia  Among  Jews"  — but  then  Moses 
has  been  dead  a long  while. 

The  Metropolitan  Life  Insurance  Co.  has  is- 
sued statistics  indicating  that  rural  dwellers  live 
longer  than  urbanites  by  about  five  years.  This 
applies  to  the  white  population  only. 

Let  our  readers  not  forget  that  the  advertisers 
make  this  Journal  possible  and  conversely  that 
the  patronage  the  advertiser  gets  from  the  reader 
make  continuation  of  their  ads  possible. 

Five  meals  a day  instead  of  three  are  advo- 
cated by  two  doctors  of  Yale  University,  How- 
ard W.  Haggard  and  Leon  A.  Greenberg.  Every 
he-man  with  an  appetite  will  favor  the  proposi- 
tion. 

Dr.  Johanne  Christiansen,  a Danish  authority, 
states  that  only  about  G0%  of  diseases  conform 
to  the  text  book  labels  for  their  disease.  Most 
physicians  of  any  length  of  practice  will  sub- 
scribe to  this  dictum. 

We  are  told  that  rubber  lasts  twice  as  long 
nowadays  as  it  did  in  pre-war  days.  Scientific 
research,  systematically  carried  on  in  the  rubber 
industry’s  own  laboratories,  has  made  this  profit- 
able advance  possible. 

Diamonds  are  not  so  rare  as  is  commonly  be- 
lieved. Great  mounds  of  them  are  on  hand  in 
the  mining  district  of  Kimberley.  Their  price  is 
kept  high  because  their  flow  into  the  market  is 
regulated  by  the  mine  owners. 

Dr.  Eugene  Dubois,  world  known  anthropolo- 
gist, is  quoted  as  saying  that  all  races  and  both 
sexes  are  equal  in  brain  capacity  and  that  civil- 


ization, education  and  knowledge  are  matters  of 
opportunity. 

This  is  to  advise  the  next  Nebraska  basic  sci- 
ence examination  will  be  given  January  14-15, 
University  College  of  Medicine,  Omaha.  All 
applications  should  be  on  file  at  least  15  days 
prior  to  date  of  examination. 

During  the  first  eleven  months  of  1935,  396 
cases  of  diphtheria  were  reported  to  the  State 
Board  of  Health.  In  view  of  the  fact  that  diph- 
theria is  wholly  a preventable  disease  the  number 
of  cases  of  diphtheria  reported  is  something  to 
think  about. 

The  Minnesota  Medical  Association  has  pub- 
lished a Handbook  for  use  in  the  high  school  de- 
bate, “Resolved : That  the  several  states  should 
enact  legislation  providing  for  a system  of  com- 
plete medical  service  available  to  all  citizens  at 
public  expense.” 

Only  the  efficiency  of  its  hospitals  and  the  skill 
of  its  surgeons  is  keeping  America's  toll  of  acci- 
dent fatalities  from  being  greater  than  it  is,  ac- 
cording to  John  Glossinger,  Vice  President  of 
the  Kny-Scheerer  Corporation,  famed  surgical 
instrument  house  of  Long  Island  City,  New  York. 

Finger  rings  that  would  prevent  cramps  were 
popular  in  England  from  the  15th  to  the  20th 
century.  At  first  they  had  to  be  blessed  by  the 
King  to  be  of  value,  but  later  they  became  so 
popular  the  King's  blessing  was  omitted.  Fin- 
ally millions  of  them  were  sold  for  every  imagin- 
able ill. 

Here  is  one  of  the  latest  on  diets  and  dieting. 
Down  in  Topeka  a man  having  attained  the  age 
of  103  was  asked  to  give  his  philosophy  of  life, 
remarked  among  other  things:  “I  hev  knowed  a 
lot  of  men  and  women  who  used  to  tell  me  what 
I ought  to  eat  and  all  that.  I follored  the  last 
of  'em  to  the  cemetery  nigh  onto  20  years  ago.’* 

Through  mischance  the  following  names  were 
omitted  from  "The  Half  Century  Group  of  Phy- 
sicians” published  in  last  month’s  Journal : 

C.  F.  Kirkpatrick,  Ashland;  C.  L.  Sturdevant,  At- 
kinson; C.  C.  Snowden,  Davenport;  W.  H.  Wilson, 
Lincoln;  Harry  Hapeman,  Minden;  A.  W.  Edminston, 
Omaha;  J.  B.  Lichtenwaller,  Omaha;  J.  K.  Newman, 
Omaha;  R.  S.  Lucke  (spelled  Frecke  by  mistake  in 
published  list);  W.  L.  Ross,  Omaha. 

The  South  Dakota  State  Board  of  Health  has 
passed  a rule  requiring  teachers  to  pass  an  an- 
nual examination  for  tuberculosis.  Various  dif- 
ficulties have  been  found  to  interfere  with  its 
full  enforcement,  lack  of  cooperation  among  the 
groups  involved,  unpreparedness  of  physicians 
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for  the  work,  lack  of  appreciation  of  teachers 
for  the  need  of  the  examination. 

A conservative  estimate  of  the  feeble  minded 
at  large  in  the  United  States  is  about  one  million 
persons,  says  Dr.  Donald  A.  Lair-d  of  Colgate 
University.  “These  are  persons  unable  to  make 
good  on  any  job."  he  claims.  It  would  be  inter- 
esting to  know  how  many  of  these  persons  are 
voters.  Why  not  a poll  to  find  out  how  they 
stand  on  current  issues? 

Dr.  Edward  Starr  Judd,  chief  of  staff  of  the 
surgical  clinic  at  Rochester,  Minn.,  died  of  pneu- 
monia in  Chicago,  November  30,  last,  at  the  age 
of  fifty-eight  years.  He  was  President  of  the 
American  Medical  Association,  1930-31.  He  was 
one  of  the  really  great  surgeons  of  America.  His 
anv  ability  and  democracy  of  spirit  endeared  him 
to  all  who  came  into  cantact  with  him. 

Following  the  visit  of  Dr.  F.  L.  Rector,  of  the 
American  Association  for  the  Control  of  Cancer, 
to  the  Immanuel  Hospital  in  Omaha  last  May, 
definite  organization  of  a Tumor  Clinic  was  made 
and  beginning  this  fall,  weekly  programs  have 
been  held.  The  organization  follows  the  sugges- 
tions laid  out  by  the  American  Society  for  the 
Control  of  Cancer  and  the  American  College  of 
Surgeons. 

The  Report  of  the  Committee  on  Medical 
Economics  of  the  Fancaster  County  Medical  So- 
ciety is  on  our  desk.  It  gives  a digest  of  the 
laws  and  rules  governing  the  Compensation 
Court,  an  abstract  of  the  rules  governing  the 
FERA  relief  plan,  a report  on  Medical  Practice 
Plans  and  a report  on  Group  Hospitalization. 
The  Report  is  valuable  for  ready  reference  and 
is  a useful  contribution  to  the  study  of  medical 
economics. 

American  Board  of  Ophthalmology,  1936  Ex- 
aminations: Kansas  City,  May  11th  (at  time  of 
meeting  of  A.  M.  A.),  and  New  York  City,  in 
October  (at  time  of  meeting  of  American  Acad- 
emy). All  applications  and  case  reports,  must  be 
filed  at  least  sixty  days  before  date  of  examina- 
tion.  For  information,  syllabuses  and  application 
forms  please  write  at  once  to  Dr.  Thomas  D.  Al- 
len, Assistant  Secretary,  122  South  Michigan 
Ave.,  Chicago,  111. 

Hajek,  “The  Life  Span  of  the  Diabetic  Pa- 
tient," in  the  New  York  State  Journal  of  Medi- 
cine, December,  1935.  after  a study  of  1,500  cases 
of  diabetes,  divided  into  pre-insulin,  early  post- 
insulin and  late  post-insulin  periods,  concludes 
that  whereas  in  the  pre-insulin  period  the  mor- 
tality was  19%  and  in  the  early  post-insulin  per- 


iod, 11.6%,  the  mortality  in  the  late  post-insulin 
period  is  but  7.4%.  He  also  finds  that  the  life 
span  of  the  diabetic  has  increased  from  55  to  59.8 
years. 

On  our  desk  is  an  art  paper  triple-folder  con- 
taining Christmas  Greetings  and  Calendar  for 
Christmas  Week  at  the  Norfolk  State  Hospital. 
It  is  a beautiful  thing  and  the  entertainment  and 
menus  scheduled  must  appeal  to  all  who  see  the 
folder  and  the  real  human  interest  shown  in  the 
unfortunates  must  make  a deep  impression  on  all. 
When  we  see  the  efforts  put  forth  to  make  the 
holiday  season  of  the  unfortunates  one  of  joy  we 
know  they  are  well  cared  for.  No  doubt  all  the 
state  institutions  have  somewhat  similar  service 
for  the  occasion. 


OBITUARY 

Arthur  E.  Smith,  Harrison,  Nebr.;  University  of 
Kansas  School  of  Medicine,  1907;  former  practitioner 
at  Gordon;  in  practice  at  Harrison  for  about  one 
year;  died  after  an  illness  of  about  ten  days  of  in- 
fluenza and  complications,  aged  about  sixty-two 
years. 

Clinton  L.  Ayers,  Lincoln.  Nebr.,  retired;  Lincoln 
Medical  College,  1906;  physician,  successively  at 
Polk,  David  City  and  for  the  last  16  years  at  Kear- 
ney; member  Nebraska  State  Medical  Association; 
died  after  an  illness  of  several  months  December  6, 
1935,  aged  fifty-eight  years. 

A widow,  daughter  and  son  survive. 


AUXILIARY  NEWS  NOTES 

“ 'Great  minds  have  purposes,  others  have  wishes.’ 
* * * * Since  the  secret  of  success  is  constancy  to 
purpose,  in  planning  for  the  year  each  Auxiliary  must 
base  its  plan  on  our  one  great  aim,  which  is  to  help 
promote  public  health  education  by  serving  as  inter- 
mediaries between  the  medical  profession  and  the 
laity.” — Mrs.  Rogers  N.  Herbert  in  October  A.  M.  A. 
Bulletin. 

Pamphlets  of  current  interest  such  as  the  Hand- 
book of  Sickness  Insurance,  State  Medicine  and  the 
Cost  of  Medical  Care,  New  Forms  of  Medical  Prac- 
tice, Medical  Relations  Under  Workman's  Compensa- 
tion; and  the  book  by  Dr.  A.  C.  Christie,  “Economic 
Problems  of  Medicine,”  may  be  secured  at  nominal 
cost  from  Dr.  R.  G.  Leland,  director  of  the  bureau 
of  medical  economics  of  the  A.  M.  A. 

The  experience  of  a doctor’s  wife  who  used  her  in- 
fluence effectively  in  her  parent-teachers’  organiza- 
tion is  brought  to  mind  by  a paragraph  of  Dr.  Olin 
West’s  “squib”  in  the  auxiliary  column  of  the  A.  M.  A. 
Bulletin.  He  says,  “Since  many  auxiliary  members 
are  also  members  of  other  women’s  groups,  a helpful 
public  service  could  be  performed  if  every  auxiliary 
would  seek  and  secure  an  opportunity  to  safeguard 
the  programs  of  these  other  groups  by  preventing 
the  quacks  and  fakers  from  securing  assignments.” 

We  are  indebted  to  Mrs.  E.  W.  Rowe  and  her  co- 
workers for  the  article  published  this  month  concern- 
ing the  prenatal  clinic  at  Lincoln,  an  outstanding 
public  health  project,  which  Mrs.  Rowe  was  instru- 
mental in  establishing. 

The  Woman’s  Auxiliary  to  the  Tri-County  Medi- 
cal Society  (Hall-Howard-Merrick  Co.)  held  its  first 
meeting  of  the  year  at  Grand  Island,  Nov.  21st,  1935, 
when  the  members  were  guests  of  the  executive 
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board  at  a seven  o’clock  dinner  party  at  the  home  of 
Mrs.  A.  P.  Synhorst,  2007  West  Louise  Street.  Miss 
Harriet  Brenenstall,  district  community  nursing 
supervisor,  of  Lincoln,  the  guest  speaker,  interesting- 
ly told  the  group  of  her  work  in  connection  with 
tuberculosis  in  the  outlying  communities,  and  of  com- 
munity nursing  throughout  the  state.  Twenty-two 
auxiliary  members  were  present  including  four  out- 
of-town  members:  Mrs.  Benton,  Mrs.  Brown,  and 

Mrs.  Ennos,  of  Central  City;  and  Mrs.  Piersoll  of 
Cairo. 

Mrs.  E.  E.  Hanisch  of  St.  Paul,  who  died  November 
29th,  1935,  was  a member  of  Tri-County  Auxiliary. 
Mrs.  Hanish  was  39  years  old;  was  educated  in  the 
public  schools  of  Omaha,  Iowa  State  college,  and  the 
State  University  School  of  Nursing.  Her  funeral 
was  one  of  the  most  largely  attended  ever  held  in 
St.  Paul. 

Tri-County  Auxiliary  is  making  a special  effort 
to  introduce  Hygeia  into  more  homes,  schools,  and 
doctors’  offices,  and  each  member  is  donating  a doll 
to  the  local  Christmas  cheer  work  and  giving  books 
to  the  children's  department  at  St.  Francis  Hospital. 
Officers  of  Tri-County  are:  President,  Mrs.  W.  W. 
Arrasmith,  Grand  Island;  Vice-President,  Mrs.  Jo- 
seph Benton,  Central  City;  Secretary-Treasurer,  Mrs. 
J.  G.  Woodin,  Grand  Island;  Hygeia-Public  Rela- 
tions, Mrs.  J.  Gelow,  Grand  Island;  Library  Exten- 
sion-Legislation. Mrs.  Earl  Farnsworth,  Grand  Island; 
Magazines  for  Hospital,  Mrs.  J.  Higgins,  Grand 
Island;  Historian-Publicity,  Mrs.  Amil  Johnson, 
Grand  Island. 

The  December  meeting  of  the  Lancaster  County 
Medical  Auxiliary  was  held  at  the  home  of  Mrs.  Floyd 
A.  Alcorn.  The  one  o’clock  luncheon  was  in  charge 
of  the  social  committee  which  is  composed  of  Mrs. 
Allan  Campbell,  chairman;  Mrs.  Fritz  Teal,  Mrs.  Fred 
Ferciot,  Mrs.  John  McGreer,  Mrs.  John  Peterson,  Mrs. 
Marshall  Neeley,  and  Mrs.  Harold  Morgan.  This 
group  will  act  throughout  the  year.  Dr.  Roy  Whit- 
ham  spoke  on,  “The  Doctor’s  Attitude  Toward  Health 
Insurance.”  Mrs.  J.  E.  M.  Thomson,  president,  an- 
nounced the  following  dates  for  meetings:  Jan.  7, 
bridge  and  social  meeting  at  the  University  Club  at 
7:30  o’clock;  Feb.  4,  Ladies’  night  when  the  doctors 
will  entertain  their  wives  at  a dinner;  March  2,  1 
o'clock  luncheon;  April  6,  1 o’clock  luncheon;  May 
4,  Convention.  The  auxiliary  activities  for  the  year 
will  consist  of  sewing  for  the  Red  Cross.  There  were 
thirty  members  present. 

A director  of  the  Nebraska  State  Medical  Auxiliary 
has  made  the  following  suggestion  for  furthering  the 
work  of  auxiliaries  which  have  a scattered  member- 
ship— that  each  woman  sponsor  some  piece  of  health 
education  work  in  her  own  community  either  inde- 
pendently or  through  some  established  organization 
and  report  it  to  the  president  of  her  county  as  her 
contribution  to  the  work  of  the  auxiliary.  The  pres- 
ident, in  turn,  to  report  it  to  the  state.  These  indi- 
vidual pieces  of  public  relations  work  would  material- 
ly augment  the  field  of  auxiliary  activities. 

- — Mrs.  A.  P.  Overgaard. 


THE  AUXILIARY  PRESIDENT  SPEAKS 
Members  of  the  Woman’s  Auxiliary: 

I trust  that  you  all  avail  yourselves  of  this  oppor- 
tunity for  keeping  in  touch  with  Auxiliary  activities 
made  possible  by  the  generosity  of  our  State  Editor. 
It  is  always  an  inspiration  to  learn  of  the  activities 
of  others  and  it  is  an  appreciated  privilege  to  have 
this  means  of  communication. 

See  to  it  that  your  husband  brings  home  the  State 
Journal  also  the  Bulletin  of  the  American  Medical 
Association.  The  latter  always  contains  news  of 
Auxiliary  activities  throughout  the  country.  If  you 
will  follow  these  Auxiliary  notes  I am  sure  your  spirit 


of  fellowship  and  cooperation  will  be  accelerated. 
The  splendid  progress  which  has  been  made  in  the 
past  should  serve  to  stimulate  us  in  our  attempt 
to  take  advantage  of  the  boundless  opportunities  for 
Auxiliary  work,  which  now  confronts  us.  An  Auxil- 
iary can  function  for  good  just  in  so  far  as  its  mem- 
bers will  accept  responsibility  and  study  its  aims  and 
functions. 

Not  losing  sight  of  a friendly  cup  of  tea,  an  ac- 
quaintance made,  or  an  old  friendship  renewed,  the 
educational  phase  of  our  work  seems  most  important 
at  the  present  time. 

The  so-called  “Depression”  with  its  abnormal  con- 
ditions has  brought  new  problems.  No  organization 
has  escaped.  The  trend  toward  Health  Insurance  and 
State  Medicine  makes  our  work  in  the  Auxiliary  of 
ever  increasing  importance.  The  wives  of  physicians 
are  in  a position  to  lend  material  aid  at  this  crucial 
time  of  attack  by  laymen  with  ulterior  motives. 

During  this  period  the  Profession  has  carried  on 
with  its  traditional  service  to  rich  and  poor  alike, 
only  to  be  attacked  by  so-called  economic  forces  who 
seek  to  undermine  the  security  of  scientific  medicine. 

As  members  of  the  Auxiliary  familiar  with  the 
ideals  of  the  Medical  Profession  we  are  in  a position 
to  assist  with  the  defense  of  these  ideals,  against 
Health  Insurance,  Socialized  Medicine  and  the  much 
talked  of  Social  Security  Act. 

All  over  the  country  High  Schools  and  Colleges  are 
debating  the  question  “Resolved  that  the  several 
states  should  promote  a system  of  complete  medical 
care  to  be  available  to  all  people  at  Public  expense.” 
This  is  not  a question  for  the  youth  of  High  School 
age  to  debate,  not  only  does  it  create  propaganda  for 
the  press,  but  of  much  greater  importance  is  the 
bringing  of  false  ideas  to  the  minds  of  the  rising 
generation. 

Have  you  read  the  article  in  the  November  issue 
of  Hygeia  discussing  a survey  about  to  be  launched 
by  the  United  States  on  Public  Health  Service? 

One  member  has  said,  “.With  Hygeia  and  our  Hand- 
book, we  are  ready  for  work  in  any  club.” 

Let  us  take  Self  Education  in  Medical  interest  a 
little  more  seriously  this  year.  The  American  Medi- 
cal Association  has  a wealth  of  material  at  our  dis- 
posal. Let  us  avail  ourselves  of  this  opportunity  to 
assist  in  tactful  and  enthusiastic  support  of  this  great 
profession  and  its  policies. 

Let  us  increase  our  membership  in  the  Auxiliary. 

Let  us  stimulate  interest  in  its  work  and  bring  its 
influence  as  a health  educator  to  every  community  in 
the  state.  Obviously  the  more  active  county  organi- 
zations the  greater  the  opportunity  to  contribute  our 
part  not  only  to  community  health  but  to  a better 
understanding  by  the  public  of  the  work  and  the 
ideals  of  the  medical  profession. 

At  the  semi-annual  meeting  of  the  National  Board 
in  Chicago  in  November,  the  reports  of  the  Commit- 
tee Chairmen  and  State  Presidents  together  with  the 
sincere  and  untiring  efforts  of  the  National  President 
were  indeed  stimulating.  I should  also  add  that  the 
gracious  hospitality  of  the  Cook  County  Auxiliary 
made  this  meeting  a most  pleasant  one. 

Journeying  on  to  the  meeting  of  the  Auxiliary  to 
the  Southern  Medical  Association  in  St.  Louis,  I was 
impressed  by  the  enthusiasm  of  the  Auxiliary  mem- 
bers from  the  Southern  States,  which  are  one  hun- 
dred per  cent  organized  and  have  five  thousand  mem- 
bers. One  of  the  high  lights  of  this  meeting  was  the 
inspiring  address  of  our  National  President,  Mrs. 
Rogers  N.  Herbert.  One  thought,  in  this  address  I 
would  like  to  carry  to  you. 

“Prejudice  should  find  no  place  in  the  hearts  of 
women  who  are  the  Standard  Bearers  of  those  men 
who  are  representatives  of  a high  and  noble  profes- 
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sion,  the  American  Medical  Association.  The  law  of 
human  kindness  should  at  all  times  be  motivated  by 
the  keynote,  Concentration,  Cooperation,  and  Conse- 
cration.” 

Show  your  loyalty  to  your  husband  and  his  noble 
profession  by  your  support  of  the  Auxiliary. 

Individually  and  collectively  we  can  be  a potent 
force  in  a quiet  way.  As  Kipling  has  said,  “It  aint 
the  individual  or  the  army  as  a whole  but  the  ever- 
lasting team  work  of  every  bloomin  soul.” 

— Mrs.  C.  C.  Tomlinson,  President. 


COURSE  OF  INSTRUCTION  IN  PRENATAL  CARE 

In  looking  backward  it  is  interesting  to  remember 
the  happenings  which  pushed  us  out  on  the  road  to 
adventure.  It  was  soon  after  President  Hoover  held 
his  famous  White  House  Conference  in  November  of 
1930  and  the  Committee  on  Maternal  and  Infant  Wel- 
fare in  their  reports  issued  such  frightening  state- 
ments relating  to  the  maternal  and  infant  death  rate 
that  Mrs.  E.  W.  Rowe,  the  Chairman  of  the  Educa- 
tional Department  of  the  Young  Women’s  Christian 
Association  in  Lincoln  and  also  a past  President  of 
the  Auxiliary  of  the  State  Medical  Association  and 
Mrs.  Wendell  Smith,  Educational  Director  of  the 
Y.  W.  C.  A.  were  discussing  this  report  and  feeling 
that  surely  something  might  be  done  in  an  educa- 
tional way  to  help  the  situation. 

Learning  that  the  mortality  in  our  own  country 
was  greater  than  in  many  other  countries,  that  the 
proportion  of  cases  attended  by  midwives  without  aid 
of  physicians  varied  from  practically  none  to  as  high 
as  30-50  percent  in  some  states  and  that  25,000  wom- 
en died  each  year  in  childbirth  in  the  United  States 
while  over  200,000  infants  died  at  birth  or  shortly 
afterward;  we  decided  that  a course  of  Instruction 
in  Prenantal  Care  might  be  the  first  step  and  that 
the  Young  Women’s  Christian  Association  which 
had  long  been  a pioneer  in  the  development  of  new 
kinds  of  services  would  be  the  place  to  offer  such  a 
course. 

The  Educational  Committee  met  soon  afterward  to 
discuss  this  possibility.  The  organization  of  such  a 
course  of  study  offered  some  obstacles  until  we  faced 
our  objections: 

a.  That  the  series  of  lectures  must  be  given  by  a 
staff  of  well  trained  obstetrical  specialists  who  would 
see  with  us  the  need  for  this  type  of  service  to  our 
community  and  would  give  their  time  without 
thought  of  recompense  to  this  venture. 

b.  That  it  stress  particularly  the  need  of  medical 
supervision  from  earliest  pregnancy,  through  confine- 
ment and  also  post-partum  care. 

c.  That  it  be  open  for  registration  and  without 
fee  to  any  woman  or  girl  in  Lincoln  or  vicinity. 

Dr.  Elmer  Hansen  of  Lincoln  was  chosen  as  the 
specialist  to  work  with  us  and  aid  in  our  choice  of 
other  men  who  should  with  him  furnish  the  leader- 
ship necessary  to  present  such  a course  of  study. 
Dr.  Harold  Morgan  and  Dr.  H.  E.  Harvey  were  asked 
and  worked  with  Dr.  Hansen  in  the  set-up  and  deliv- 
ering of  the  lectures  which  consisted  of  six  talks: 
Female  Anatomy,  Function  of  the  Female  Organs, 
Prenatal  Care,  Labor,  Post-partum  Care  and  Femi- 
nine Hygiene. 

More  than  fifty  young  women  registered  for  the 
first  course  which  has  been  repeated  six  times  since 
the  spring  of  1931  and  attended  by  more  than  200 
women  not  only  from  Lincoln  but  several  from  small- 
er towns  within  a radius  of  thirty  miles. 

In  evaluating  the  course  we  concluded  that  proba- 
bly we  had  served  our  own  constituency  for  the  pres- 
ent but  we  could  encourage  the  same  set-up  in  small- 
er communities  as  women  wrote  us  asking  for  sug- 
gested program  and  study  materials.  To  my  knowl- 


edge only  one  group  has  actually  undertaken  this 
project. 

The  leadership  was  splendid,  the  subjects  well  dis- 
cussed and  not  too  technical.  The  questions  asked 
attested  the  interest  of  the  women  but  also  disclosed 
how  very  little  knowledge  was  current  on  this  sub- 
ject although  in  educational  experience  it  was  a het- 
erogeneous group,  from  grade  school  to  University 
graduates. 

We  feel  that  this  type  of  education  should  go  on 
in  other  groups  in  Nebraska  and  other  states. 

— Mrs.  Wendell  B.  Smith. 
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At  the  regular  meeting  of  the  Omaha- Douglas 
County  Medical  Society,  November  12,  Dr.  Charles 
McMartin,  president  in  the  chair,  Dr.  Clarence  Moran 
of  Creighton  College  of  Medicine  presented  slides  of 
a case  of  chorioepithelioma  of  the  testis  in  a young 
medical  student.  The  case  was  of  unusual  interest 
because  of  the  rarity  of  its  occurrence,  there  being 
only  twelve  such  cases  recorded  to  date. 

Dr.  C.  W.  McLaughlin  presented  a paper  on  “Post- 
operative Pulmonary  Atelectasis”  after  which  Drs. 
E.  J.  Kirk,  J.  W.  Duncan,  R.  W.  Bliss,  John  C. 
Sharpe,  Joseph  Weinberg  and  H.  H.  Hamilton  joined 
in  the  discussion. 

A paper  on  “A  Thousand  Patients  with  Heart  Trac- 
ings” was  presented  by  Dr.  M.  C.  Andersen.  Dr.  F. 
W.  Neihaus,  Dr.  Adolph  Sachs  and  Dr.  J.  P.  Tollman 
took  part  in  the  discussion  which  followed. 

The  November  19th  meeting  of  the  Lancaster  Coun- 
ty Medical  Society  was  devoted  to  a report  of  the 
Committee  on  Medical  Economics.  Reports  for  this 
were  made  on  the  following: 

1.  Nebraska  Workmen’s  Compensation  Laws,  as 
of  1935. 

2.  Medical  Aspects  of  FERA  in  Lancaster  County. 

3.  The  Medical  Practice  Plan  proposed  in  1934,  and 
a Hospitalization  Plan  for  Lancaster  County. 

Study  of  the  Medical  Practice  Plan  as  proposed  in 
1934  was  continued  by  the  committee  during  1935, 
and  conclusions  of  the  committee  were  that  at  the 
present  time  such  a medical  practice  plan  was  not 
feasible  in  Lancaster  county  but  that  a hospitalization 
plan  might  be  carried  out. 

— O.  A.  Reinhard,  Secretary. 

The  annual  meeting  of  the  Madison -Six  County 
Medical  Society  was  held  at  the  Hotel  Norfolk,  Nor- 
folk, December  10.  Upward  of  sixty  physicians  and 
their  ladies  participated  in  the  dinner  preceding  the 
meeting. 

Dr.  George  Salter,  Norfolk,  was  elected  president. 
Dr.  T.  M.  Barber,  Norfolk,  vice  president,  and  Dr. 
R.  A.  Frary,  Stanton,  secretary-treasurer,  (reelected). 
Delegates,  Madison  county,  Dr.  A.  C.  Barry,  Norfolk; 
Stanton  county,  Dr.  John  D.  Ried,  Pilger;  Cuming 
county,  Dr.  H.  W.  Francis,  Bancroft;  Pierce  county, 
Dr.  W.  I.  Devers,  Pierce;  Knox  county,  Dr.  W.  E. 
Wright,  Creighton;  Antelope  county,  Dr.  E.  E.  Curtis, 
Neligh. 

Mr.  M.  C.  Smith,  executive  secretary,  appeared  be- 
fore the  meeting  and  made  a good  impression  by 
his  discussion  of  the  aims  and  objects  of  medical 
organization,  the  duty  of  the  individual  physician  to- 
ward organized  medicine,  the  necessity  of  at  once 
fully  realizing  that  a crisis  threatens  the  very  ex- 
istence of  the  medical  practice  of  today,  etc. 

Dr.  A.  C.  Stokes,  Omaha,  Delegate  last  year  to  the 
International  Red  Cross  Convention  at  Tokyo,  gave 
a highly  interesting  illustrated  lecture  on  Japan. 

The  annual  meeting  of  the  Cedar,  Dixon,  Dakota, 
Thurston,  Wayne  Counties  Medical  Society  was  held 
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at  the  Hotel  Stratton,  Wayne,  December  12.  The 
program  herewith  was  carried  out: 

Case  Reports — Indications  for  Oxygen  Therapy  and 
Demonstration  of  Technic — Dr.  W.  Benthack. 

Undulant  Fever — Dr.  R.  H.  Loder. 

Filaria — Case  Report — Dr.  H.  D.  Miller. 

The  Fifth  Councilor  District  held  two  “Good  Fel- 
lowship’’ meetings  recently. 

At  the  Columbus  meeting,  December  12,  at  the 
Evans  hotel  following  a dinner,  the  following  pro- 
gram was  carried  out: 

“Fellowship  in  the  Practice  of  Medicine,”  Mr.  M.  C. 
Smith,  executive  field  secretary,  Nebraska  State 
Medical  Association,  Curtis,  Nebraska. 

“Diagnosis  and  Treatment  of  Injuries  to  the  Knee,” 
C.  Fred  Ferciot,  M.  D.,  Lincoln,  Nebraska. 

“Fractures  of  the  Forearm,”  J.  E.  M.  Thompson, 
M.  D.,  Lincoln,  Nebraska. 

The  Fremont  meeting,  December  16,  included  a din- 
ner at  the  Pathfinder.  Mr.  M.  C.  Smith,  executive 
secretary  again  spoke  and  the  following  scientific 
program  was  given: 

“Some  Thoracic  Cases  with  X-Ray  Studies — Radio- 
sensitivity to  Thoracic  and  Other  Tumors,”  Rodney 
Bliss,  M.  D.,  Omaha,  Nebraska. 

“Surgical  Problems  Concerning  the  Thorax,”  Joseph 
Weinberg,  M.  D.,  Omaha,  Nebraska. 

The  Jefferson  and  Thayer  County  Medical  Societies 

held  a joint  meeting  at  Hebron,  December  13th.  Fol- 
lowing a dinner  at  the  Hebron  hotel,  the  program 
was  given  at  the  parlors  of  the  Blue  Valley  hospital. 
Dr.  Geo.  W.  Ainley,  Fairbury,  presented  case  histories 
of  four  cases  of  diabetes  in  which  he  had  used  man- 
ganese dioxide.  From  this  limited  experience  he 
drew  the  conclusion  that  the  use  of  manganese  diox- 
ide in  diabetes  is  entirely  empirical  and  that  it  is 
probably  not  of  any  great  value. 

Dr.  W.  A.  Rush,  Beatrice,  spoke  on  the  use  of  the 
x-ray  in  the  diagnosis  of  gastro-intestinal  diseases. 
He  emphasized  the  fact  that,  while  the  x-ray  is  a 
valuable  laboratory  procedure  and  of  much  aid  in 
arriving  at  a proper  diagnosis,  a careful  history  and 
physical  examination  must  furnish  the  basis  for  the 
proper  interpretation  of  x-ray  findings. 

The  Thayer  County  Medical  Society  elected  Dr.  M. 
F.  Schafer,  Alexandria,  president;  Dr.  H.  W.  Saylor, 
Bruning,  vice  president,  and  Dr.  Rudolph  F.  Decker, 
Byron,  secretary-treasurer  and  delegate. 

Another  joint  meeting  is  planned,  to  be  held  at 
Fairbury  in  February.  Fifteen  physicians  were  pres- 
ent at  the  meeting. 


Dr.  Francis  L.  Simonds  is  associated  with  Dr.  A.  F. 
Tyler,  Omaha,  in  the  practice  of  radiology. 

Dr.  and  Mrs.  F.  J.  Kotler,  West  Point,  enjoyed  a 
vacation  trip  to  Mexico  City  during  December. 

Dr.  R.  S.  Cram,  Burwell,  spent  several  weeks  in 
Chicago  recently  doing  intensive  postgraduate  work. 

Dr.  and  Mrs.  J.  S.  Taylor,  Fairbury,  were  in  an 
auto  accident  near  Des  Moines,  the  latter  part  of 
November. 

Dr.  Carroll  D.  Evans,  Sr.,  Columbus,  was  recently 
elected  president  of  the  Nebraska  Veteran  Fremason’s 
Association. 

Dr.  Jennie  Callfas,  Omaha,  gave  an  illustrated 
lecture  on  the  Holy  Land  before  the  Sherman  school 
P.  T.  A.  association. 

Before  the  Nu-Med  society  of  the  Nebraska  Uni- 
versity, Lincoln,  Dr.  J.  J.  Holmes  spoke  of  “The 
Evolution  of  the  Physician.” 

Dr.  and  Mrs.  C.  L.  Grosskopf,  residents  of  Deshler, 
where  the  doctor  practiced  for  thirteen  years,  have 
returned  to  Germany  to  live. 

Dr.  Aaron  McMillan  spoke  before  the  Municipal 
University  Pre-medic  club,  Omaha,  recently,  on 
“Tropical  Medicine.”  He  is  a missionary  physician. 

Dr.  and  Mrs.  Paul  Thorough,  Syracuse,  suffered 
serious  injuries  in  an  auto  accident,  the  result  of 
going  into  a ditch  to  avoid  being  struck  by  another 
car. 

Dr.  DeWitt  S.  Lowe,  superintendent  of  the  Duncan 
Memorial  Hospital,  Chan-ju,  Korea,  a former  Ne- 
braskan, is  in  the  state  on  leave  and  has  given  a 
number  of  lectures  on  Korea. 

A correction:  Dr.  Frank  T.  Hamilton,  Friend,  was 
elected  president  of  the  Seventh  Councilor  District 
Medical  Society  at  the  meeting  held  at  Harvard,  in- 
stead of  Dr.  Charles  F.  Nutzman,  retiring  president. 

Drs.  Davis  and  Newton,  Genoa,  arranged  for  an 
x-ray  meeting,  lunch  and  social  hour  at  their  offices, 
December  8,  the  guest  of  honor  being  Dr.  Kenneth 
Davis  (son  of  Dr.  Homer  Davis),  who  gave  demon- 
strations of  barium  meal  and  fluoroscopy  of  the 
stomach  and  showed  stomach  films,  and  gave  a talk 
on  x-ray  diagnosis  of  diseases  of  the  stomach.  Dr. 
Kenneth  Davis  is  a roentgenologist  in  Los  Angeles 
connected  with  the  Southern  California  Medical  Col- 
lege. 

BOOKS  RECEIVED 

KEY  TO  SYMPTOMATOLOGY:  Gynecological  Dis- 
eases. 

KEY  TO  SYMPTOMATOLOGY:  Dermatological 

Diseases.  The  Key  System,  Publishers,  Nebraska 
City,  Nebr. 
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AS  OTHERS  SEE  US: 

THE  USEFUL  LIFE  OF  THE  COUNTRY 
DOCTOR 

It  must  have  been  an  inspiring  occasion  when 
the  town  of  Bethel,  O.,  celebrated  the  one  hun- 
dredth birthday  of  a physician  who  had  prac- 
ticed there  75  years. 

The  news  dispatches  did  not  state  what  secret 
ambitions  Dr.  William  Eberle  Thompson  has 
cherished,  or  what  crushing  discouragement  he 
has  experienced  during  his  long  professional  ca- 
reer. Neither  was  it  indicated  whether  he  has 
acquired  even  modest  wealth  in  being  what  he 
proudly  called  “just  a country  doctor.” 

But  many  of  the  1,800  persons  whom  he  had 
brought  into  the  world  as  babies  were  there  to 
pay  homage.  The  local  weekly  paper  got  out 
a special  edition  for  him.  The  Ohio  State  Medi- 
cal association  sent  a delegate  to  add  to  the 
plaudits.  And  Dr.  Thompson  made  a speech  and 
said  he  was  very,  very  happy. 

When  Dr.  Thompson  leaves  this  mortal  coil, 
the  outside  world  may  “little  note  nor  long  re- 
member” aught  save  his  exceptional  span  of 
years.  Yet  no  formal  obituary  or  chronicler 
could  possibly  list  the  services  he  has  undoubtedly 
rendered  in  75  years  of  healing  the  sick,  prevent- 
ing disease,  comforting  the  sorrowing,  making 
last  hours  easier,  saving  mothers  as  much  pain 
as  possible  in  their  age-old  travail,  and  probably 
being  paid  by  a minority  for  his  ministrations. 

Glory  is  not  for  the  country  doctor,  save  in 
his  opportunity  for  altruism.  Material  rewards 
are  seldom  his,  and  neither  storm  nor  night  stays 
him.  Exalted  in  the  abstract,  as  an  individual 
he  often  lives  and  dies  without  even  local  recog- 
nition. To  survive  the  arduous  labors  of  a coun- 
try doctor  for  three-quarters  of  a centurv  a man 


the  high  incidence  of  cancer  of  the  lip  in  fisher- 
men, jt  is  certainly  not  the  only  factor  involved. 
1 he  outdoor  life  and  exposure  to  the  sun  is  prob- 
ably a more  important  cause,  and  in  addition  the 
etiologic  role  of  pipe  smoking  must,  of  course,  be 
considered.  Fishermen  are  probably  even  more 
exposed  to  the  irritating  action  of  sun  and  wind 
than  are  farmers.  They  almost  universally  com- 
plain of  the  susceptibility  of  the  lower  lip  to  sun- 
burn and  some  wear  an  overhanging  moustache 
for  its  shading  effect  on  the  lower  lip.  The  fact, 
however,  that  cancer  of  the  lip  was  found  to  oc- 
cur in  many  net  loft  workers  who  remain  largely 
indoors  and  several  of  whom  were  not  pipe  smok- 
ers would  indicate  that  exposure  to  tar  was  prob- 
ably the  important  factor  in  these  particular  cases, 
especially  so  in  view  of  the  practice  of  holding 
the  tar  smeared  needle  in  the  mouth.  The  causa- 
tive role  of  pipe  smoking,  in  spite  of  its  generally 
accepted  importance,  has  not  been  definitely  es- 
tablished. In  the  eight  cases  of  tar  cancer  of  the 
lip  reported  by  the  author,  two  used  no  tobacco 
at  all.  while  six  were  pipe  smokers.  Of  these  six, 
however,  four  held  the  pipe  on  the  side  opposite 
from  that  on  which  the  lesion  developed.  One 
might  expect  that  fishermen  would  develop  tar 
cancer  on  the  arms  and  hands  more  frequently 
than  on  the  lip,  since  the  former  are  necessarily 
more  constantly  exposed  to  the  tar.  Although 
tar  warts  of  the  hands  and  arms  were  observed 
in  several  net  loft  workers,  only  one  case  of  can- 
cer of  the  arm  was  brought  to  his  attention,  and 
the  impression  was  gained  that  this  must  be  rare. 
This  high  incidence  of  lip  cancer  is,  however,  in 
accord  with  the  observations  of  those  who  have 
investigated  tar  and  pitch  cancer  in  other  indus- 
tries and  is  probably  due  to  the  relatively  high 
vulnerability  of  the  lip  to  cancerous  changes. 
Moreover,  in  fishermen  there  is  the  added  factor 
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RECOGNITION  AND  MANAGEMENT  OF  INTRATHORACIC 

GOITERS 


N.  FREDERICK  HICKEN,  M.  D„ 

Departments  of  Surgery  and  Anatomy, 

University  of  Nebraska  College  of  Medicine, 

Omaha,  Nebraska. 

(Material  gathered  at  the  University  of  Nebraska  and  while  associated  with 
George  W.  Crile  and  R.  S.  Dinsmore  at  the  Cleveland  Clinic,  Cleveland,  Ohio.) 


Over  125  years  of  surgical  experience  with  the 
thyroid  gland  has  succeeded  in  teaching  both 
the  laity  and  the  surgeon  that  the  management 
of  an  ‘inward’  or  intrathoracic  goiter  presents  a 
difficult  problem.  Whenever  the  diagnosis  of 
a goiter  is  made,  the  patient  immediately  inquires 
whether  it  is  an  ‘inward’  or  ‘outward’  variety 
and  if  told  that  it  is  a simple  external  form, 
he  approaches  the  operation  with  but  little  mis- 
giving. On  the  other  hand,  the  diagnosis  of  an 
inward  goiter  always  creates  fear  and  apprehen- 


sion, and  justly  so,  for  experience  has  emphasized 
the  dangers  of  removing  thyrogenic  tumors  from 
the  thoracic  cavity. 

Unfortunately,  the  failure  to  adopt  standard- 
ized terminology  in  describing  intrathoracic  goi- 
ters has  led  to  much  confusion.  The  indiscrim- 
inate and  synonymous  use  of  such  terms  as  sub- 
clavian, substernal,  mediastinal  and  intrathoracic, 
in  describing  the  location  of  the  goiterous  tum- 
ors, has  merely  increased  the  misunderstanding. 
It  matters  not  whether  the  thyrogenic  tumor  lies 
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wholly  behind  the  sternum,  extends  out  into  the 
mediastinum,  or  is  situated  deep  within  the  chest 
cavity ; it  is  still  an  intrathoracic  goiter.  The  one 
distinguishing  feature  of  such  tumors  is  that  the 
entire  goiterous  mass,  or  at  least  a portion  of  it 
must  remain  within  the  thoracic  cavity  at  all  times. 
They  may  be  divided  into  the  complete  and  partial 
varieties.  The  completely  intrathoracic  adenoma 
lies  entirely  below  the  plane  of  the  superior  thor- 
acic outlet,  being  always  confined  within  the  chest 
cavity.  If,  on  the  other  hand,  any  portion  of  this 
goiterous  mass  extends  above  the  suprasternal 
notch,  or  if  it  is  forced  up  into  the  cervical 
area  by  the  acts  of  coughing,  sneezing, 
straining,  or  swallowing,  it  must  then  be 
classified  as  a partial  intrathoracic  form. 
Not  infrequently  an  adenoma  arises  from  the 
lower  pole  of  a normally  placed  thyroid  gland 
and  by  growth  extends  into  the  mediastinum. 
Such  a tumor  then  occupies  a cervical  position ; 
it  also  passes  behind  the  clavicle,  lies  beneath  the 
sternum,  extends  into  the  mediastinum  and  may 
even  gravitate  to  the  deeper  portions  of  the  chest 
cavity  but  it  is  still  an  incompletely  intrathoracic 
goiter.  Many  surgeons  consider  that  if  over  one- 
half  of  the  goiter  lies  within  the  mediastinal  cav- 
ity, it  belongs  to  the  completely  intrathoracic  vari- 
ety but  such  a classification  is  misleading  for  the 
goiterous  mass  maintains  both  a cervical  and  in- 
trathoracic position.  It  is  evident  that  practically 
all  “inward”  goiters  must  be  classified  as  the  par- 
tial or  incomplete  type. 

There  is  a definite  geographical  variation  in 
the  incidence  of  intrathoracic  goiters  for  they  oc- 
cur much  more  frequently  in  those  areas  where 
the  endemic  and  colloid  forms  abound.  Czer- 
mak(3),  of  the  Innsbruck  Clinic,  maintains  that 
about  48%  of  all  goiters  are  of  the  intrathoracic 
type,  while  Pemberton (11),  in  this  country,  found 
the  incidence  to  be  13.5%  for  the  incomplete  vari- 
ety and  0.6%  for  the  completely  intrathoracic 
group.  The  author’s  series  of  110  intrathoracic 
goiters  represented  but  11%  of  the  total  number 
of  thyroid  glands  removed,  and  only  1.17%,  or 
2 cases,  were  of  the  complete  type. 

Goiters  assume  an  intrathoracic  position  be- 
cause of  developmental  anomalies  or  from  acci- 
dents of  growth.  Embryologically,  it  is  possible 
for  aberrant  thyroid  tissue  to  become  misplaced 
within  the  chest  cavity.  Heuer(A  maintains  that 
some  thyrogenic  tissue  may  be  carried  into  the  up- 
per thorox  along  with  the  thymic  stock.  It 
is  also  conceivable  that  a small  fragment  of  the 
thyroid  tissue  may  become  detached  from  the 
parent  gland  during  its  fetal  descent  and  migrate 
to  the  thoracic  cavity  where  it  subsequently  be- 


comes an  aberrant  goiter  (Fig.  1).  Kocker(9) 
reports  23  instances  in  which  the  aberrant  isolated 
intrathoracic  goiter  was  completely  independent 
of  the  cervical  thyroid. 

The  vast  majority  of  intrathoracic  goiters  arise 
from  some  accident  of  growth.  A small  adenoma, 
originating  in  the  lower  portion  of  the  thyroid 
gland,  may  during  its  development  extend  into 
the  thoracic  cavity.  According  to  Lahey(10)  it 
does  this  by  following  the  line  of  the  least  resist- 
ance, namely  the  fascial  planes  of  the  neck.  The 
pre-thyroid  muscles  prevent  the  adenoma  from 
growing  anteriorly,  the  cervical  vertebrae  pre- 
clude its  posterior  extension,  and  the  sternocleido- 
mastoid muscle  and  the  great  vessels  of  the  neck 
impede  its  lateral  growth,  hence  the  mediastinum 
affords  the  only  avenue  of  escape.  The  upward 
and  downward  movements  of  the  adenoma  dur- 
ing deglutition  separate  the  fascial  layers  of  the 
neck  and  readily  form  a passageway  to  the  upper 
chest  cavity.  Once  the  adenoma  is  directed  be- 
neath the  bony  structure  of  the  upper  thorax,  its 
downward  growth  is  certain.  In  its  descent  it 
carries  with  it  the  cervical  and  mediastinal  fascias 
and  also  the  thyroid  vessels.  Usually,  the  intra- 
thoracic tumor  is  attached  to  the  parent  thyroid 
gland  by  means  of  a thin  pedicle  of  tissue.  Occa- 
sionally this  communicating  stalk  or  fibrous  band 
becomes  so  attenuated  that  it  can  no  longer  re- 
strict the  movements  of  the  aberrant  goiterous 
nodule  and  such  a tumor  is  designated  as 
“strumma  mobilis.” 

The  symptoms  produced  by  an  intrathoracic 
goiter,  other  than  those  caused  by  an  associated 
hyperthyroidism,  are  entirely  mechanistic.  The 
tumor  may  exert  pressure  on  the  treachea, 
esophagus,  nerves  and  blood  vessels  of  the  neck 
and  mediastinum.  The  trachea,  because  of  its 
intimate  relation  to  the  thyroid  gland,  is  usually 
the  first  to  produce  symptoms.  The  goiterous 
mass  compresses,  displaces,  angulates  and  rotates 
the  trachea  and  larynx  so  that  their  structures  are 
distorted  and  their  lurnina  narrowed.  This 
gives  rise  to  a difficulty  in  breathing,  pro- 
ducing a characteristic  wheeze  or  stridor  which 
is  frequently  associated  with  a sense  of  tightness 
or  constriction  within  the  chest  cavity.  Occa- 
sionally the  obstruction  may  reach  an  advanced 
degree  before  the  patient  seeks  relief.  Some  ex- 
perience dyspnea  only  when  recumbent,  finding  it 
impossible  to  breathe  if  the  head  is  turned  to, 
say  the  right  side,  but  can  sleep  comfortably  in 
another  position.  HertzleU6>  reports  a sudden 
asphyxial  death  resulting  from  hemorrhage  into 
a large  intrathoracic  cystic  adenoma.  The  “div- 
ing” or  “wandering”  goiter  (tauchkropf)  may 
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produce  a sudden  strangulation  and  suffocation 
if  it  should  become  incarcerated  in  the  superior 
thoracic  outlet. 

Circulatory  disturbances  are  very  common  in 
these  patients.  Tachycardia,  bradycardia,  ar- 
hythmia,  auricular  fibrillation,  and  even  decom- 
pensation may  occur  in  the  absence  of  thyrotoxi- 
cosis. Pressure  on  the  large  vessels  of  the  neck 
and  mediastinum  retard  the  return  flow  of  blood 
to  the  heart,  resulting  in  an  engorgement  and  di- 
latation of  the  superficial  blood  vessels  of  the 
neck  and  chest.  Hertzler(6:)  points  out  that  if 
the  goiterous  mass  presses  on  the  innominate  ar- 
tery there  may  be  an  inequality  of  pulse.  Schuy- 
zer(14>  and  later  Curtis(2)  called  attention  to  these 
“mechanical  goiter  hearts’’  and  the  benefits  de- 
rived from  thyroidectomies.  Frequently  the  car- 
diac symptoms  may  be  due  to  an  associated  hyper- 
thyroidism. for  an  adenoma,  regardless  of  its  lo- 
cation, can  become  hyperfunctioning.  The  diag- 
nosis of  a thyrotoxicosis  in  these  cases  is  most 
difficult,  for  a non-toxic  intrathoracic  adenoma 
may  closely  mimic  the  symptoms  of  hyperthyroid- 
ism. By  its  mechanical  influence  a non-toxic  goi- 
terous mass  may  cause  a tachycardia,  auricular 
fibrillation  and  myocardial  decompensation.  It 
may  compress  the  trachea  and  thus  produce  res- 
piratory difficulties  which  increase  the  consump- 
tion of  oxygen,  resulting  in  an  elevated  basal 
metabolic  rate.  Not  infrequently  the  adenoma- 
tous mass  presses  on  the  esophagus  and  inter- 
feres with  the  ingestion  of  food  thus  causing  the 
patient  to  lose  weight.  All  of  these  symptoms 
suggest  hyperthyroidism. 

In  this  series  of  110  cases,  40  patients  were 
suspected  of  having  an  associated  thyrotoxicosis, 
of  which  number  32  had  an  average  basal  meta- 
bolic rate  of  plus  40%,  24  had  a pulse  rate  of  100 
or  more,  25  had  lost  more  than  10  pounds  of 
weight,  and  10  presented  microscopic  evidence  of 
definite  hyperplasia  of  the  thyroid  gland.  Thus 
19%  of  our  cases  had  an  associated  hyperthyroid- 
ism. Such  a high  incidence  can  perhaps  be  ac- 
counted for  by  the  fact  that  the  majority  of  these 
patients  came  from  the  Lake  Erie  region  where 
hyperthyroidism  is  rather  prevalent. 

Some  patients  complain  of  a persistent  trouble- 
some cough  which  is  the  result  of  tracheal  irrita- 
tion or  pressure  on  the  recurrent  laryngeal  nerve. 
Among  the  100  patients  seen  at  the  Cleveland 
Clinic  from  1926  to  1933  there  was  but  one  in- 
stance of  preoperative  vocal  cord  paralysis.  Hib- 
gins(8)  reported  100  cases  of  intrathoracic  goi- 
ters treated  at  the  same  institution  prior  to  1927 
and  found  that  13%  had  a preoperative  recurrent 


nerve  palsy.  This  discrepancy  can  be  accounted 
for  by  the  fact  that  in  his  cases  the  diagnosis  of 
recurrent  laryngeal  nerve  palsy  was  made  on  not- 
ing voice  changes  while  in  the  author’s  series  it 
was  based  on  a careful  preoperative  laryngoscopic 
examination.  The  downward  growth  of  the  goi- 
ter relaxes  rather  than  stretches  the  recurrent 
laryngeal  nerves.  Whenever  a spontaneous  vocal 
cord  paralysis  is  encountered  one  should  always 
be  suspicious  of  a malignant  degeneration  of  the 
thyrogenic  mass. 

Difficulties  of  deglutition  are  occasionally  en- 
counted,  particularly  in  those  goiters  that  extend 
posteriorly  between  the  trachea  and  the  esopha- 
gus, the  post-visceral  type.  Dysphagia  is  more 
likely  to  occur  in  those  goiters  which  undergo 
malignant  transformation.  Occasionally  some 
very  unusual  manifestations  appear.  WegelitB15) 
reported  a case  of  chylothorax  caused  by  the 
pressure  of  an  adenoma  on  the  orifice  of  the  thor- 


Fig.  1.  A completely  intrathoracic  adenoma  attached  to  the 
lower  pole  of  the  left  lobe  of  the  thyroid  gland  by  a small  at- 
tenuated pedicle.  The  aberrant  adenoma  lies  anterior  to  the 
trachea  and  compresses  it  against  thoracic  vertebrae.  (A)  Cross 
section  normal  trachea.  (B)  Cross  section  of  trachea  demon- 
strating antero-posterior  compression. 

acic  duct.  Schultze(13>  described  a hydrothorax 
resulting  from  a pressure  dilatation  of  the  azygos 
veins.  Rachford(12)  treated  a patient  in  whom 
the  goiter  had  caused  a pressure  palsy  of  the 
phrenic  nerve. 

The  recognition  of  a partial  intrathoracic  goi- 
ter is  very  simple  for  the  gland  can  be  seen  and 
felt,  but  the  complete  variety  presents  a more  dif- 
ficult diagnostic  problem.  In  one  of  our  patients 
a multiple  adenomatous  thyroid  was  removed 
from  the  cervical  area  because  of  a severe  hyper- 
thyroidism associated  with  an  auricular  fibrilla- 
tion and  myocardial  decompensation.  She  died 
on  the  5th  postoperative  day  from  a pulmonary 
embolus  which  occurred  after  the  cardiac  rhythm 
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became  regular.  Postmortem  examination  re- 
vealed an  isolated  adenoma  measuring  5 cm.  in 
diameter,  lying  in  the  deeper  portion  of  the  chest 
cavity.  This  tumor  had  been  overlooked  during 
the  physical  examination,  it  was  not  visualized  by 
the  preoperative  roentgenograms  of  the  chest,  nor 
was  it  found  at  operation.  Had  there  been  a small 
tissue  pedicle  connecting  this  aberrant  goiter  to 
the  parent  thyroid  gland,  perhaps  it  would  have 
been  discovered  during  the  thyroidectomy. 

The  differentiation  of  an  intrathoracic  goiter 
from  a primary  mediastinal  neoplasm  is  also 
troublesome.  In  this  series  two  small  substernal 
dermoid  cysts,  3 cases  of  mediastinal  lymphosar- 
coma. and  one  case  of  Hodgkin’s  disease  were 
mistaken  for  intrathoracic  thyrogenic  tumors.  In 
each  instance  careful  stereoscopic  examination  of 
the  chest  had  been  made.  Roentgenographic 
studies,  however  are  indispensable  for  the  recog- 
nition of  intrathoracic  goiters.  Anteroposterior, 
semioblique,  and  lateral  skiagrams  should  be 
made.  The  mobility  of  the  tumor,  and  displace- 
ments of  the  trachea  during  respiration  and  swal- 
lowing can  best  be  studied  under  the  fluoroscope. 
In  some  instances  it  becomes  necessary  to  per- 
form an  exploratory  operation  before  an  accurate 
diagnosis  can  be  made  and  effective  therapy  giv- 
en. 

The  great  majority  of  all  intrathoracic  goiters 
are  adenomata.  Fully  8G%  of  our  110  cases 
were  so  diagnosed  by  histopathological  studies. 
These  nodular  goiters  may  undergo  cystic  degen- 
ation,  necrosis,  calcification,  hyperplasia,  and 
malignant  transformations. 

TABLE  I 


Multiple  adenomata  32% 

Diffuse  adenomata  20% 

Colloid  adenomata  24% 

Cystic  adenomata- 3% 

Foetal  adenomata  5% 

Colloid  goiter  10% 

Calcified  adenoma  2% 

Hyperplastic  goiter  4% 


Forty-seven  per  cent  of  these  intrathoracic  goi- 
ters appeared  to  originate  from  the  left  lobe  of 
thyroid,  27%  from  the  right  lobe  and  26%  were 
bilateral.  The  fact  that  the  left  lobe  of  the  thy- 
roid seems  to  have  a higher  incidence  of  adenom- 
atous tumors  that  the  right  lobe  is  more  appar- 
ent than  real,  for  when  it  is  remembered  that  the 
innominate  artery  forces  all  the  descending  goiter- 
ous  tumors  that  arise  from  both  the  left  lobe  and 
the  isthmus  over  into  the  left  side  of  the  chest 
cavity,  it  is  evident  that  a certain  percentage  of 
these  left  sided  tumors  must  arise  from  the  isth- 
mus. 


TREATMENT 

The  realization  that  fully  98  to  99%  of  all  in- 
trathoracic goiters  originate  in  a normally  placed 
thyroid  gland  and  later  gravitate  to  the  mediasti- 
num suggests  the  value  of  preventative  measures. 
Every  patient  who  has  a low-lying  goiter  that 
tends  to  descend  into  the  thorax  should  have  a 
thyroidectomy.  The  ‘wandering’  and  ‘diving’  goi- 
ters should  be  removed  before  they  become  incar- 
cerated within  the  chest  cavity.  Crile(1)  wisely 
suggests  that  all  patients  having  multiple  nodular 
goiters  should  have  an  examination  at  least  once 
a year,  and  if  the  tumors  show  any  inclination  to 
become  intrathoracic  they  should  be  excised. 

The  surgical  removal  of  an  intrathoracic  goi- 
ter may  be  easy  or  extremely  difficult.  In  some 
instances  the  tumor  seems  to  ‘pop  out'  but  if  the 
goiterous  mass  is  larger  than  the  superior  thoracic 


Fig.  2.  This  is  a bilateral  incompletely  intrathoracic  goiter 
as  the  thyrogenic  tumors  occupy  both  a cervical  and  a mediastin- 
al position.  The  trachea  is  compressed  in  both  a lateral  and 
antero-posterior  direction,  producing  a triangular  lumen  (B). 

aperture,  and  if  a co-existing  thyroiditis,  cystic 
degeneration,  malignant  change  or  calcification 
of  the  adenoma  has  resulted  in  many  fibrous  ad- 
hesions, then  the  delivery  may  be  impossible,  or 
at  the  best  very  difficult. 

A local  infiltration  anesthesia  is  ideal,  provid- 
ing oxygen  can  be  supplied  under  positive  pres- 
sure in  times  of  need.  While  mobilizing  or  deliv- 
ering the  goiterous  tumor,  the  trachea  may  be 
inadvertently  compressed  so  that  a temporary  as- 
phyxia results.  Forced  oxygen  inhalation  tides 
the  patient  over  this  crucial  period  of  transitory 
suffocation  and  a tracheotomy  is  averted.  On 
the  other  hand,  a general  anesthetic  stimulates 
the  outpouring  of  mucus  into  the  tracheobron- 
chial tree  and  the  tenacious  secretion  obstructs 
the  narrowed  tracheal  lumen,  producing  cyanosis 
and  asphyxia.  Being  in  an  unconscious  state  the 
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patient  cannot  expectorate  the  mucus  plugs,  hence 
a tracheotomy  becomes  necessary.  Also,  the 
nausea  and  vomiting  which  follow  the  use  of  a 
general  anesthetic  tend  to  increase  the  incidence 
of  postoperative  hemorrhage. 

There  are  several  important  anatomical  points 
to  be  considered  before  attempting  to  remove  an 
intrathoracic  goiter.  In  the  first  place,  the  su- 
perior thoracic  aperture  is  very  small  and  non- 
elastic. It  measures  about  5 to  6 cm.  in  its  an- 
teroposterior diameter  and  from  9 to  10  cm.  in 
width.  The  size  of  the  opening  is  further  re- 
duced by  the  presence  of  the  trachea,  esophagus, 
thoracic  duct  and  a group  of  large  blood  vessels 
and  nerves.  Hence,  there  is  but  a small  potential 
space  through  which  the  goiter  can  be  delivered. 
It  is  also  well  to  remember  that  all  benign  thyro- 
genic  tumors  are  completely  encapsulated  and 
should  be  removed  intact.  Residual  fragments 
soon  become  necrotic  because  their  blood  supply 


Fig.  3.  A large  multiple  adenomatous  goiter  arising  from 
lower  pole  of  the  left  lobe  of  the  thyroid.  The  intrathoracic 
tumor  has  displaced  the  trachea  to  the  right  and  distorted  its 
lumen  until  it  resembles  a vertical  slit  (B).  This  patient  ex- 
perienced difficulty  in  breathing  when  lying  on  the  right  side. 
An  emergency  tracheotomy  became  necessary  while  attempting 
to  mobilize  the  gland. 

has  been  destroyed  and  so  predispose  to  prolonged 
drainage,  infection  and  mediastinitis.  One  should 
appreciate  that  the  goiterous  mass  is  held  im- 
prisoned within  the  chest  cavity  by  three  distinct 
forces,  namely,  the  negative  intrathoracic  pres- 
sure, by  adhesions  between  the  thyroid  capsule 
and  the  adnexal  structures,  and  by  the  extreme 
smallness  of  the  bony  thoracic  outlet.  It  is  obvious, 
therefore,  that  ‘inward’  goiters  cannot  be  ‘jerked 
out  from  the  thoracic  cavity  but  that  it  requires 
skillful  manipulative  movements  to  enucleate  these 
aberrant  thyroid  tumors.  . 

The  thyroid  gland  is  best  exposed  by  a low  col- 


lar incision  followed  by  a wide  transverse  divi- 
sion of  the  pretracheal  muscles  and  fascia.  After 
determining  the  exact  position  of  the  trachea,  the 
isthmus  of  the  thyroid  is  divided.  This  proce- 
dure exposes  the  trachea  and  thus  greatly  facili- 
tates a tracheotomy,  should  the  latter  become  nec- 
essary. If  there  should  be  a contralateral  cervi- 
cal goiter,  resection  of  this  tumor  usually  expe- 
dites the  removal  of  the  intrathoracic  growth  and 
minimizes  the  necessity  for  a tracheotomy.  Fur- 
thermore the  division  of  the  isthmus  facilitates 
the  mobilization  of  the  cervical  goiter  by  remov- 
ing its  only  attachment  to  the  trachea.  The  su- 
perior thyroid  artery  and  vein  are  then  ligated 
and  divided.  This  permits  the  superior  pole  of 
the  tumor  to  be  pulled  forward  thus  exposing  the 
carotid  sheath  and  internal  jugular  vein. 

Now  that  the  cervical  portion  of  the  goiterous 
mass  is  completely  mobilized,  gentle  upward  and 
forward  traction  on  the  tumor  reveals  the  middle 
thyroid  vein  as  it  passes  from  the  goiter  to  the 
exposed  internal  jugular  vein.  This  vessel  is 
doubly  ligated  and  divided.  The  cleavage  plane 
separating  the  goiter  capsule  from  the  mediastinal 
structure  is  easily  found  by  passing  the  index 
finger  along  the  posterior  surface  of  the  tumor 
just  anterior  to  the  carotid  sheath.  If  the  explor- 
ing finger  follows  this  fascial  plane,  injury  to  the 
thoracic  duct  and  pleura  is  impossible.  Dins- 
more(4)  has  pointed  out  that  it  is  much  safer  to 
approach  the  intrathoracic  adenoma  from  behind 
than  in  front  as  there  are  no  veins  to  be  torn 
from  the  posterior  surface  of  the  goiter.  After 
the  finger  has  entered  the  mediastinum  it  is  then 
passed  from  the  posterior  to  the  lateral  and  thence 
to  the  anterior  surfaces  of  the  goiter,  thus  com- 
pletely mobilizing  the  tumor.  Extreme  care 
should  be  taken  not  to  break  any  large  adhesion 
or  blood  vessel,  as  a mediastinal  hemorrhage  fre- 
quently results  from  such  practices.  A thyroiditis, 
malignant  transformation,  calcification,  and  cystic 
degeneration  of  thyroid  adenomas  often  produce 
such  extensive  adhesions  between  the  thyroid  cap- 
sule and  the  mediastinal  structures  that  enuclea- 
tion is  impossible. 

No  difficulty  is  encountered  in  delivering  the 
small,  encapsulated  intrathoracic  goiters  for  they 
frequently  ‘jump’  out  of  the  chest  cavity  when 
the  patients  cough  or  strain.  The  larger  thyro- 
genic  tumors  cannot  be  dragged  up  through  the 
small  thoracic  aperture  without  lacerating  and 
fragmenting  the  gland.  Attempts  to  pry  the 
tumor  out  of  its  mediastinal  nest  by  dependent 
digital  pressure  merely  increase  the  lateral  diam- 
eter of  the  gland  so  that  it  cannot  pass  through 
the  thoracic  outlet.  Large  intrathoracic  goiters, 
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however,  can  be  coaxed  from  the  chest  cavity  by 
exerting  gentle  traction  from  above  combined 
with  sustained  digital  pressure  from  below.  Haste 
and  roughness  always  beget  trouble. 

•Frequently  one  encounters  such  a large  intra- 
thoracic  goiter  that  it  cannot  be  delivered  intact 
through  the  small  thoracic  outlet.  Attempts  to 
enlarge  this  bony  aperture  by  splitting  the  ster- 
num or  resecting  the  clavicle  and  first  two  ribs 
produce  so  much  shock  that  these  procedures  have 
been  abandoned.  The  only  alternative  is  to 
reduce  the  size  of  the  tumor  mass  by  performing 
an  intracapsular  fragmentation  or  morcellation. 
The  haunting  danger  of  severe  hemorrhage  can 
be  greatly  minimized  by  ligating  the  superior 
thyroid  vessels  and  middle  thyroid  vein  before 


Fig.  4.  The  mobilizing  finger  is  first  introduced  along  the 
posterior  surface  of  the  adenoma,  then  swept  laterally  and  fin- 
ally anteriorly.  After  the  goiter  is  completely  mobilized  it  is 
delivered  by  gentle  but  firm  traction  on  the  gland  and  by 
simultaneous  digital  pressure  from  below.  By  such  gentle 
manipulative  measures  a large  adenoma  can  be  “teased”  through 
the  thoracic  outlet. 

fragmenting  the  gland.  Extreme  care  should  be 
taken  to  remain  within  the  thyroid  capsule  and 
after  a sufficient  amount  of  the  tumor  mass  has 
been  scooped  out,  the  remaining  tissue  can  be  de- 
livered by  gentle  upward  traction  and  digital 
manipulation.  Occasionally,  however,  the  thyroid 
capsule  is  so  adherent  to  the  mediastinal  structures 
that  it  cannot  be  delivered.  In  such  instances  all 
the  goiterous  tissue  is  removed  from  within  the 
capsule,  then  by  gentle  upward  traction  on  the 
capsule  the  inferior  thyroid  vessels  are  exposed 
and  ligated.  The  empty  capsule  is  then  permit- 
ted to  remain  within  the  thoracic  cavity  and  is 
firmly  packed  with  gauze  to  control  the  slight 
venous  oozing. 

In  the  vast  majority  of  cases,  the  entire  goiter- 
ous mass  can  be  delivered  and  the  resultant  media- 


stinal defect  firmly  packed  with  hot  moist  gauze 
before  the  inferior  thyroid  artery  and  veins  are 
ligated,  as  the  descent  of  the  tumor  has  elongated 
these  vessels.  Ligation  of  these  structures  under 
direct  vision  minimizes  the  danger  of  injuring 
the  recurrent  laryngeal  nerve  and  also  makes  it 
possible  to  preserve  the  posterior  segments  of  the 
normal  thyroid  tissue,  thus  protecting  the  para- 
thyroid glands.  The  goiter  is  then  excised  and 
the  gauze  pack  removed.  This  permits  the  wound 
to  be  thoroughly  washed  out  with  saline  solution 
and  reveals  all  bleeding  points.  If  the  residual 
cavity  is  very  large,  it  is  again  firmly  packed  with 
medicated  gauze  which  not  only  exerts  a hemo- 
static and  bactericidal  influence  but  also  stimu- 
lates the  formation  of  a protective  wall  of  granu- 
lation tissue.  This  pack  is  not  disturbed  until 
48  to  72  hours  later  and  if  there  has  been  no 
bleeding  it  is  then  replaced  with  a piece  of  rub- 
ber dam.  We  have  found  that  surgical  gloves 
make  excellent  massive  rubber  drains  if  inserted 
into  the  wound. 

Ample  drainage  must  be  provided  as  collections 
of  serum  and  blood  often  produce  pronounced 
systemic  reactions  and  favor  infection.  Closure 
of  the  wound,  therefore,  is  usually  deferred  until 
the  drainage  has  practically  subsided.  Too  early 
healing  of  the  incision  results  in  a retention  of 
secretions  which  necessitates  reopening  the 
wound.  Complete  evacuation  of  the  deep  seated 
mediastinal  cavity  can  be  obtained  by  having  the 
patient  assume  the  recumbent  position,  face  down- 
ward, with  the  foot  of  the  bed  elevated.  This  plan 
of  postural  drainage  is  repeated  four  or  five  times 
each  day.  Occasionally  continuous  suction  will 
facilitate  healing  by  keeping  the  wound  dry.  Not 
infrequently  some  of  these  wounds  drain  for  sev- 
eral weeks,  particularly  if  they  should  become  in- 
fected. 

Irradiation*2) *5)  has  but  little  value  in  the 
treatment  of  intrathoracic  goiters  unless  the  tum- 
ors have  become  malignant.  Thyrogenic  ade- 
nomas are  radioresistant  and  this,  combined  with 
the  pronounced  tendency  of  these  tumors  to  un- 
dergo cystic  changes,  to  become  calcified  or  to 
have  spontaneous  intraglandular  hemorrhage, 
further  limits  the  effectiveness  of  roentgen  ray 
or  radium  therapy.  Whenever  possible,  thyro- 
genic tumors  should  be  excised. 

COMPLICATIONS 

Tracheal  Obstructions : Acute  obstructions  of 
the  trachea  may  occur  before  the  incision  has 
been  made.  Forcing  the  patient  to  assume  a re- 
cumbent posture  with  the  head  held  in  a hyper- 
extended  position  may  completely  obliterate  the 
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lumen  of  the  displaced  trachea  by  stretching  it 
over  a large  adenoma.  Not  infrequently  the  op- 
eration must  be  performed  with  the  patient  in  a 
semi-sitting  position. 

Asphyxia  during  the  operation  occurs  when 
the  intrathoracic  growth  is  being  mobilized  or 
while  the  tumor  is  being  delivered  through  the 
small  superior  thoracic  aperture.  Positive  oxygen 
inhalations  will  usually  tide  the  patient  over  this 
crucial  period.  One  should  not  hesitate  to  per- 
form a tracheotomy  as  it  may  be  a life  saving  pro- 
cedure, but  it  is  well  to  remember  that  it  intro- 
duces the  hazard  of  infection.  Whenever  it  is 
possible,  the  mediastinal  and  cervical  tissues 
should  be  protected  by  medicated  gauze  packs  be- 
fore opening  the  trachea  and  liberating  the  in- 
fected secretions.  In  the  vast  majority  of  cases 
the  tracheotomy  tube  can  be  removed  and  the 
opening  in  the  trachea  closed  as  soon  as  the 
tumor  has  been  excised. 

Respiratory  embarrassment  following  opera- 
tion results  from  mediastinal  hemorrhage,  vocal 
cord  paralysis,  severe  hyperthyroid  reactions  and 
from  obstructing  plugs  of  mucus,  particularly  in 
malnourished  toxic  subjects.  Whenever  the  pa- 
tient exhibits  the  slightest  difficulty  in  breathing, 
a careful  examination  should  be  made  to  deter- 
mine the  location  of  the  obstructive  mechanism 
and  if  indicated  a tracheotomy  should  be  per- 
formed. In  these  cases  of  deferred  tracheotomy, 
the  mediastinal  cavity  should  be  packed  with 
medicated  gauze  (iodoform  or  acriflavin)  before 
opening  the  trachea.  This  pack  should  not  be 
molested  for  72  to  96  hours,  for  during  this  time 
it  acts  as  a bactericidal  agent  and  the  irritative 
effect  of  the  chemical  ingredients  stimulates  the 
formation  of  a protective  wall  of  granulation  tis- 
sue which  tends  to  prevent  a generalized  media- 
stinitis. 

In  this  series  of  110  patients,  7 tracheotomies 
were  required.  Three  of  these  were  necessitated 
while  mobilizing  bilateral  intrathoracic  goiters 
which  had  produced  a “saber  trachea.”  One  was 
performed  before  attempting  to  deliver  a calcified 
adenoma,  and  two  were  done  during  the  first  48 
hours  after  the  operation  because  of  a unilateral 
recurrent  nerve  paralysis  and  one  because  a 
tenacious  mucus  plug  prevented  the  free  exchange 
of  air.  None  of  the  tracheotomized  patients  died, 
but  in  each  instance  the  wound  became  infected. 

Hemorrhage : Preliminary  ligation  of  the  su- 
perior thyroid  and  middle  thyroid  vessels  before 
delivering  the  intrathoracic  goiter  has  greatly 
minimized  the  dangers  of  hemorrhage  during  the 


operation.  In  this  series,  postoperative  bleeding 
occurred  in  3%  of  the  cases  and  was  usually 
caused  by  slight  venous  ooze.  Any  difficulty  in 
respiration  requires  an  immediate  investigation 
of  the  wound  as  a large  mediastinal  hematoma 
can  rapidly  produce  asphyxia.  Most  hemorrhages 
are  easily  controlled  with  packs. 

Vocal  Cord  Paralysis:  One  of  the  greatest  haz- 
ards in  enucleating  the  intrathoracic  goiter  is  in- 
jury to  the  recurrent  laryngeal  nerves.  Stretch- 
ing, crushing,  or  compressing  with  hemostats  or 
sutures  are  the  most  frequent  sources  of  damage. 
Postoperative  laryngoscopic  examination  reveals 
the  incidence  of  paralysis  to  be  much  higher  than 
one  would  think.  Hoarseness  and  aphonia  are  not 
pathognomonic  of  recurrent  laryngeal  nerve  palsy 
for  they  may  be  associated  with  tracheitis,  laryn- 
gitis or  edema  of  the  vocal  cords.  In  this  series 
a permanent  postoperative  recurrent  nerve  palsy 
occurred  in  14%  of  the  cases,  while  56%  had  a 
transitory  edema  and  lagging  of  the  vocal  cords 
during  the  first  10  days  after  which  there  was  a 
restitution  of  normal  function. 

Infection : In  every  instance  in  which  the 
trachea  was  opened  the  wound  subsequently  be- 
came infected,  in  spite  of  the  most  rigid  precau- 
tions. Patients  having  large  residual  cavities 
from  which  there  was  a persistent  serous  drain- 
age for  a week  or  ten  days,  invariably  revealed  the 
presence  of  a low  grade  infection  due  to  a secon- 
dary bacterial  contamination.  The  use  of  medi- 
cated gauze  packs  during  the  first  48  hours  tem- 
porarily controls  the  infection  and  inhibits  its 
later  spread  by  forming  a wall  of  protective 
granulation  tissue  around  the  cavity.  A gener- 
alized mediastinitis  does  not  necessarily  follow 
wound  infection.  Frequent  irrigations,  dependent 
postural  drainage,  blood  transfusions  and  con- 
tinuous suctions  expedite  the  healing  of  contam- 
inated wounds. 

Tetany.  Only  two  cases  of  transitory  parathy- 
roid tetany  were  seen.  The  symptoms  were  mild 
and  the  calcium  and  phosphorous  metabolism  be- 
came normal  within  a five-week  period.  This 
suggests  that  the  parathyroid  bodies  had  not  been 
removed  but  that  the  physiological  disturbance 
was  caused  by  temporary  interference  with  their 
blood  supply.  By  delivering  the  intrathoracic 
tumor  before  ligating  the  inferior  thyroid  vessels, 
one  can  locate  the  parathyroid  bodies  and  thus 
protect  them  and  preserve  their  blood  supply. 

SUMMARY 

1.  Analytical  study  of  110  cases  of  intrathor- 
acic goiters  was  made  with  particular  reference 


48 


HEREDITY  IN  DISEASE:  CON  LIN 


Nebr.  S.  M.  Jour. 
February,  1936 


to  classification,  etiology,  symptomatology,,  diag- 
nosis, surgical  treatment,  complications,  and  re- 
sults. 

2.  The  vast  majority  of  intrathoracic  goiters 
can  be  prevented  by  the  early  removal  of  all  goi- 
terous  tumors  which  tend  to  gravitate  into  the 
thoracic  cavity. 

3.  Special  points  in  surgical  technic  were  em- 
phasized. 

4.  Tracheal  obstruction,  postoperative  hemor- 


rhage, vocal  cord  paralysis,  wound  infection  and 
tetany  were  the  most  frequent  complications  en- 
countered. 

5.  The  tendency  for  intrathoracic  adenoma- 
tous goiters  to  undergo  cystic  degeneration,  to 
become  calcified,  to  develop  malignant  transfor- 
mations, and  to  have  spontaneous  intraglandular 
hemorrhages,  combined  with  the  tendency  of 
these  adenomata  to  be  radio-resistant,  precludes 
the  use  of  radium  and  roentgenotherapy. 

(Bibliography  in  Reprints.) 
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Up  to  the  middle  of  the  last  century  habitus 
and  constitution  practically  dominated  medicine. 
With  the  advent  of  bacteriology,  pathology  and 
biochemistry,  sciences  which  seemed  to  solve  all 
the  mysteries  of  life  and  death,  these  factors 
gradually  lost  ground  and  ultimately  they  were 
almost  forgotten.  During  the  past  five  years, 
however,  a review  of  the  literature  indicates  re- 
vivication  of  interest  in  inheritance  and  this  is 
as  it  should  be,  for  “the  greatest  failures  in  medi- 
cine in  the  domain  of  therapeutics  have  been  with 
the  diseases  that  are  hereditary.” (1) 

The  importance  of  heredity  may  be  approached 
in  terms  of  mathematics.  In  1850  a new  born 
infant  had  a life  expectancy  of  35  years ; a new 
born  infant  in  1925  had  a life  expectancy  of  55 
years.  In  1850  an  individual  who  had  reached 
the  age  of  35  might  expect  to  live  25.3  years 
longer ; in  1925  an  individual  who  had  reached 
the  age  of  25  might  expect  to  live  25.4  years 
longer.  Expressing  this  differently:  today,  tak- 
ing a thousand  new  born  infants  of  all  economic 
and  social  classes,  following  them  until  they  die, 
the  sum  of  their  years  would  be,  in  1850,  35,000; 
in  1925  it  would  be  55,000,  but  if  a thousand  men 
and  women  representing  an  equal  cross  section 
of  the  population  were  grouped  at  age  35  and 
followed  until  they  died  the  sum  of  their  years 
would  be.  in  1850,  25,300  years,  and  in  1925, 
25,400  years.  These  facts  mean,  of  course,  that 
as  far  as  the  dangers  of  the  body  are  concerned 
man  has  conquered  his  environment  but  he  is 
still  as  much  at  the  mercy  of  his  heredity  as  he 
was  in  the  stone  age,  for  it  is  particularly  after 
35  years  of  age  that  hereditary  diseases  make 
themselves  manifest. (2) 

*Presented  before  the  annual  meeting,  Nebraska  State  Medi- 
cal Association,  Omaha,  May  14-16.  1935. 


From  the  standpoint  of  diagnosis,  therapeutics, 
and  preventative  medicine,  the  following  three  ex- 
amples may  serve  as  illustrations : 

1.  A bony  lump  on  the  arm  of  a child  was  diag- 
nosed sarcoma;  operation  advised.  The  tumor  found 
to  be  benign.  Further  study  revealed  that  the  father 
had  similar  exostoses.  Multiple  exostoses  are  well 
known  to  be  inherited. 

2.  A child  with  a dry  skin,  sparse  hair,  and  only 
one  tooth.  Diagnosed  hypothyroidism.  Thyroid  medi- 
cation was  instituted  and  the  child’s  condition  aggra- 
vated. Upon  consideration  of  the  family  history  it 
was  found  that  the  mother  also  had  few  teeth  and  a 
dry  skin.  A correct  diagnosis  of  congenital  ectoder- 
mal dysplasia  was  finally  made.  In  this  condition 
there  are  no  sweat  glands  so  the  child  could  not 
regulate  its  temperature  and  naturally  the  admini- 
stration of  thyroid  extract  aggravated  the  condition. 

3.  Patient  with  an  ulceration  under  a corn  on  his 
foot.  A neurologist  was  asked  to  see  the  case  in 
consultation  and  suggested  an  x-ray  of  the  spine  be- 
cause he  happened  to  know  this  man’s  two  brothers 
had  marked  trophic  lesions  due  to  occult  spina  bi- 
fida. (3) 

There  are  many  other  examples  of  familial 
disease  such  as  polydactylism,  hare-lip,  cleft  pal- 
ate, dwarfism,  -defective  vision,  color  blindness, 
hernia,  etc.  The  influence  of  heredity  is  shown 
not  only  in  disease  and  body  architecture  but  in 
the  mental  and  moral  make-up  of  some  indi- 
viduals as  well.  The  Hapsburg  lip,  the  Hapsburg 
madness,  and  the  Hapsburg  morals,  for  example, 
can  be  traced  through  eighteen  generations.  The 
old  statement  that  “blood  will  tell”  is  as  true  to- 
day as  it  was  when  these  characteristics  were 
first  described.  When  we  speak  of  blood  we.  of 
course,  mean  germ  cells. 

In  18G5  a young  Catholic  monk,  Gregor  Men- 
del, read  a paper  to  a company  of  his  neighbors 
in  a little  town  in  Austria.  It  was  the  dawn  of 
the  discovery  of  the  laws  which  govern  man’s 
heredity.  However,  it  was  not  until  1900,  when 
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a biologist,  pondering  over  the  laws  of  heredity 
recalled  Mendel’s  statements,  which  were  so  im- 
portant that  Bateson  depicted  them  as  having 
“more  to  do  with  man’s  destiny  on  this  earth 
than  any  other  scientific  knowledge  which  we 
can  now  foresee.”^3) 

There  are  five  rules  that  have  been  learned 
about  heredity,  confirmed  by  millions  of  experi- 
ments on  plants  and  animals  : 

First , that  characteristics  such  as  color,  curly 
or  straight  hair,  musical  ability,  longevity,  feeble- 
mindedness, genius,  etc.,  are  due  to  genes,  fac- 
tors or  determiners  which  exist  in  the  plant  or 
animal  world  in  pairs,  one  dominant  one  reces- 
sive. For  example,  tall  and  short,  straight  hair 
and  curly  hair. 

Second,  these  determiners  remain  separate,  and 
a determiner  for  each  contrasting  character  is 
believed  to  go  into  a different  germ  cell,  no  two 
members  of  any  pair  of  contrasting  characters 
ever  going'  into  a mature  germ  cell. 

Third,  these  determiners  assort  freely  on  the 
laws  of  chance  and  as  a result  the  characteristics 
of  parents  will  appear  in  a fairly  predictable  num- 
ber of  combinations  in  the  offspring. 

Fourth,  the  sperm  and  egg  of  every  species  of 
animal  or  plant  carries  a definite  number  of 
bodies  called  chromosomes  in  which  are  stored 
these  factors  or  determiners  and  every  plant  and 
animal  has  a certain  definite  number.  In  the 
human  there  are  48.  It  is  possible  to  watch 
these  chromosomes  under  the  microscope,  watch 
them  divide,  grow  and  assort  themselves  in 
Mendelian  proportions,  distributing  the  various 
characteristics  of  the  ancestry  among  the  de- 
scendents. 

Fifth,  this  stream  is  never  broken.  The  body 
dies  but  the  germ  cells  are  immortal.  In  other 
words,  the  individual  passes  on  to  his  offspring 
hereditary  material  in  these  chromosomes  which 
he  has  received  from  the  parents,  who  in  turn 
received  it  from  their  parents,  back  to  the  primal 
pair  of  human  beings. 

DISEASES  OF  THE  SKIN 

In  the  realm  of  dermatology  the  following  dis- 
eases are  known  to  have  definite  hereditary 
tendencies : 

1.  Psoriasis.  10  to  40  per  cent  of  the  cases,  often 
accompanied  'by  a history  of  rheumatism. 

2.  Icthyosis.  Often  associated  with  eczema  and 
asthma. 

3.  Naevi. 

4.  Alopecia  areata. 

5.  Acne. 


6.  Ectodermal  defects. 

(a)  Congenital 

Lack  of  hair 

(b)  Hypotrichosis 

(c)  Hypertrichosis 

(d)  a Abnormalities  of  the  nails 

(e)  Monilethrix 

7.  Epidermolysis,  villosa  and  dystrophica. 

8.  Adenoma  sebaciae. 

9.  Cylindromata  or  Multiple  Basal  Cell  Sarcomata. 

INFECTIOUS  DISEASES 

Every  physician  has  seen  children  exposed  to 
diphtheria  and  who  have  not  developed  the  dis- 
ease. He  has  seen  families  in  whom  the  children 
have  frequent  throat  and  ear  complications  with 
the  various  infectious  diseases  where  those  of 
other  families  rarely  or  only  occasionally  suffer 
from  the  ordinary  complications ; he  has  seen^ 
families  who  show  a particular  susceptibility  to- 
pulmonary  infections,  others  to  joint,  heart  or 
kidney  infections.  The  only  logical  assumption, 
is  that  the  hereditary  structural  or  chemical  foun- 
dation of  some  individuals  renders  them  more 
hospitable  to  bacteria  than  is  the  case  in  other 
individuals  who  carry  with  them  an  unexplained 
protection  against  the  various  pathogens  to  which 
we  are  heir. 

“Robert  Koch  long  ago  stated  that  it  was  ‘pos- 
sible to  banish  all  the  infectious  diseases  from 
the  earth’  if  man  were  not  so  stupid,  ignorant 
and  suspicious.  The  average  layman  views  with 
suspicion  the  recommendations  of  his  physician 
for  health  preservation  and  protection  from  nox- 
ious elements  in  his  environment.  It  is  difficult 
to  have  him  immunize  his  children  against  diph- 
theria or  himself  against  typhoid  but  he  is  usually 
willing  to  try  anything  that  will  influence  those 
diseases  or  body  tendencies  which  are  dependent 
upon  heredity”(1).  We,  as  physicians  practicing 
biologists,  should  utilize  this  in  our  war  on  dis- 
ease. 

Pneumonia : There  is  a definite  racial  as  well  as 
familial  susceptibility  to  this  disease  as  well  as 
a definite  resistance  to  it. 

Rheumatism-.  Draper(5)  has  shown  in  a study 
of  44  unrelated  patients  of  two  generations,  con- 
sisting of  1,343  individuals,  that  205  or  15.2  per 
cent  have,  or  have  had,  rheumatism ; that  it  is 
particularly  noticeable  among  girls  in  his  study, 
and  that  the  sons  of  affected  mothers  inherit  a 
defense  characteristic  from  their  fathers.  He 
found  that  37.6  per  cent  of  234  offspring  of 
rheumatic  fever  males  were  also  affected. 

T uberculosis : Heredity  is  the  most  important 
factor  in  this  disease;  although  the  disease  per 
se  is  not  inherited,  a tendency  to  it  undoubtedly 
is.  The  immunity  to  tuberculosis,  which  we  have 
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been  wont  to  attribute  to  minimal  infections  in 
childhood  which  gave  the  child  a chance  to  build 
up  defenses,  may  be  due  to  an  inherited  non-sus- 
ceptibility so  that  the  seed  fell  on  barren 
ground (1).  As  the  result  of  a campaign  of  edu- 
cation, the  death  rate  of  this  disease  has  been 
declining  since  1890,  but  it  is  an  interesting  fact 
that  drafted  men  in  1918  from  Colorado,  Arizona 
and  California,  sons  of  tuberculous  individuals 
who  had  migrated  there  in  a previous  generation, 
showed  a much  higher  incidence  of  tuberculosis 
than  men  from  other  sections  of  the  country. 
Far-sighted  bioligists  believe  we  are  setting  the 
stage  for  an  increase  in  tuberculosis  all  over  the 
world,  for  curing  this  generation  does  not  make 
the  next  generation  stronger. 

DISEASES  OF  THE  BLOOD 

There  are  few  instances  in  medicine  in  which 
heredity  assumes  greater  importance  than  in  a 
study  of  diseases  of  the  blood.  The  following 
are  examples  : 

Acholuric  family  jaundice  or  familial  hemo- 
lytic anemia  is  characterized  by  anemia,  jaun- 
dice and  splenomegaly  inherited  as  a Men- 
delian  dominant.  Both  sexes  are  equally  suscep- 
tible. It  is  present  from  birth  and  never  trans- 
mitted by  a healthy  individual ; where  one  par- 
ent is  affected  half  of  the  offspring  have  the 
disease.  There  are  cases,,  however,  that  are 
latent,  they  may  present  no  symptoms  but  the 
trait  remains  and  is  transmissible. 

Sickle  cell  anemia.  This  disease  confined 
to  the  negro  race,  associated  with  a chronic  se- 
vere hemolytic  anemia,  and  sickle-shaped  red 
cells,  is  transmitted  as  a Mendelian  dominant. 

Erythroblastic  anemia  of  childhood,  an  un- 
common disease  of  infancy,  mostly  from  the 
group  of  so-called  Von  Jakschs  anemia.  It  is  a 
congenital  disease  limited  to  Mediterranean  peo- 
ples. 

Grave  familiar  jaundice  of  the  new  born 
in  which  the  infants  become  severely  jaundiced  a 
few  days  after  birth,  progressively  anemic,  pass- 
ing into  a drowsy  condition  and  usually  die  in  a 
few  days  or  weeks.  It  is  due  to  an  hereditary 
defect  in  the  stock.  Hansen  has  recently  shown 
that  these  children  may  be  cured  by  the  injection 
of  normal  human  serum  and  may  go  on  and 
develop  normally. 

Pernicious  anemia.  With  the  renewed  in- 
terest in  the  subject  the  hereditary  nature  of  this 
disease  becomes  increasingly  prominent.  It  has 
long  been  known  that  achlorhydria  is  a precurser 
of  pernicious  anemia  and  Connor(6>  has  recently 


shown  achlorhydria  in  15.7  per  cent  of  the  rela- 
tives of  pernicious  anemia  patients  whose  age  is 
less  than  forty  years  and  42.3  per  cent  of  the 
relatives  whose  age  is  more  than  forty  years.  The 
disease  is  transmitted  as  a Mendelian  dominant 
but  its  appearance  is  affected  by  environmental 
factors,  the  chief  of  which  is  the  survival  of  the 
affected  individual  to  middle  or  later  life. 

HEMORRHAGIC  DISEASES 

Hemophilia.  The  occurrence  of  hemophilia  in 
the  royal  families  of  Spain  and  Russia  early  called 
attention  to  the  hereditary  nature  of  this  disease, 
and  their  pedigrees  afforded  abundant  opportun- 
ity for  working  out  the  inherited  tendency.  This 
study  resulted  in  the  “law  of  Nasse”  which  states 
that  “The  disease  is  transmitted  only  by  the  fe- 
male and  manifested  only  by  the  male.”  The 
mode  of  inheritance  is  as  follows : 

1.  When  the  father  is  normal  and  the  mother 
a carrier,  one-half  of  the  sons  will  be  affected. 
All  of  the  daughters  will  be  normal  but  one  half 
of  them  will  be  carriers. 

2.  With  a normal  mother  and  affected  fath- 
er all  of  the  sons  and  daughters  will  be  normal 
but  all  of  the  daughters  will  be  carriers. 

3.  With  an  affected  father  and  mother  all 
of  the  children  should  be  affected. 

4.  With  an  affected  mother  and  normal  fath- 
er all  of  the  sons  should  be  affected,  the  daugh- 
ters should  be  normal  but  carriers(7). 

Birch believes  the  lack  of  the  sex  chromo- 
some is  all  that  differentiates  the  male  from  the 
female  and  the  presence  of  this  chromosome  in 
the  female  and  its  absence  in  the  male  is  responsi- 
ble for  the  tendency  of  the  male  to  bleed.  A great 
deal  of  work  has  been  done  with  the  injection 
of  this  female  sex  hormone  into  hemophiliacs. 
It  has  lessened  their  bleeding  and  prolonged 
their  lives.  The  importance  of  the  hereditary  na- 
ture of  this  disease  and  its  transmission,  how- 
ever, should  be  recognized  if  it  is  to  be  prevented. 

Hereditary  thromboasthenia (7)  is  a rare  heredi- 
tary disease  in  which  bleeding  occurs  spontan- 
eously into  gastro-intestinal  urogenital  tracts  and 
subcutaneous  tissue.  In  this  disease  the  red  and 
white  cells,  blood  chemistry  and  coagulation  are 
normal,  platelets  are  diminished  in  about  50  per 
cent  of  the  cases.  Bleeding  time  is  much  pro- 
longed. Touriquet  test  is  positive.  It  is  thought 
to  be  due  to  a functional  dystrophy  of  the  plate- 
lets. It  differs  from  essential  thrombopenia  by 
the  familial  incidence,  uncontrollable  bleeding 
with  normal  platelet  count  in  one-half  the  cases 
and  failure  to  improve  after  splenectomy. 
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DISEASES  OF  THE  THYROID 
Summarizing  the  evidence  for  the  hereditary 
influence  in  cretinism  and  goiter  we  might  say 
that  in  endemic  cretinism  it  is  the  rule,  in  sporadic 
cretinism,  the  exception.  In  simple  goiter,  it  is 
fairly  common,  in  exophthalic  goiter  there  is  an 
hereditary  history  in  about  ten  per  cent.  In  en- 
demic cretinism  and  goiter  the  problem  is  compli- 
cated by  environmental  factors. (7)  Warthin(9) 
contends  that  Graves  Disease,  Toxic  Goitre  and 
Toxic  Adenoma  are  pathological  reactions  po- 
tentially pre-determined  in  the  individual  at  birth 
by  virtue  of  his  constitution. 

GASTRO  INTESTINAL  DISEASES 
Ulcer-.  Although  ulcer  itself  is  not  inherited,  a 
consideration  of  the  family  histories  of  ulcer  pa- 
tients and  the  frequency  with  which  it  occurs 
suggests  a strong  hereditary  influence  for  its  de- 
velopment. Draper  has  described  the  “Ulcer 
Race”  characterized  by  a relatively  narrow  costal 
angle,  wide  angle  of  the  jaw,  narrow  palatal 
arch,  and  long  incisor  teeth.  This  type  of  in- 
dividual is  found  most  frequently  in  males,  as 
is  ulcer.  Given  the  hereditary  influence,  the 
stress  and  strain  of  environment  upon  the  sus- 
ceptible male,  ulcer  develops. 

Colon : There  are  two  diseases  of  the  colon, 
both  rare,  in  which  a family  history  is  not  un- 
commonly found : first,  megalo-colon  or  Hirsch- 
prung’s  disease,  and  the  second,  polyposis. 

DISEASES  OF  THE  GALLBLADDER 
“Fair,  fat  and  forty”  is  a phrase  that  is  fre- 
quently used  to  describe  the  constitutional  make- 
up of  the  gallbladder  patient.  Fatness  may  here 
be  the  expression  of  the  hereditary  factor.  Draper 
has  described  the  gallbladder  race  as  having  a 
wide  costal  angle,  a square  jaw,  small  gonial 
angle,  broad  palatal  arch,  short  incisor  teeth. 
This  description  of  the  gallbladder  type  is  the 
thick-set  “Pyknic”  type,  and  is  essentially  a fem- 
inine characteristic^).  It  is  an  interesting  fact 
that  gallbladder  disease  occurs  most  frequently 
among  women  and  that  men  who  belong  to  the 
“gallbladder  race”  frequently  show  signs  of  a 
feminine  distribution  of  the  secondary  sex  char- 
acteristics. Environment  plays  a most  important 
role  in  gallbladder  disease,  but  a consideration  of 
a large  series  of  family  histories  will  frequently 
show  the  same  hereditary  influences  at  work  as 
in  the  case  of  ulcer.  In  both  instances  the  hered- 
itary influence  could  be  definitely  diminished  if 
patients  could  be  made  aware  of  the  environmen- 
tal influences  that  are  preventable. 

DISEASES  OF  THE  CENTRAL  NERVOUS  SYSTEM 
There  are  300,000  feeble  minded  individuals 
in  the  United  States.  Definite  hereditary  tenden- 


cies are  present  in  two-thirds  of  them.  There 
are  200,000  epileptics  in  the  United  States ; in  50 
per  cent  there  is  an  hereditary  history.  There 
are  250,000  insane  in  the  United  States ; a large 
part  of  them  being  on  the  basis  of  bad  blood. 
These  individuals  are  maintained  at  the  cost  of 
$33,000,000  a year  and  outnumber  all  the  stu- 
dents in  our  colleges  and  universities. 

This  is  a vital  public  health  problem,,  not  only 
because  their  care  is  paid  for  out  of  the  public 
treasury,  but  because  they  are  transmissible  dis- 
eases. If  a defective  individual  marries  a defec- 
tive individual,  all  of  the  children  will  be  defec- 
tive. If  a normal  individual  who  carries  feeble- 
mindedness, marries  a normal  individual,  one  of 
four  children  will  be  defective.  However,  sensi- 
ble living,  recognition  of  environmental  influ- 
ences and  the  aid  of  modern  psychology  and 
neurology  may  prevent  or  postpone  the  advent 
of  these  diseases  in  a large  number  of  cases. 

VASCULAR  DISEASE 

In  the  literature  on  hypertension  numerous 
causes  for  the  production  of  this  syndrome  are 
given.  One  factor,  however,  which  stands  out 
in  the  histories  of  any  large  group  of  patients  is 
the  hereditary  predisposition  of  the  individual (10). 

Elliott  has  cited  from  his  own  experience  the 
occurrence  of  cerebral  hemorrhage  in  five  males 
in  two  generations,  all  dying  about  the  same  age. 

In  a study  of  300  unrelated  cases  O’Hare, 
Walker  and  Vickers(11)  found  that  in  68  per  cent 
a definite  history  of  apoplexy,  heart  disease, 
nephritis  or  diabetes  could  be  found  in  one  or 
more  members  of  the  family.  Alvarez  in  his  very 
complete  study  of  blood  pressure  in  college  stu- 
dents and  office  patients  found  that  hereditary 
predisposition  was  the  most  important  etiological 
factor  in  his  hypertensive  cases. 

Stockard  has  said  “Every  person  dies  with  the 
disease  with  which  he  is  born”  and  with  a pre- 
disposition to  such  a disease  other  factors  such  as 
obesity,  endocrine  dysfunctions  at  various  periods 
of  life,  sensitization  to  various  proteins,  infec- 
tions, and  numerous  other  factors  may  be  but  the 
precipitating  cause.  The  importance  of  the  role 
which  heredity  plays  in  vascular  disease  will  sug- 
gest the  study  of  other  members  of  the  family 
and  from  this  study  we  may  learn  more  about  the 
etiology,  and  get  closer  to  a sound  basis  for  treat- 
ment. 

RENAL  DISEASE 

Heredity  is  not  a conspicuous  factor  here,  for 
in  most  cases  primary  nephritis  is  acquired. 
However,  in  the  chronic  types  secondary  to  a 
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pre-existing  hypertension  and  vascular  disease, 
known  to  be  hereditary,  these  influences  are 
found  in  25  per  cent(7).  In  polycystic  diseases 
of  the  kidney  there  is  strong  evidence  that  hered- 
ity is  a factor. 

CANCER 

The  susceptibility  to  cancer  is  a Mendelian  re- 
cessive, the  resistance  to  it  a Mendelian  domi- 
nant. Maude  Slye  has  been  able  to  breed  mice 
to  develop  cancer  in  certain  definite  parts  of  the 
body  and  die  of  cancer  at  certain  definite  times. 
It  took  five  generations,  however,  to  produce 
these  cancers  in  mice  and  this  would  take  the 
human  back  to  1750,  and  few  family  trees  are 
traceable  that  far(1). 

OBESITY 

There  is  undoubtedly  a constitutional  tendency 
of  the  tissue  of  certain  people  to  store  fat.  There 
are  individuals  who  are  unable  to  reduce  their 
weight  in  spite  of  rigorous  diet  and  exercise. 
Obesity  is  not  necessarily  the  result  of  over-eat- 
ing, it  may  be  an  inescapable  consequence  of  an 
inborn  tendency  to  obesity(12). 

DIABETES 

Heredity  as  a factor  in  diabetes  was  recognized 
as  early  as  the  16th  century.  Joslin(13),  in  1931, 
in  the  study  of  diabetic  children  found  an  hered- 
itary tendency  in  53  per  cent.  Allen(14),  in  1920, 
reported  seven  out  of  fourteen  children  of  one 
father  having  diabetes.  Landis ( 15 has  reported 
a mother  having  five  diabetic  blonde  children 
and  no  diabetics  among  her  four  brunette  chil- 
dren. John(16)  in  a study  of  1,413  children  re- 
ported in  the  literature,  found  an  hereditary  his- 
tory in  38.8  per  cent,  of  these  19.4  were  gentiles, 
39  per  cent  were  Jewish.  Priscilla  White(17)  in 
a study  of  533  children  showed  an  hereditary  in- 
fluence in  44  per  cent  of  her  Jewish  patients. 
She  also  analyzed  nineteen  pairs  of  twins,  accord- 
ing to  the  time  interval  of  onset  and  found  in 
three  pairs  the  onset  was  simultaneous  and  in 
four  pairs  the  onset  was  within  twelve  weeks  of 
each  other. 

Diabetes  is  definitely  on  the  increase  in  the 
United  States  and  it  is  probable  that  there  are 
at  least  two  million  potential  diabetics  in  the  Unit- 
ed States  at  the  present  time.  It  is  important 
therefore  that  we  recognize  this  factor  from  three 
points  of  view : First,  from  the  standpoint  of 
eugenics.  According  to  Mendel’s  law,  if  two 
diabetics  marry  all  of  the  children  should  be  dia- 
betics. If  one  diabetic  marries  a normal  individ- 
ual but  with  a hereditary  history  one-half  of  the 
children  should  be  diabetic ; if  two  non-diabetics 
with  an  hereditary  history  marry,  one-fourth  of 


the  children  should  be  diabetic,  but  if  one  normal 
individual  without  hereditary  history  should  mar- 
ry a diabetic  none  of  the  children  should  be  dia- 
betic for  diabetes  is  a recessive  characteristic. 

Second : Prophylaxis.  52.5  per  cent  of  the 
relatives  of  diabetics  examined  and  found  aglyco- 
suric  showed  on  glucose  tolerance  tests  either 
latent  or  frank  diabetes. 

Third:  Recognition  of  hereditary  factors  and 
early  treatment  may  prevent  overstrain  of  the 
pancreas  and  postpone  the  advent  of  a true  dia- 
betes. 

ALLERGIC  DISEASES 

Allergy  may  manifest  itself  as  hay  fever,  asth- 
ma, rhinitis,  eczema,  urticaria,  angioneurotic 
edema,  or  migraine,  and  Blacker  has  shown  a 
positive  family  history  for  one  or  another  of  the 
various  manifestations  of  allergy  in  68.5  per  cent 
of  his  cases.  Balyeat(18)  has  shown  that  inher- 
itance is  not  only  the  chief  factor  in  determining 
whether  an  individual  will  be  allergic  but  governs 
the  time  in  life  at  which  the  symptoms  may 
appear. 

CONCLUSIONS 

There  is  no  question  but  that  brain  power, 
bodily  build,  and  bodily  health  are  largely  a mat- 
ter of  heredity.  Realizing  this,  we  must  fortify 
ourselves  against  the  diseases  of  our  ancestry  if 
we  are  to  be  genuine  race  builders.  We  can  con- 
trol environment,  but  the  work  of  environment 
has  to  be  done  over  for  each  generation.  It  is 
our  duty  as  physicians  to  take  a very  definite 
part  in  the  adult  education  movement  that  is 
gaining  ground  in  this  country,  to  insist  that 
school  children  take  courses  in  biology,  that 
courses  in  genetics  be  given  at  medical  schools, 
for  it  has  been  said  that  if  one-tenth  as  much 
science  could  be  applied  to  the  mating  of  human 
beings  as  to  animals  we  could  probably  add  more 
health  to  our  children  and  grandchildren  than 
can  be  done  by  all  the  medical  discoveries  in  the 
next  hundred  years.  Cowdry(19)  has  said  “to  be 
a good  physician  one  must  above  all,  be  a good 
biologist.” 

DISCUSSION 

DR.  HARRY  BENSON,  (Oakland):  Mr.  Chairman: 
I think  this  paper  by  Dr.  Conlin  is  so  important  that 
it  should  evoke  a good  deal  of  discussion.  We  may 
not  agree  with  every  particular  conclusion  that  Dr. 
Conlin  gave,  and  yet  in  the  main,  I think  that  this 
subject  was  so  well  handled  we  can  take  very  little 
exception  to  it.  It  has  always  been  of  a great  deal  of 
interest  to  me,  inasmuch  as  the  early  years  of  my 
practice  were  spent  among  the  feeble-minded. 

In  going  over  the  histories  of  five  thousand  cases, 
naturally  I would  get  a strong  impression  of  the  dis- 
tinctively dominant  hereditary  factor.  As  I have  gone 
along  in  my  practice  since  then,  I have  been  able  to 
watch  families  much  more  accurately,  perhaps,  than 
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is  possible  in  some  other  localities.  At  the  present 
time,  I am  watching1  the  sixth  generation  of  diabetics 
intermingled  with  tuberculosis,  which  is  a common 
thing.  In  three  families,  I have  records  of  thirteen 
thyro-toxic  members.  The  mothers  in  these  three 
families  are  sisters  and  have  had  toxic  goiters.  All 
are  living  under  practically  the  same  conditions,  with 
the  same  type  of  food,  occupation,  etc. 

The  work  of  Dr.  Maud  Slye,  who  is  a Ph.  D.,  and 
Dr.  Wells,  with  whom  she  is  associated,  has  been  car- 
ried on  over  twenty  years.  To  me  it  reads  like  a 
romance  from  the  story  of  some  great  interesting  re- 
search. By  her  work,  if  you  are  interested  in  it — and 
I think  you  should  be — you  will  gain  an  accurate  un- 
derstanding of  the  Mendelian  law,  of  hereditary  be- 
havior. Most  of  you,  especially  the  younger  men  with 
the  benefits  of  university  training,  know  that  law,  or 
at  least  its  implications.  A perusal  of  Dr.  Slye’s  work, 
to  me.  is  as  interesting  as  a detective  fiction.  This 


leads  up  to  a realization  of  the  importance  of  the 
thing  she  came  to  see;  that  we  must  be  moulders  of 
public  opinion  to  secure  the  necessary  legislation  in 
the  care  of  the  hereditarily  unfit. 

You  have  had  passed  in  the  present  legislature  a 
very  worthy  bill,  and  we  have  on  the  statute  books  a 
worthy  piece  of  legislation.  For  some  reason,  such 
legislation  is  nearly  always  impede.  I urge  the  mem- 
bers of  the  Nebraska  State  Medical  Association  to 
give  this  more  time  and  thought.  Let  us  consult  with 
our  legislators  in  order  that  some  beginning  may  be 
made  to  help'  promote  a little  better  a biological  race 
of  men  and  women  in  Nebraska. 

DR.  CONLIN,  (closing) : All  I have  to  say  is  to 
quote  Dr.  Conkling  about  the  influence  of  heredity 
and  environment.  He  says  you  can  inherit  your 
father’s  wooden  head,  but  you  can’t  inherit  his  wooden 
leg. 

(Bibliography  in  Reprints.) 
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NEUROLOGICAL  SURGERY 

The  secretion  of  sweat  is  under  the  control  of 
the  nervous  system.  There  are  instances,  accord- 
ing to  Pearl  and  Shapiro (1),  when  sweating  which 
is  abnormal  in  amount,  color,  odor  or  chemical 
composition  calls  for  surgical  interference.  Sym- 
pathetic ganglionectomy  at  the  proper  level  will 
produce  a total  inhibition  of  sweating  in  the  de- 
sired regions.  They  state  that  with  this  opera- 
tion there  occurs  vasomotor  paralysis  in  the 
identical  areas  of  distribution,  evidenced  by  rise 
of  surface  temperature.  They  claim  that  this 
accompanying  rise  of  normal  vasoconstriction 
gives  no  uncomfortable  symptoms.  They  reported 
a case  of  this  type. 

The  vagus  is  held  to  be  the  constrictor  or  cata- 
bolic nerve  of  the  bronchial  musculature,  while 
the  sympathetic  is  regarded  as  a nerve  exerting 
anabolic  or  dilator  action.  Levin (2~>  gave  a group 
of  arguments  leading  him  to  conclude  that,  at 
least  in  man,  the  vagus  is  not  the  catabolic  or 
constrictor  nerve.  He  surmised  that  the  constric- 
tor fibers  must  perforce  be  contained  in  the  sym- 
pathetic. Also  he  stated  that  all  of  the  sympa- 
thetic bronchial  innervation  is  derived  from  thor- 
acic sources,  either  directly  or  indirectly,  also 
that  the  greater  bulk  of  it  is  contained  in  the 
communicating  rami  joining  the  intercostal 
nerves. 

He  indicated  that  the  sympathetic  action  is  en- 
tirely reflex  and  that  from  the  practical  point  it 
matters  little  whether  the  sensory  or  motor 
branch  of  the  reflex  arc  is  severed.  Both  the 
ramie  and  the  thoracic  trunk  are  accessible  either 
for  neurectomy  or  neurolysis  by  absolute  alcohol ; 


the  rami  immediately  below  the  points  of  junc- 
tion with  the  intercostal  nerves,  the  trunk  above 
the  level  of  the  neck  of  the  fourth  rib.  He  pre- 
fers injection  with  alcohol.  In  twenty-three  cases 
of  intractable  bronchial  asthma  he  treated  this 
way,  complete  relief  was  obtained  in  seventy-five 
per  cent  with  varying  degrees  of  improvement  in 
the  remainder. 

VASCULAR  SURGERY 

The  heart  was  given  a new  blood  supply  ex- 
perimentally by  Beck(3>.  By  a pedicle  muscle 
graft  to  the  heart,  an  anastomotic  circulation  was 
set  up  to  the  heart.  On  this  basis  he  felt  that  a 
collateral  vascular  bed  to  the  heart  should  offer 
some  benefit  to  patients  suffering  from  coronary 
sclerosis. 

He  then  performed  this  operation  upon  a pa- 
tient with  coronary  sclerosis  on  February  13, 
1935.  In  September  the  patient  was  greatly 
benefited.  He  was  working  as  a gardener,  had 
no  pain  and  claimed  that  he  was  cured.  Beck 
has  emphasized  that  one  case  proved  nothing  and 
that  his  work  was  still  in  the  experimental  stage. 
He  has  performed  this  operation  upon  several 
other  cases  since. 

GASTRO-ENTEROLOGY 

Experiments  were  performed  by  Blalock(4)  in 
an  effort  to  find  the  factors  which  are  mainly  re- 
sponsible for  the  rapidly  developing  signs  and 
symptoms  that  follow  the  perforation  of  peptic 
ulcers.  He  injected  intraperitoneally  bile,  pan- 
creatic juice,  gastric  juice  and  duodenal  secre- 
tions, obtained  by  cannulating  the  various  struc- 
tures in  other  dogs.  Following  these  injections 
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the  animals  became  ill  almost  immediately.  There 
was  usually  tachycardia  and  emesis. 

Injection  of  gastric  juice  or  of  duodenal  con- 
tents alone  did  not  cause  death.  Sterile  pan- 
creatic juice  caused  more  serious  symptoms.  Ster- 
ile bile  exerted  more  untoward  effects  than  any 
of  the  individual  secretions.  However,  the  com- 
bination of  bile  and  pancreatic  juice  was  more 
toxic  than  an  equal  volume  of  either  one  of  them. 
This  combination  produced  fat  necrosis. 

Studies  on  the  cardiac  output  and  blood  pres- 
sure were  made  following  the  injection  of  bile  or 
pancreatic  juice  or  both.  The  major  early  alter- 
ation was  a decline  in  the  blood  pressure,  as  in 
primary  shock,  followed  by  a greater  drop  in  the 
cardiac  output  than  in  blood  pressure,  as  is  found 
in  secondary  shock. 

His  conception  of  the  alterations  in  the  circu- 
lation which  follow  introduction  of  these  solu- 
tions into  the  peritoneal  cavity  was  as  follows : 
“A  dilatation  of  many  vessels  is  produced  by  di- 
rect contact  with  the  irritating  solutions  and,  to 
a lesser  extent,  through  nervous  agencies.  This 
results  in  a drop  in  the  blood  pressure.  After  the 
blood  volume  decreases  as  a result  of  the  marked 
increase  in  circulatory  bed  and  the  passage  of 
fluid  into  the  peritoneal  cavity,  the  output  of  the 
heart  diminishes.  The  blood  pressure  is  prob- 
ably prevented  temporarily  from  declining  further 
by  vasoconstriction  elsewhere.” 

GYNECOLOGY 

The  treatment  of  senile  vaginitis  heretofore  has 
been  extremely  unsatisfactory.  Davis(5)  stated 
that  the  use  of  an  estrogenic  substance,  amniotin 
(Squibb),  rapidly  restores  the  normal  adult  epi- 
thelium seen  during  active  sex  life.  The  simple 
restoration  of  the  epithelium  leads  to  a healing 
of  the  ulcerated  areas,  a disappearance  of  the  in- 
flammatory symptoms,  a cessation  of  the  adhesive 
manifestation,  and  a complete  disappearance  of 
all  symptoms. 

No  undesirable  effects  were  noted  nor  should 
they  occur  during  the  post-menopausal  period. 
Although  the  vaginal  mucosa  later  reverts  to  the 
normal  senile  type,  the  symptoms  do  not  recur. 

MISCELLANEOUS 

Kimrn,  Spies  and  Wolfe(6)  used  the  term 
“sialography”  to  denote  the  roentgenogaphic 
demonstration  of  the  ducts,  ductules  and  paren- 
chyma of  the  salivary  glands  by  means  of 
radiopaque  substances  introduced  into  the  ducts. 
In  case  of  the  salivary  glands,  by  means  of  sy- 
ringes and  cannulas,  they  injected  lipiodol  or 
iodipin  into  the  ducts.  Stereoscopic  roentgeno- 


grams were  taken  immediately  afterwards.  The 
ducts,  ductules  and  even  the  parenchyma  of  the 
gland  were  visualized  satisfactorily. 

Tumors  situated  in  the  vicinity  of  the  gland, 
without  actually  involving  it,  caused  defects  in 
the  glandular  shadow  which  were  frequently  as- 
sociated with  the  lack  of,  or  partial  visualization 
of,  the  smaller  ducts  in  the  affected  region.  Usu- 
ally the  margin  of  the  gland  was  well  demarcated, 
and  this  fact  together  with  a uniform  radio- 
densitv  of  the  parenchyma  ordinarily  signified  a 
secondary  effect  due  to  pressure. 

On  the  other  hand,  the  actual  involvement  of 
the  gland  by  tumor  was  manifested  by  abnormal 
markings  of  the  ducts  and  by  lack  of  a demarca- 
tion between  the  glandular  parenchyma  and  the 
tumor.  The  ducts  were  irregular  in  their  con- 
tour and  distribution  and  were  visualized  only 
partially  if  at  all.  Often  the  parenchyma  showed 
an  irregularity  in  the  radiodensity. 

At  the  present  time,  the  two  chief  theories  as 
to  the  causation  of  secondary  shock  in  cases  of 
burns,  are  the  toxic  theory,  which  postulates  that 
the  shock  is  due  to  a burn  toxic,  and  the  physical 
theory,  which  states  that  the  shock  is  due  to 
local  loss  of  fluid  from  the  blood  into  the  burned 
tissues.  The  physical  theory  involves : 

(1)  A local  leakage  of  fluid  into  the  burned  tissues; 

(2)  A resultant  change  in  circulation  including  di- 
minished volume  of  blood,  diminished  cardiac  output 
and  finally  collapse  of  blood  pressure; 

(3)  A resultant  concentration  of  the  blood  with  in- 
creased percentage  of  hemoglobin. 

The  experimental  work  of  Harkins (7)  agreed 
with  the  physical  theory.  He  found  that  the 
local  accumulation  of  fluid  in  cases  of  burns  be- 
gan at  the  time  of  the  burn  and  continued  until 
death.  This  resulted  in  a simultaneous  concen- 
tration of  blood.  After  most  of  the  fluid  accumu- 
lated, the  fall  in  blood  pressure  set  in  and  con- 
tinued rapidly  until  death  occurred  in  the  state 
of  secondary  shock.  This  indicated  that  in  clin- 
ical cases  the  patient  was  in  a serious  condition 
even  though  the  blood  pressure  was  near  normal 
and  that  the  shock  was  secondary  type. 

Coan(8)  concluded  that  solutions  of  ferric 
chloride  used  in  coagulating  burns,  show  the  same 
advantages  as  tannic  acid,  with  certain  definite 
points  of  superiority.  Tannic  solutions  become 
irritating  in  a short  time  and,  therefore,  must  be 
made  up  fresh  ; those  of  ferric  chloride  are  much 
more  stable.  The  coagulum  of  ferric  chloride  is 
less  firm,  which  permits  early  mobilization  of 
joints  without  disturbing  it.  Due  to  the  thinner 
and  more  pliable  coagulum  with  ferric  chloride, 
infected  or  necrotic  areas  are  more  easily  dis- 
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covered  early  before  there  has  been  burrowing 
and  spreading.  The  solution  is  easily  removed 
from  the  hands  by  rinsing  in  clear  water,  or  a 
weak  acetic  or  citric  acid  solution.  In  case  the 
linen  is  stained  by  the  solution  it  may  be  decolor- 
ized by  a solution  of  potassium  fluoride,  with  an 
excess  of  hydrofluoric  add  and  then  rinsed  with 
clear  water. 

He  thought  the  greatest  advantage  of  iron  was 
its  tenacity.  With  movements  of  joints  the  coagu- 
lum  would  wrinkle  without  loosening,  instead  of 
cracking  as  it  would  be  inclined  to  do  with  tan- 
nic acid. 

The  following  solutions  were  found  useful : 

(1)  Rx  Tineturae  ferri  chloridi  30.0 

Sig:  Paint  over  small  unbroken  blebs. 

(2)  Rx  Tineturae  ferri  chloridi  15.0 

Sodii  hydroxidi  0.3 

Aqua  destillata  q.  s.  ad  30.0 

Sig:  Paint  or  spray  over  denuded  surfaces. 
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Fellow  in  Surgery,  University  of  Minnesota, 

Minneapolis,  Minn. 


Recently  a fatal  hemorrhage  following  rupture 
of  pulmonary  hemangiomata  was  observed.  This 
condition  is  extremely  rare  and  for  that  reason 
the  case  is  presented  together  with  data  concern- 
ing other  visceral  hemangiomata. 

INCIDENCE 

The  incidence  of  hemangiomata  of  the  viscera 
is  not  definitely  known,  the  condition  usually  be- 
ing accidentally  found  at  autopsy  or  on  laparoto- 
my Adalid  found  only  one  case  out  of  9,000 
autopsies  on  new-born  infants.  His  was  a rup- 
tured hemangioma  of  the  liver.  Of  the  23,897 
autopsy  records  on  file  in  the  Department  of 
Pathology  of  the  University  of  Minnesota,  there 
are  64  instances  of  visceral  hemangiomata.  This 
gives  an  incidence  of  .26%  in  our  series  as  com- 
pared with  .01%  in  that  of  Adalid. 

LOCATION  AND  SIZE 

Although  nearly  every  organ  has  been  report- 
ed as  the  site  of  hemangiomata,  they  are  most 
frequent  in  the  liver.  Of  the  64  cases  in  our 
records,  59  were  located  in  the  liver  only.  Twen- 
ty-eight occurred  in  the  right  lobe,  seven  in  the 
left  lobe,  two  in  both  lobes  and  in  the  remainder 
the  location  was  not  specified.  In  three  cases, 
other  organs  in  addition  to  the  liver  were  in- 
volved, two  being  in  the  lips  and  one  occurring 
on  the  arm  and  in  a vertebra.  Three  cases  were 
entirely  extra-hepatic,  two  involving  the  central 


nervous  system  and  one  the  lungs.  In  addition 
to  the  case  reported,  there  were  fatal  hemor- 
rhages following  rupture  in  four  other  cases.  In 
two  instances,  hepatic  hemangiomata  ruptured 
within  four  days  after  birth.  Microscopically 
these  showed  evidence  of  slow  but  extensive  hem- 
orrhage as  if  birth  trauma  with  bleeding  during 
several  days  had  been  the  mechanism.  Final 
rupture  through  the  capsule  caused  massive  hem- 
orrhage into  the  peritoneal  cavity.  In  one  case 
there  was  rupture  of  an  hepatic  hemangioma  in 
a 59-year-old  man.  The  other  instance  of 
rupture  was  in  a case  of  malignant  hemangioma 
involving  the  clavicle,  ribs,  liver,  spleen,  pelvis, 
sacrum,  skull  and  femora.  Here  death  was  due 
to  rupture  into  the  pleural  cavity.  All  of  the  un- 
ruptured hepatic  hemangiomata  were  two  centi- 
meters or  less  in  diameter  with  one  exception 
where  the  mass  measured  3 by  2 by  1 centimeters 
and  had  formed  a definite  pedicle.  In  the  rup- 
tured cases,  the  masses  were  larger  but  the  exact 
sizes  could  not  be  measured  accurately  due  to  the 
extensive  subcapsular  extravasation  of  blood. 

According  to  Lundell,  hemangiomata  of  the 
spleen  were  reported  by  Conheim  in  1866,  by 
Winogradowa  in  1928  and  by  Haines  and  Mcll- 
roy  in  1933.  Martens  reported  rupture  of  multiple 
pleural  cavernomata  in  a 56-year-old  man  who 
had  hepatic  cirrhosis.  These  may  have  been  di- 
lated veins  representing  a collateral  circulation 
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rather  than  hemangiomata.  Peck  states  that  he- 
patic angiomata  usually  occur  in  the  left  lobe,  as 
was  the  case  in  the  infant  described  by  Adalid. 
In  the  case  reported  by  Horsley,  the  mass  was 
located  in  the  round  ligament  of  the  liver.  With 
reference  to  hepatic  angiomata,  Pozzi  states  that 
83%  are  located  in  the  left  lobe,  10%  in  the 
right  lobe  and  the  remainder  in  the  caudate  lobe, 
although  they  have  been  found  in  masses  of  aber- 
rant liver  tissue.  These  figures  do  not  agree 
with  those  of  our  series  where  there  were  47% 
in  the  right  lobe  and  11%  in  the  left  lobe. 

The  hemangiomata  vary  widely  in  size.  The 
smallest  may  be  almost  microscopic,  whereas  that 
reported  by  Peck  weighed  three  pounds  and  four- 
teen ounces.  The  largest  hepatic  angioma  on 
record  is  that  reported  by  Major  & Black.  This 
one  weighed  thirty-seven  pounds  and  represent- 
ed 49%  of  the  total  body  weight. 

CASE  REPORT 

A-35-342,  Baby  Boy  P.,  was  well  after  a normal 
delivery  until  the  second  day  when  he  suddenly  be- 
came extremely  dyspneic  and  expired  within  a few 
minutes.  At  autopsy  the  left  pleural  cavity  was  seen 
to  be  occupied  by  massive  blood  clots  and  there  was 
a slight  amount  of  blood  in  the  right  cavity  also.  The 
heart  was  completely  displaced  into  the  right  pleural 
cavity  and  showed  petechial  hemorrhages  along  all 
the  coronary  branches.  The  right  lung  weighed  30 
gm.  and  the  left  weighed  26  gm.  The  right  lung  was 
moderately  collapsed  by  pressure  of  the  heart  and 
mediastinum.  The  base  showed  numerous  branching, 
raised  areas  filled  with  blood  and  resembling  angio- 
matous masses.  Throughout  the  remainder  of  the 
lung  there  were  1 mm.  areas  of  hemorrhage.  The  left 
lung  was  much  collapsed  by  pressure  of  the  extremely 
large  blood  clot.  The  lower  lobe  showed  the  same 
type  of  surface  lesion  as  described  in  the  other  lung. 
One  of  these  lesions  apparently  had  ruptured,  causing 
the  massive  left  hemothorax. 

Microscopic  examination  shows  large  anastomosing 
venous  sinuses  lined  by  a definite  single  layer  of  en- 
dothelium. In  some  areas  small  tributaries  may  be 
demonstrated  in  these  sinuses.  In  the  smaller  sinuses 
the  walls  are  composed  simply  of  endothelium,  fre- 
quently swollen  and  proliferative.  In  the  larger  sin- 
uses, smooth  muscle  is  frequently  clearly  demon- 
strable. The  adjacent  lung  substance  is  much  com- 
pressed. The  stroma,  especially  between  the  smaller 
sinuses,  is  composed  of  a loose  connective  tissue  with- 
in which  may  be  seen  newly  formed  capillaries  of 
normal  dimensions.  Over  rather  large  areas  histologic 
detail  is  almost  completely  obliterated  by  diffuse 
hemorrhage  showing  early  organization  at  its  mar- 
gins. 

PATHOLOGY 

Delafield  and  Prudden  divide  hemangiomata 
into  three  groups  as  follows:  1.  Capillary  angio- 
mata are  simple  angiectasia  of  smaller  vessels  in  a 
connective  tissue  stroma.  These  may  be  found 
anywhere  and  may  rupture  causing  severe  hemor- 
rhage. 2.  Cavernous  angiomata  are  irregular, 
inter-communicating  blood  spaces  surrounded  by 
fibrillar  connective  tissue  and  smooth  muscle. 
This  type  is  erectile  and  is  frequently  found  in 


the  liver.  3.  Hypertrophic  angiomata  have  an 
actively  proliferating  endothelial  lining  and  are 
true  tumors  of  the  endothelial  group.  Horsley 
states  that  hepatic  angiomata  usually  lack  epithel- 
ial elements  and  are  not  true  tumors  but  rather 
vascular  abnormalities  similar  to  cutaneous  nevi. 
These  rarely  become  sarcomatous.  The  sections 
which  we  have  examined  indicate  that  hepatic 
angiomata  are  made  up  of  dilated  sinuses,  as 
Horsley  states,  without  epithelial  elements.  The 
prognosis  in  hemangiomata  is  more  serious  than 


Low  magnification  photomicrograph  showing  the  topography 
of  the  pulmonary  hemangiomata. 

for  other  types  of  benign  tumor  because  of  the 
greater  tendency  toward  invasion  of  adjacent 
tissue. 

ETIOLOGY 

The  following  outline  of  the  theories  as  to 
etiology  of  angiomata  is  compiled  from  the  pap- 
ers of  Adalid  and  Pozzi. 

1.  Simple  angectasia  with  subsequent  dilatation  of 
vessels. 

a.  Birch-Hirschfield — Dilatation  of  portal  radicles. 

b.  Thoma,  Borst,  Ziegler,  Hanot  and  Gilbert — Dila- 
tation of  intra-acinary  capillaries. 

c.  Cherwinsky,  Scheffen  and  Joie — Passive  conges- 
tion and  dilatation  of  all  veins. 

2.  Primitive  new-growth  due  to  irritative  and  in- 
flammatory stimulation  forming  granulation  tissue 
rich  in  vessels  which  become  engorged  and  dilated. 

a.  Originated  by  Virchow  and  elaborated  upon  by 
Lilienfeld,  Freresch,  Mayer  and  Burckhardt. 

3.  True  neoplasm. 

a.  Rokitansky — Comparable  to  carcinoma. 

b.  Rindfleisch — Comparable  to  fibroma. 

4.  Congenital  malformation. 

a.  Pilliet  and  Schmieden — Fetal  inclusion  of  mesen- 
chyme with  development  of  new  vascular  tissue. 

b.  Brault  and  Legry — Retention  of  ontogenetic  vas- 
cular rests  from  islands  of  Wolff. 

SYMPTOMS  AND  COURSE 

From  the  fact  that  most  visceral  angiomata  are 
accidently  discovered  at  autopsy  or  laparotomy, 
we  must  conclude  that  the  condition  is  usually 
symptomless.  Peck  states  that  the  weight  of  the 
tumor  mass  may  cause  a pedicle  to  be  formed  as 
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was  observed  in  one  of  our  cases.  Pozzi  feels 
that  symptoms,  if  present,  are  due  to  the  weight 
of  the  tumor  or  pressure  upon  adjacent  organs. 
In  the  new-born,  a probable  cause  of  rupture  is 
trauma  during  delivery.  Another  possibility  is 
that  the  change  in  pressure  in  the  liver  when 
fetal  circulation  is  interrupted  and  adult  circula- 
tion established,  may  cause  the  hemangioma  to 
rupture.  During  fetal  life  much  of  the  blood  is 
shunted  around  the  liver  through  the  ductus 
venosus  and  after  delivery  there  must  be  an  in- 
creased blood  volume  passing  through  the  liver 
and  probably  an  increased  intra-vascular  pressure. 
This  mechanism  would  be  still  more  applicable 
in  the  case  of  pulmonary  hemangiomata.  Un- 
doubtedly many  visceral  hemangiomata  spon- 
taneously retrogress  and  heal  by  thrombosis  and 
organization  as  do  cutaneous  nevi. 

DIAGNOSIS 

Visceral  hemangiomata  rarely  are  definitely 
diagnosed.  In  the  new-born,  diagnosis  is  usual- 
ly impossible  but  the  condition  should  be  sus- 
pected following  signs  of  internal  hemorrhage. 
In  adults,  palpation  of  the  mass  will  be  of  some 
aid  in  localization  although  Schulte  diagnosed  an 
hepatic  angioma  as  an  ovarian  tumor  on  this 
basis.  He  suggests  pneumoperitoneum  or  thoro- 
trast  as  a diagnostic  aid  in  angiomata  of  the  liver 
and  spleen.  Displacements  of  portions  of  the 
gastro-intestinal  tract  as  seen  following  a barium 
meal  or  enema  may  be  of  value  if  the  mass  is 
large. 

COURSE 

If  the  hemangioma  is  not  ruptured  during  or 
following  delivery,  there  are  a variety  of  possible 
sequences  of  events.  The  tumor  may  spontane- 
ously retrogress  or  may  retain  its  original  size. 
This  may  be  ruptured  at  any  time  subsequently 
as  is  illustrated  by  our  case  of  rupture  in  a 59- 
year-old  man.  The  other  possibility  is  that  the 
angioma  may  slowly  increase  in  size  until  pres- 
sure symptoms  are  noticed. 

TREATMENT 

The  only  present  treatment  is  operative  and 
here  the  greatest  difficulty  lies  in  securing  hemo- 
stasis. Colleoni  extirpated  the  left  lobe  of  the 
liver  and  got  a cure.  Peck  operated  successfully 
in  1921  and  collected  reports  on  21  operated  cases 
out  of  which  there  were  17  excisions  with  15  re- 
coveries. Pozzi  reports  that  36  operated  cases 
appear  in  the  literature  up  to  1932. 

Hemangiomata  of  the  skin  respond  well  to  in- 
jection of  sclerosing  agents  and  it  is  possible  that 
in  the  future,  when  angiomata  are  discovered  at 
laparotomy,  such  a form  of  treatment  may  be 
tried  with  success.  The  only  difficulty  here  is 


that  hemorrhage  from  the  needle  puncture  is  hard 
to  control. 

SUMMARY 

A case  of  fatal  hemorrhage  in  a new-born  fol- 
lowing rupture  of  pulmonary  hemangiomata  is 
reported.  Data  relative  to  other  visceral  heman- 
giomata are  presented. 
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LYMPHANGIOMA  OF  THE  RECTUM 

MAX  EMMERT,  M.  D., 

Omaha,  Nebi’aska. 

J.  H.  L .,  aged  28,  a farmer,  was  seen  March  11,  1926, 
because  of  “pain  in  privates  and  rectal  trouble.” 

P.  H.  No  serious  illness  nor  injury. 

P.  I.  About  two  months  ago  noticed  a pain  in  the 
left  testicle,  worse  when  riding  a horse.  Also  has  con- 
siderable trouble  from  hemorrhoids  which  he  has  had 
for  twelve  years. 

Examination:  Healthy  looking  man.  Heart  and 

lungs  normal.  Abdomen — negative.  Scrotum — mod- 
erate varicocele  left  side.  Advise  suspensory.  Rectum 
— -several  small  tags,  external  pedunculated  mass  at- 
tached within  the  anus. 

Operation:  Mass  resembles  a pedunculated  fibroid 
with  rather  broad  base  which  was  removed  with  the 
mass. 

Laboratory  report:  The  specimen  was  covered  with 
normal  squamous  epithelium.  Under  this  was  an  ex- 
cessive amount  of  mature  connective  tissue  in  which 
there  occurred  very  numerous  lymph  vessels,  for  the 
most  part  considerably  dilated. 

Diagnosis:  Subacute  Lymphangioma. 

COMMENT 

This  tumor  is  of  interest  because  of  its  atyp- 
ical character.  Lymphangioma  is  not  usually  a 
pedunculated  tumor.  It  does  not  have  the  mic- 
roscopic characteristics  of  the  three  common 
benign  tumors,  namely — adenoma  or  polypus, 
which  is  characterized  by  the  uniform  prolifera- 
tion of  the  glands  of  the  mucous  membrane; 
papilloma,  which  is  sessile  or  very  slightly  pedun- 
culated with  long  villous  processes ; fibroma, 
which  is  frequently  confused  with  an  organized 
thrombotic  hemorrhoid  and  simply  a mass  of 
fibrous  tissue. 


THE  DIAGNOSIS  AND  TREATMENT  OF  ANEMIA 
II.  THE  HEMATOCRIT* 


JOHN  C.  SHARPE,  M.  D., 

From  the  Department  of  Internal  Medicine,  University  Hospital, 
University  of  Nebraska,  College  of  Medicine, 

Omaha,  Nebraska. 


Since  the  present  day  division  of  anemias  has 
been  placed  on  the  differences  in  red  blood  cell 
size  and  the  amount  of  hemoglobin  they  contain, 
it  is  only  natural  to  turn  and  inspect  the  method 
by  which  such  information  can  be  derived.  Much 
to  our  surprise,  we  find  it  is  an  old  and  almost 
forgotten  friend — the  hematocrit.  After  a rather 
clumsey,  faltering,  short-lived  use  forty  years 
ago,  it  is  now  being  called  back  into  the  lime- 
light of  attention  by  enthusiastic  hematologists. 
Its  reappearance  is  characterized  by  simplicity, 
yet  the  information  obtained  from  it  is  of  utmost 
value.  It  is  surprising  that  the  importance  of 
determining  cell  size  and  hemoglobin  content  was 
not  recognized  long  before  the  present  day.  In 
retrospect,  the  lack  of  appreciation  of  such  in- 
formation was  no  doubt  due  to  the  inaccuracy 
and  complicated  technique  of  the  earlier  instru- 
ments. As  a result,  the  hemoglobinometer  and 
hemocytometer  are  now  used  by  the  clinician  in 
his  study  of  anemia. 

That  there  is  a crying  need  for  improvement  in 
the  accuracy  of  blood  work  is  not  to  be  denied. 
One  has  only  to  look  at  the  wide  variation  of 
normal  hemoglobin  estimations  ranging  from 
13.8  grams  of  hemoglobin  per  100  c.  c.  of  blood 
on  the  Dare  instruments  to  17.2  grams  on  the 
Sahli.  Obviously,  unless  one  knows  the  method 
by  which  the  percent  of  hemoglobin  is  determin- 
ed, there  would  be  considerable  disagreement 
even  on  the  same  sample  of  blood.  Because  of 
the  confusion  when  hemoglobin  is  reported  in 
per  cent  without  stating  the  standard  upon  which 
it  is  based,  it  has  been  urged  that  in  the  future 
the  hemoglobin  be  read  in  grams  per  100  c.  c.  of 
blood.  In  addition,  the  so-called  “normal”  of 
five  million  red  blood  cells  per  cubic  millimeter 
of  blood  has  recently  been  challenged (1),  and 
shown  that  the  average  count  in  males  is  distinct- 
ly greater ; that  in  women  averaging  4,800,000. 
Another  common  source  of  error  lies  in  placing 
so  much  emphasis  on  the  color  index.  This 
vague  term  is  meant  to  express  the  average 
hemoglobin  content  of  the  erythrocyte  in  a given 
case,  to  the  average  hemoglobin  content  of  the 
red  cells  in  normal  blood.  It  is  easy  to  see  that 
with  such  variable  standards  of  normal  in  hemo- 
globin estimation  and  erythrocyte  counts,  the 
accuracy  of  most  determinations  of  color  index 

* Presented  before  the  Omaha-Douglas  County  Medical  Socie- 
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would  be  open  to  question.  Such  erroneous  con- 
ceptions regarding  hemoglobin  saturation  of  the 
erythrocyte  in  anemia  is  directly  attributed  to  the 
use  of  such  a vague  and  inaccurate  term  as  color 
index.  Further,  the  color  index  gives  no  infor- 
mation regarding  the  individual  cell  size  or  con- 
tent. 

In  their  pursuit  of  a more  consistent  method 
of  calculating  the  relationship  of  the  amount  of 
hemoglobin  and  the  number  of  erythrocytes,  var- 
ious men  have  turned  to  the  observations  of 
earlier  workers  who  had  noted  variations  in  size 
and  shape  of  the  red  blood  cells  in  the  different 
types  of  anemia.  Price-Jones(2)  supplied  the 
stimulus  for  greater  accuracy  when  he  introduced 
his  method  of  measuring  cell  diameters,  but 
this  was  a tedious,  time-consuming  process  which 
gave  only  the  one  diameter  measurement  and 
did  not  take  into  account  the  cell  thickness  or 
true  cell  volume. 

Since  there  is  no  practical  means  of  determin- 
ing individual  cell  volume,  the  mean  corpuscular 
volume  of  a large  number  of  cells  must  be  and  is 
accurately  calculated.  Cell  volume  is  best  mea- 
sured by  means  of  the  hematocrit,  of  which  there 
are  several  types.  Some  use  only  small  amounts 
of  blood  as  obtained  from  a finger  prick,  others 
require  large  quantities  that  necessitate  veni- 
puncture. Probably  the  most  practical  hematocrit 
for  the  busy  practioner  is  that  devised  by  Win- 
trobef3),  a simple  glass  tube  with  a 2.5  milli- 
meter uniform  inside  bore  and  flat  inside  bottom. 
On  the  sides  of  the  insturment,  a 10  centi- 
meter/millimeter scale  is  etched.  The  cost  is 
nominal  and  the  only  additional  apparatus  need- 
ed is  a centrifuge. 

With  a dry  syringe,  five  c.  c.  of  venous  blood 
is  obtained  using  10  milligrams  of  dry  potassium 
oxalate  as  an  anticoagulent.  The  oxalate  causes 
a very  slight  shrinkage  of  the  erythrocytes  which 
is  corrected  by  using  a known  factor.  Hemoglo- 
bin, red  blood  cell,  leucocyte,  platelet,  and  reti- 
culocyte counts  may  be  made  from  this  sample  of 
oxalated  blood.  0.7  c.  c.  of  the  blood  is  required 
for  the  hematocrit  which  is  easily  filled  by  a cap- 
pilary  pipette.  The  tube  is  then  capped  by  a rub- 
ber stopper  to  prevent  any  evaporation  of  the 
plasma.  If  desired,  the  sedimentation  rate  of  the 
red  cells  may  be  determined  by  allowing  the 
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hematocrit  to  stand  for  one  hour  and  noting  the 
degree  to  which  it  has  occured.  The  advantage 
of  including  this  determination  in  the  macro- 
scopic examination  of  the  blood  is  the  use  of 
only  the  one  special  tube.  As  the  exact  nature 
of  the  phenomenon  of  sedimentation  is  little  un- 
derstood, any  interpretation  of  sedimentation 
rate,  at  least  for  the  time  being,  will  be  purposely 
avoided.  The  normal  range  of  sedimentation 
rate  using  this  method  is  10  to  20  millimeters 
per  hour. 

The  tube  is  now  placed  in  a centrifuge  and 
rapidly  spun  for  20-30  minutes  to  obtain  com- 
plete and  uniform  packing  of  the  red  cells.  No 
special  attachment  is  needed  for  the  centrifuge. 
The  time  necessary  for  the  complete  packing  may 
be  readily  determined  for  any  centrifuge  after  a 
few  trials.  The  higher  the  number  of  revolu- 
tions per  minute,  the  faster  the  packing  of  the 
erythrocytes  occurs.  The  resultant  volume  of 
the  packed  red  cells  is  read  directly  from  the 
scale  on  the  tube.  The  probable  source  of  error 
by  this  method  is  less  than  0.5%.  Determinations 
on  a large  series  of  healthy  young  men  and  wom- 
en show  the  normal  variation  of  volume  of  pack- 
ed red  cells  to  be  37-47  c.  c.  per  1000  c.  c.  of 
blood. 


To  calculate  the  volume  of  the  average  eryth- 
rocyte. or  “mean  corpuscular  volume.”  the 
volume  of  the  packed  red  cells  as  expressed  in 
cubic  centimeters  per  1000  c.  c.  of  blood,  is  divid- 
ed by  the  number  of  erythrocytes  expressed  as 


Mean  Corpuscular 
Volume 
(Normal  82-92 
cubic  microns) 


TABLE  I 


Volume  of  packed  red  cells 
(c.c.  per  1000  c.c.  blood) 


R.B.C. 

(in  millions  per  cub.  m.m.) 


millions  per  cubic  millimeter.  The  result  ex- 
presses the  mean  corpuscular  volume  in  cubic 
microns.  (Table  1).  The  normal  values  of  the 
mean  corpuscular  volume  range  from  82-92  cubic 
microns,  with  only  minor  differences  in  regard 
to  age  and  sex.  When  the  mean  corpuscular 
volume  is  found  to  above  the  normal  range,  the 
erthrocytes  are  spoken  of  as  macrocytic  in  type, 
that  is,  an  increase  in  all  cell  dimensions.  This 
macrocytic  interpretation  will  be  discussed  in 
more  detail  in  a few  minutes. 

The  second  important  calculation  is  that  of 
the  “mean  corpuscular  hemoglobin,”  or,  the 
amount  by  weight  of  hemoglobin  in  the  average 
corpuscle.  This  may  be  calculated  by  dividing 
the  amount  of  hemoglobin  expressed  in  grams 
per  1000  c.  c.  of  blood,  by  the  number  or  eryth- 
rocytes expressed  as  millions  per  cubic  milli- 
meter. The  resulting  value  expresses  the  mean 


corpuscular  hemoglobin  in  micromicrograms  (a 
illionth  of  a millionth  part  of  a gram).  The  nor- 
mal range  of  the  mean  corpuscular  hemoglobin 
varies  from  28-32  micrograms,  with  no  ap- 
preciable varition  in  respect  to  sex  (Table  2). 
Values  which  are  greater  than  the  normal  range 
are  considered  hyperchromic ; those  with  less 
than  the  normal  amount  of  hemoglobin  are 
called  hypochromic.  Increase  or  decrease  in  the 
amount  of  hemoglobin  contained  in  the  cells  are, 


Mean  Corpuscular 
Hemoglobin 
(Normal  28-32 
micromicrograms) 


TABLE  II 


Hemoglobin 

(in  grams  per  100  c.c.  blood) 
R.B.C. 


(in  millions  per  cub.  m.m.) 


with  the  exceptions  of  certain  types  of  anemia, 
proportional  to  alterations  in  the  size  of  the  cells. 
According  to  Wintrobe(4),  the  average  eryth- 
rocyte in  disease  never  contains  more  hemoglobin 
per  unit  volume  than  is  found  in  the  normal  cor- 
puscle. This  too  will  be  discussed  more  fully 
when  the  clinical  aspects  are  applied. 

The  final  determination  is  that  of  the  icterus 
index,  or  the  amount  of  bilirubin  present  in  the 
blood  plasma.  It  is  well  known  that  in  the 
absence  of  hepatic  disease,  biliary  obstruction, 
and  carotinemia,  an  increase  in  the  yellow  color 
of  the  blood  plasma  is  due  to  increased  blood  de- 
struction. Significant  differences  occur  in  the 
various  anemias  which  may  be  missed  on  physi- 
cal examination  because  of  its  subclinical  char- 
acter. Following  centrifugation,  the  upper, 
plasma-filled  portion  of  the  hematocrit  is  com- 
pared to  known  color  standards  and  the  icterus 
index  is  thereby  easily  determined.  The  normal 
range  is  considered  to  be  4-6  units. 

Now — of  what  practical  value  do  these  deter- 
minations offer  in  aiding  the  diagnosis  and  treat- 
ment of  anemia?  This  may  be  answered  by 
first  stating  that  perhaps  the  most  striking  fea- 
ture of  the  red  blood  cell  is  the  remarkable  uni- 
formity in  the  size  and  shape  of  the  25  trillion 
cells  in  normal  man.  This  is  in  direct  contrast 
to  the  variations  as  observed  in  association  with 
certain  diseases.  Here  there  arises  definite  dif- 
ferences in  the  size  and  hemoglobin  content  of 
the  red  cells,  the  recognition  of  which  is  not  only 
an  assistance  in  the  diagnosis  and  classification 
of  anemia,  but  through  more  accurate  differentia- 
tion, gives  important  information  concerning 
prognosis  and  treatment. 

A classification  of  anemia  based  on  the  size 
(volume)  of  the  red  cells  has  been  given  in  a 
former  papeH5>.  Because  of  the  clinical  simu- 
larity  but  greatly  different  hematological  find- 
ings and  widely  different  forms  of  treatment,  the 
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importance  of  accurate  diagnosis  must  be  stress- 
ed. Too  often  the  physician  labels  the  anemia 
as  vaguely  “secondary”  and  does  not  take  the 
time  and  trouble  to  analyze  the  underlying  cause. 
He  wonders  why  his  treatment  of  woefully  in- 
adequate doses  of  an  iron  compound  does  not 
cause  an  improvement  in  the  patient’s  symptoms 
and  blood  count.  It  must  be  stressed  that  ra- 
tional therapy  can  only  be  applied  after  the  cor- 
rect diagnosis  is  made.  As  pointed  out,  in  the 
differential  diagnosis  of  doubtful  cases,  and 
especially  if  the  red  count  is  above  3 million, 
examination  of  the  blood  smears  to  determine 
cell  size  may  not  be  of  much  assistance.  Even 
though  cell  diameters  are  measured,  and  very 
few  physicians  take  the  time  and  effort  to  do 
that,  the  differences  may  be  so  small  as  to  be 
entirely  missed.  It  is  at  this  point  that  the 
hematocrit  finds  its  greatest  usefulness.  With 
simplicity,  speed  and  accuracy,  the  observations 
are  made  which  take  into  account  cell  changes 
in  all  dimensions  and  their  hemoglobin  content. 
That  the  hematocrit  magnifies  the  small  differ- 
ences has  been  clearly  brought  out  by  Haden(6) 
who  showed  that  an  increase  of  one  micron  in 
the  diameter  of  a red  cell  is  associated  with  an 
increase  of  44%  of  its  volume.  The  hematocrit 
measures  cell  volume. 

By  determining  whether  or  not  a given  case 
of  anemia  is  macrocytic  or  hypochromic  in 
character,  indications  for  treatment  are  sug- 
gested. Thereby,  one  does  not  lose  many  valua- 
ble days  watching  for  reticulocyte  responses,  or, 
more  commonly,  even  weeks  trying  first  one 
preparation  containing  iron,  then  another  con- 
taining liver  extract,  or  a combination  of  both. 
One  might  ask  why  not  give  liver  and  iron  in 
cases  of  anemia  of  doubtful  origin?  There  are 
several  such  preparations  on  the  market,  some  of 
which  have  even  added  vitamin  B,  copper,  bone 
marrow,  and  hemoglobin.  That  there  is  little 
use  for  such  therapy  is  seen  when  one  stops  to 
consider  that:  1.  there  is  no  evidence  to  show 
such  “shot  gun”  preparations  are  more  effective 
than  that  of  the  iron  and  liver  contained  therein, 

2.  the  dose  of  liver  extract  and  iron  is  such  com- 
binations is  far  below  the  optimal,  recommended 
doses,  3.  it  is  definitely  more  expensive  for  the 
patient,  and  4.  with  few  exceptions,  iron  is  of  no 
value  in  the  macrocytic  anemias ; liver  extract 
offers  nothing  in  the  treatment  of  hypochromic 
anemia. 

SUMMARY 

1.  It  is  hoped  that  by  calling  your  attention 
to  an  old  friend  that  has  suddenly  found  itself 
invested  with  potent  possibilities  in  the  diagnosis 
and  treatment  of  anemias,  that  you  will  seriously 


consider  adopting  it  as  an  important,  valuable, 
inexpensive,  simple  and  extremely  accurate  lab- 
oratory procedure. 

2.  Through  hematocrit  observations,  a diag- 
nosis of  the  type  of  anemia  can  be  made  and  in- 
dications for  its  treatment  are  suggested. 

3.  The  recent  trend  in  the  classification  of 
anemia  is  based  on  variations  of  the  red  blood 
cell  size  and  hemoglobin  content,  the  calculation 
of  which  is,  in  turn,  based  on  hematocrit  deter- 
minations. 

4.  Adequate,  rational  theray  can  only  be  ap- 
plied after  the  correct  diagnosis  is  made. 

5.  The  use  of  “shot  gun”  preparations  in  the 
treatment  of  anemia  should  be  condemned. 
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ARTIFICIAL  FEVER  THERAPY  IN 
TREATMENT  OF  CORNEAL  ULCER 
AND  ACUTE  IRITIS 

In  the  last  year  E.  I.  Whitney,  Detroit  (Jour- 
nal A.  M.  A.,  May  18,  1935),  used  artificial  fever 
alone  as  a means  of  therapy  in  a number  of  eye 
conditions.  Eight  cases  presenting  varying  types 
of  corneal  ulcer  and  six  cases  of  acute  iritis  are 
reported.  The  results  suggest  that  there  is  merit 
in  this  form  of  fever  therapy,  in  which  the  height 
of  the  fever  and  its  duration  are  under  such  per- 
fect control.  Some  of  the  patients  received  dif- 
ferent types  of  medication  during  the  fever  treat- 
ment as  well  as  before,  while  others  had  fever 
therapy  only.  Prompt  healing  of  some  corneal 
ulcers  after  fever  therapy  was  noted.  Local 
treatment  is  quite  adequate  in  many  cases,  but 
fever  treatment  has  hastened  healing  when  local 
measures  have  seemed  to  be  making  little  prog- 
ress. This  is  particularly  true  in  cases  in  which 
systemic  stimulation  is  indicated.  The  produc- 
tion of  artificial  fever  in  acute  iritis  is  of  def- 
inite value.  Recovery  is  hastened.  Further  ob- 
servation is  necessary  to  determine  the  effect  it 
has  in  preventing  recurrences. 


PARADOXICAL  EMBOLUS 

J.  MARSHALL  NEELY,  M.  D., 
Lincoln,  Nebraska. 


The  most  common  source  of  emboli  occurring 
in  the  systemic  circulation  is  undoubtedly  a mural 
thrombus  in  the  left  heart.  If  the  thrombus  is 
located  in  the  left  ventricle  its  etiology  is  nearly 
always  coronary  occlusion  with  myocardial  in- 
farction and  if  the  mural  thrombus  is  located  in 
the  left  auricle  the  most  common  cause  is  stenosis 
of  the  mitral  valve.  In  the  later  case  auricular 
fibrilation  is  nearly  always  present.  Vegetations 
such  as  occur  in  acute  and  sub-acute  bacterial  en- 
docarditis frequently  give  rise  to  septic  emboli. 

In  spite  of  the  rarity  of  the  condition,  emboli 
occurring  in  the  systemic  circulation  in  the  ab- 
sence of  organic  heart  disease,  is  most  commonly 
due  to  transmission  of  an  embolus  from  the  right 
to  the  left  atrium  through  a patency  of  the  atrial 
septum,  the  so-called  paradoxical  embolus.  The 
source  is  usually  a thrombosed  vein  at  some  dis- 
tant point.  Other  possible  sources  of  emboli  oc- 
curring in  the  systemic  circulation  are  thrombosis 
of  the  pulmonary  veins,  and  ball  thrombus  oc- 
curring as  a complication  of  mitral  stenosis. 
Covey,  Crooks  and  Rogers(3)  have  pointed  out 
the  fact  that  though  ball  thrombus  is  of  very  rare 
occurrence,  when  it  is  encountered,  emboli  into 
the  peripheral  circulation  are  not  uncommon. 

Hirschboeck(1i)  has  recently  reviewed  the  lit- 
erature and  presented  a case  in  which  the  em- 
bolus was  found  lodged  in  the  foramen  ovale  at 
autopsy.  In  this  review  he  pointed  out  the  rarity 
of  such  reports  in  the  American  literature.  Hag- 
gart  and  Walker  have  demonstrated  experiment- 
ally that  pulmonary  pressure  rises  from  29% 
to  2G7%  in  case  of  sudden  occlusion  of  the  pul- 
monary artery,  the  degree  of  increase  depending 
on  the  percentage  of  pulmonary  circulation  in- 
volved. This  probably  explains  the  fact  that 
over  50%  of  cases  of  paradoxical  embolus  are 
preceded  by  pulmonary  emboli.  The  interarterial 
pressure  normally  is  somewhat  greater  in  the  left 
atrium  than  in  the  right  and  consequently,  unless 
there  is  a rise  in  the  pressure  of  the  right  atrium, 
compensation  is  nearly  always  present  in  spite  of 
existing  patency  in  the  interatrial  septum. 

Patent  foramen  ovale  is  the  most  common  of 
all  persistent  congenital  malformations  and  is 
said  to  occur  in  about  20%  (Bell)(7)  to  35%(6) 
of  all  autopsies.  Thompson  and  Evans  pointed 
out  the  importance  of  the  size  of  the  patency,  only 
G%  of  their  cases  showing  an  opening  which 
.was  the  size  of  a lead  pencil.  These  authors  also 
conclude  that  it  is  necessary  for  1/3  of  the  pul- 


monary circulation  to  be  occluded  in  order  to  .-Aif- 
ficiently  raise  the  pressure  in  the  right  atrium  to 
favor  the  establishment  of  a paradoxical  embolus. 

The  following  case  is  thought  to  be  of  suffi- 
cient interest  to  warrant  report  for  two  reasons : 
1.  Because  of  the  relative  rarity  of  the  condition 
and  2.  because  the  case  was  carefully  followed 
and  correctly  diagnosed  clinically. 

Mrs.  C.  P.,  a white  woman,  age  59,  was  admitted  to 
the  medical  service  of  the  Lincoln  General  hospital 
under  the  care  of  Dr.  John  C.  Thompson,  November 
24,  1934.  The  past  and  family  history  were  not  re- 
markable. Her  complaints  at  the  time  of  admission 
were  pain  in  the  right  leg,  chest  pain,  dyspnea  and 
cough.  She  was  perfectly  well  until  a few  days  before 
admission  when  she  became  aware  of  a dull  aching- 
pain  in  the  calf  and  medical  aspect  of  the  right  leg. 
This  pain  became  slowly  more  severe  and  extended 
into  the  region  of  the  thigh.  In  spite  of  this  she  re- 
mained ambulatory  until  on  the  day  of  admission 
when  she  experienced  sudden  severe  pain  in  the  right 
chest  accompanied  by  dyspnea  and  slight  hemoptysis. 
She  was  seen  by  her  physician  at  this  time  and  hos- 
pitalization was  advised. 

Physical  examination  revealed  an  anxious,  nervous 
individual  who  appeared  to  be  slightly  dyspneic.  The 
right  leg  was  slightly  larger  than  the  left  and  there 
was  marked  tenderness  to  palpation  in  the  calf  re- 
gion. The  right  saphenous  vein  was  cord  like  and 
tender  to  palpation  throughout.  The  left  leg  was 
normal.  The  heart  tones  were  distinct  and,  save  for 
an  occasional  extrasystole  the  rhythm  was  regular. 
There  were  no  audible  murmurs  and  the  heart  was 
not  enlarged.  The  blood  pressure  was  134/80  and  the 
pulse  80.  Breath  sounds  were  heard  throughout  the 
chest  though  there  was  some  roughening  of  the 
sounds  accompanied  by  musical  rales  in  the  base  of 
the  right  lung.  There  was  no  friction  rub.  The  ab- 
domen was  flat  and  revealed  no  positive  findings. 

The  urine,  at  the  time  of  admission,  showed  nothing 
of  note  save  for  a trace  of  albumin.  The  leukocyte 
count  on  admission  was  10,300  with  a normal  differ- 
ential count. 

A flat  film  of  the  chest  taken  November  27,  1934, 
showed  an  area  of  increased  density  in  the  right  base 
which  was  interpreted  as  pulmonary  infarction.  Re- 
ray for  comparison  on  December  6,  1934,  showed  some 
increase  in  the  density  seen  in  the  right  base  with 
evidence  of  slight  pleural  effusion. 

The  day  following  admission  a friction  rub  was 
heard  in  the  base  of  the  right  chest  and  the  tempera- 
ture rose  to  101  degrees  F.  This  area  increased  some- 
what in  size  and  the  patient  ran  a low  grade  fever 
throughout  her  course  in  the  hospital.  Between  De- 
cember 9 and  14  she  was  restless  and  apprehensive 
and  during  this  time  she  developed  a dull  aching  pain 
in  the  left  hypochondrium.  Aside  from  this  she 
seemed  to  be  progressing  quite  well  until  December 
16  when  she  suddenly  developed  severe  cramp-like 
pain  in  the  lower  back  and  both  lower  extremities  ac- 
companied by  loss  of  function  of  both  lower  extremi- 
ties. Both  feet  were  white  and  waxy  in  appearance 
and  pulsation  could  not  be  made  out  in  either  femoral 
artery.  Pulsation  of  the  abdominal  aorta  was  audible 
to  the  bifucation  but  was  absent  in  both  femorals. 
Gradually  the  pulsation  in  the  abdominal  aorta  dis- 
appeared. Cyanosis  of  the  lips  and  finger  tips  be- 
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came  marked  and  there  was  abdominal  distension  and 
increasing  pain.  On  December  17th,  about  24  hours 
after  the  accident  she  became  moribund,  the  lungs 
became  filled  with  moist  rales  and  death  occurred. 
Tarry  stools  were  passed  the  day  of  death. 

The  probable  sequence  of  events  as  noted  on  the 
chart  at  this  time  were  as  follows:  1,  thrombosis  of 
the  saphenous  vein;  2,  pulmonary  embolus;  3,  embolic 
occlusion  of  the  abdominal  aorta  and  mesenteric  ar- 
tery due  to  paradoxical  embolus. 

Autopsy  was  held  20  hours  after  death.  An  ab- 
stract of  the  postmortem  protocol  follows:  The  ab- 
domen was  distended  and  distal  to  a line  joining  the 
anterior  ileac  crests  there  was  a purple  blochy  dis- 
coloration. The  lower  extremities  were  pale  and 
there  was  a very  slight  pitting  edema  of  the  dorsum 
of  each  foot.  There  was  a large  excess  of  frankly 
bloody  fluid  in  the  peritoneal  cavity  and  the  entire 
small  intestine  was  distended  and  discolored.  The 
peritoneal  surface  was  lusterless  but  no  fibrin  was 
present.  There  was  no  evidence  of  mechanical  in- 
testinal obstruction.  The  left  lung  was  free  and  the 
left  pleural  cavity  empty.  The  right  lung  showed 
fibrinous  adhesions  at  the  base  and  at  the  apex.  The 
right  pleural  cavity  contained  about  500  cc.  of  cloudy 
blood  tinged  fluid.  The  pericardial  cavity  was  not 
remarkable.  Examination  of  the  heart  showed  the 
valves  to  be  normal  in  appearance  save  for  very 
slight  thickening  of  the  free  edge  of  the  septal  leaflet 
of  the  mitral  valve.  The  anterior  descending  and 
circumflex  branches  of  the  left  coronary  artery  showed 
very  mild  arterio-sclerosis  but  no  occlusion  of  the 
lumen.  The  right  coronary  artery  was  normal  in  ap- 
pearance. The  coronary  orifaces  were  patent.  The 
ventricular  myocardium  showed  nothing  remarkable. 
The  right  atrium  showed  a definite  dilatation  and 
slight  hypertrophy  of  the  walls.  There  was  no  evi- 
dence of  mural  thrombus  in  the  heart.  There  was  a 
congenital  patency  in  the  interatrial  septum,  probably 
a persistent  foramen  ovale,  the  diameter  of  which 
measured  12  mm. 

The  left  lung  showed  edema  and  congestion  but  no 
evidence  of  infarction  or  pneumonia.  The  right  lung 
showed  the  main  branches  of  the  pulmonary  artery 
supplying  the  lower  lobe  to  be  filled  with  antemortem 
thrombus  and  the  entire  lower  lobe  was  hemorrhagic 
and  consolidated. 

The  liver,  gallbladder,  kidneys,  pancreas,  supra- 
renals,  urinary  bladder,  and  uterus  showed  nothing 
remarkable. 

Examination  of  the  superior  mesenteric  artery 
showed  an  antemortem  thrombus,  embolic  in  origin, 
lodged  at  its  orifice.  The  splenic  artery  was  also  oc- 
cluded by  an  embolus  located  about  3 cm.  from  its 
orifice.  The  upper  half  of  the  spleen  showed  recent 
infarction.  The  lower  jejunum,  the  entire  ilium  and 
the  cecum  showed  marked  thickening  of  the  walls  and 
hemorrhagic  areas  beneath  the  serosa.  The  lumen 
contained  fresh  and  old  blood. 

Antomical  lesions:  Thrombophlebitis  (right);  pul- 
monary infarction  (embolic)  right;  patent  foramen 
ovale;  embolic  occlusion  of  the  abdominal  aorta,  su- 
perior mesenteric  artery  and  splenic  artery;  ischemia 
of  the  small  intestines  and  cecum. 

The  changes  found  histologically  were  exactly  what 
would  be  expected  in  a case  of  this  kind  and  no  de- 
scription seems  necessary. 

SUMMARY 

In  so  much  as  about  6%  of  all  autopsies  show 
a patent  foramen  ovale  sufficiently  large  to  per- 
mit the  passage  of  a sizeable  embolus,  in  any 
case  which  develops  embolic  phenomena  in  the 
systemic  arterial  system  which  was  preceded  by 


pulmonary  emboli,  a diagnosis  of  paradoxical 
embolus  is  indicated.  Pulmonary  emboli  precede 
the  passage  of  an  embolus  through  the  interatrial 
orifice  in  more  than  50%  of  cases  because  of  the 
coexisting  increase  in  pressure  in  the  right 
atrium. 

This  case  is  unusual  in  that  an  accurate  clin- 
ical diagnosis  was  made  of  the  condition  which 
was  checked  in  every  particular  by  postmortem 
study. 
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BREATH  ODORS  FROM  ALLIACEOUS 
SUBSTANCES:  CAUSE  AND 
REMEDY 

Howard  W.  Haggard  and  Leon  A.  Greenberg, 
New  Haven,  Conn.  ( Journal  A.  M.  A.,  June  15, 
1935),  state  that  the  odor  given  to  the  breath  by 
onion  or  garlic  comes  from  the  essential  oil  con- 
tained in  these  vegetables.  The  oil  does  not,  as 
has  been  suggested,  reach  the  breath  from  aera- 
tion of  the  blood  in  the  lungs,  from  pulmonary 
secretion,  from  salivary  secretion,  or  in  air 
passed  from  the  stomach.  It  arises  solely  from 
particles  of  onion  or  garlic  retained  in  the  struc- 
ture about  the  mouth.  Quantitative  experiments 
demonstrate  this  fact.  The  particles  from  which 
the  odor  arises  cannot  be  removed  completely 
by  mechanical  means ; brushing  the  teeth  and 
tongue  and  washing  the  mouth  with  soap  and 
water  fail  to  deodorize  the  breath.  Similarly 
washing  the  mouth  with  a 30  per  cent  solution 
of  alcohol  is  ineffective.  The  breath  can  be 
immediately  and  completely  rid  of  the  odor  by 
washing,  the  teeth  and  tongue  and  rinsing  the 
mouth  with  a solution  of  chloramine.  The  chlor- 
ine liberated  in  the  mouth  reacts  chemically  with 
the  essential  oils  and  deodorizes  them.  It  is  prob- 
able that  many  cases  of  foul  breath  from  other 
causes  would  be  amenable  to  the  same  method  of 
treatment. 
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To  the  general  practitioner,  the  various  mani- 
festations of  an  unstable  gastrointestinal  tract  are 
familiar.  The  condition  masquerades  under  a 
variety  of  names : mucous  colitis,  spastic  colitis, 
nervous  indigestion,  and  functional  bowel  dis- 
tress. No  symptom-complex  has  had  more  reme- 
dies or  treatments  proposed  for  it  than  has  this 
one.  However,  with  an  understanding  of  the  et- 
iology of  the  condition,  rational  and  effective 
therapy  may  be  given. 

ETIOLOGY 

The  strain  and  stress  of  modern  civilization  has 
thrown  an  enormous  load  on  that  most  highly 
specialized  of  organic  systems— the  nervous  sys- 
tem. This  load,  in  turn,  may  express  itself  in  a 
multitude  of  ways.  The  dermatologist  sees  its 
expression  in  the  “neurodermatoses,”  the  cardiol- 
ogist in  “vasomotor  instability,”  and  the  gastro- 
enterologist as  “functional  bowel  distress.”  Ev- 
ery general  practitioner  is  called  on  to  treat  this 
condition  of  the  gastrointestinal  tract,  and  it  is 
our  belief  that  he  is  the  man  who  is  best  enabled 
to  treat  it  with  understanding. 

So  far,  no  one  has  described  exactly  what 
mechanism  is  at  fault  or  how  this  condition  is 
produced.  Some  imbalance  of  the  sympathetic 
nervous  system  probably  produces  an  instability 
of  the  gastrointestinal  tract  so  that  it  is  more  eas- 
ily affected  by  irritative  agents  than  the  normal 
gastrointestinal  tract. 

The  exact  modus  operandi  of  the  nervous  im- 
balance is,  then,  unexplained.  The  terms  “vago- 
tonia" and  “sympatheticotonia”  have  been  coined 
in  an  attempt  to  classify  and  describe  certain 
types  of  physical  constitutions  in  which  one  or 
the  other  of  the  two  divisions  of  the  sympathetic 
nervous  system  predominates.  Vagotonic  or 
sympatheticotonic  disorders  have  characteristic 
gastrointestinal  responses  but  since  pure  members 
of  either  class  are  not  common  we  shall  not  use 
such  a classification  for  this  discussion. 

Worry  and  fear  are  the  background  for  the 
strain  of  modern  life  and  it  is  in  these  two  mental 
states  that  the  foundation  is  laid  for  the  disorder 
we  are  considering.  The  relative  importance  of 
the  mental  side  varies  from  case  to  case,  but  it  is 
always  of  primary  importance  and  must  not  be 
overlooked. 

In  no  true  sense  of  the  word  can  this  condition 
be  called  hereditary,  yet  it  is  not  uncommon  to 
find  it  in  several  generations  of  one  family. 
Rather  we  should  say  that  the  tendency  to  it  is 


hereditary,  and  under  proper  stimulation  (stress 
and  strain),  an  attack  will  be  precipitated. 

It  occurs  at  any  age  and  in  either  sex.  Men 
succeed  in  hiding  the  cause  for  their  trouble  more 
successfully  than  women,  but  the  disorder  is  as 
common  in  men  as  in  women. 

SYMPTOMATOLOGY 

Any  condition  which  has  as  indefinite  a path- 
ological picture  as  “bowel  distress”  must  of  ne- 
cessity have  a varied  symptomatology.  The  us- 
ual symptoms  are : 

Nausea  and  Vomiting.  Nausea  is  a frequent 
symptom  of  the  hyperirritable  gastrointestinal 
tract.  It  is  unaccompanied  by  pain,  and  is  in- 
tensified by  acute  emotional  disturbances.  Vom- 
iting is  not  a frequent  symptom,  and  its  presence 
should  suggest  that  a wider  search  be  made  for  a 
causative  factor.  In  the  highly  emotional  patient, 
there  is  a strong  tendency  for  the  doctor  to  say 
that  vomiting  is  due  to  “nerves,”  but  such  a diag- 
nosis should  only  be  made  after  the  more  com- 
mon causes  of  vomiting  have  definitely  been  ruled 
out. 

Belching.  In  this  symptom-complex,  belching 
is  a result  of  aerophagia,  and  should  be  considered 
as  a bad  habit.  By  carefully  watching  the  pa- 
tient for  a time,  this  air  swallowing  may  be  ob- 
served and  pointed  out  to  him. 

Gallbladder  disease  must  be  considered  when 
this  symptom  is  presented,  but  the  clinical  picture 
of  gallbladder  trouble  is  much  different  and  there 
should  be  little  difficulty  in  the  differential  diag- 
nosis. 

Rumbling  and  Gurgling  in  the  Abdomen.  Bor- 
borygmus  is  a very  common  symptom,  and  is  a 
source  of  annoyance  and  embarrassment  as  well 
as  of  worry.  There  does  not  seem  to  be  any  re- 
lationship between  emotional  excitement  and  the 
time  of  appearance  of  the  rumbling.  It  is  more 
noticeable  when  the  patient  is  lying  down,  but 
does  not  seem  to  be  any  more  frequent  or  pro- 
nounced. 

Looseness  of  Stools  and  Constipation.  It  seems 
paradoxical  that  these  two  apparently  antagonis- 
tic symptoms  should  be  discussed  together,  and 
yet  it  is  only  proper  that  they  should  be  since 
they  are  both  expressions  of  the  same  thing, — 
i.e.,  hyperirritability  of  the  colon.  The  looseness 
of  the  stools  is  not  a true  diarrhea  but  rather  a 
borderline  state  in  which  there  are  several  bowel 
movements  per  day.  The  stools  are  normal  in 
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color,  and  of  a mushy  consistency.  Periods  of 
excitement  will  be  followed  by  the  passage  of 
several  such  stools.  Constipation  is  a more  com- 
mon complaint,  and  follows  longer  periods  of  ex- 
citement. The  stools  at  this  time  are  hard, 
formed  pellets  of  normal  color.  The  patient  com- 
plains of  the  necessity  for  cathartics  of  a drastic 
nature,  and  on  close  questioning  will  admit  that 
the  constipation  is  usually  worse  after  the  taking 
of  cathartics  for  several  days. 

Abdominal  Pain.  Vague  abdominal  pain  of  an 
intermittent  nature  is  a constant  finding.  The 
pain  is  due  to  spasm  in  the  colon,  and  for  that 
reason  is  colicky  in  nature.  It  is  sharp,  non- 
radiating and  may  occur  any  place  within  the 
abdomen.  A pain  which  is  present  in  one  spot, 
constantly,  is  unlikely  to  be  caused  by  functional 
spasm  of  the  colon.  An  important  diagnostic 
point  is  that  the  pain  is  often  accompanied  by  bor- 
borygmus  and  relief  follows  the  passage  of  flatus. 

Flatus.  The  passage  of  flatus  is  one  of  the 
distressing  accompaniments  of  this  syndrome. 
Relief  of  the  abdominal  cramps  almost  invariably 
follows  the  passage  of  flatus.  Modern  civiliza- 
tion with  its  conventions  and  restrictions  taboos 
the  indiscriminate  passage  of  flatus,  and  as  a 
consequence  these  patients  suffer  unnecessarily, 
since  failure  to  pass  flatus  is  followed  by  an  ex- 
aggeration of  the  abdominal  pains. 

OBJECTIVE  FINDINGS 

Abdominal  Examination.  The  most  worthwhile 
examination  which  can  be  made  in  diagnosing  this 
condition  is  abdominal  palpation.  Gentle  mas- 
sage of  the  abdominal  wall  will  start  a rush  of 
peristaltic  waves,  and  the  gas  in  the  intestines 
can  be  both  felt  and  heard  as  it  is  forced  through 
the  loops  of  the  intestines.  The  colon  is  tender 
to  deep  pressure  but  not  to  superficial  palpation. 
In  both  lower  quadrants  the  colon  can  be  rolled 
under  the  examining  fingers  as  they  press  it 
against  the  psoas  muscle.  The  colon  feels  firm 
and  cordlike.  This  is  due  to  the  spasm  which 
is  present  so  much  of  the  time  throughout  its 
entire  length. 

Rectal  and  proctoscopic  examinations  do  not 
reveal  any  abnormalities. 

X-ray  examination  of  the  colon  by  means  of 
the  barium  enema  has  some  significance.  There 
is  a moderate  degree  of  discomfort  as  the  barium 
suspension  is  introduced,  and  difficulty  in  retain- 
ing the  enema  is  not  unusual.  A moderate  de- 
gree of  spasticity  is  seen  along  the  entire  course 
of  the  colon.  No  pathognomonic  x-ray  signs 
have  been  described  for  this  condition,  and  from 
an  x-ray  standpoint  a severe  case  cannot  be  dif- 


ferentiated from  a true  ulcerative  colitis.  The 
history. and  proctoscopic  findings  in  the  latter 
condition  soon  make  the  differentiation,  though. 

Laboratory  Findings:  Examination  of  the 

blood  shows  a normal  blood  picture  in  all  respects. 

The  laboratory  examination  of  the  stool  is  im- 
portant and  should  be  done  only  after  the  patient 
has  been  on  a meat- free  diet  for  at  least  three 
days.  A stool  examination  should  include  a 
search  for  parasites  as  well  as  the  usual  tests 
for  occult  blood.  A highly  irritable  colon  con- 
dition may  be  exaggerated  by  the  presence  of 
parasites  and  the  condition  will  not  be  amenable 
to  treatment  until  the  accessory  cause  is  removed. 

Gastric  analysis  and  urinalysis  show  normal 
findings  in  an  uncomplicated  case. 

TREATMENT 

Here  the  true  art  of  medicine  comes  into  play, 
and  we  must  supplement  it  with  what  science  we 
possess.  Winning  the  confidence  of  the  patient 
is  the  first  and  prime  requisite  for  treating  this 
condition.  We  must  remember  that  these  patients 
are  high-strung  individuals  and  react  very  quick- 
ly and  strongly  to  the  attitude  taken  by  the  ther- 
apist. A sympathetic,  interested  attitude  should 
be  maintained  at  all  times,  because,  if  the  patient 
suspects  you  think  he  is  “just  another  neuro,” 
very  little  can  be  accomplished.  In  the  long  run, 
this  is  a type  of  patient  who  is  very  grateful  for 
what  has  been  done  for  him. 

First,  it  is  necessary  to  get  a complete  history 
from  the  patient  of  all  things  in  his  surroundings 
which  cause  him  worry  or  fear.  To  the  doctor 
who  is  well  acquainted  with  the  patient,  this  will 
not  be  hard,  but  if  the  doctor  is  seeing  the  patient 
for  the  first  time,  it  will  be  necessary  to  take  a 
long  history  in  detail.  If  the  doctor  can  afford 
a solution  to  the  cause  of  the  mental  state,  a 
great  step  in  curing  the  patient  will  be  made.  If 
not,  he  should  attempt  to  explain  things  so  as 
to  enable  the  patient  to  face  his  environment. 

Drug  therapy  may  be  divided  into 

(1)  Sedatives. 

(2)  Drugs  used  for  specific  effect  on  in- 

testine. 

(3)  Defecation  aids. 

(4)  Dietary  aids. 

A mild  sedative  is  indicated  in  almost  every 
case.  Sodium  bromide  in  0.6  gm.  doses  (gr  x) 
three  or  four  times  a day  has  been  found  to  be 
very  useful  as  has  phenobarbital  0.03  gm  (gr  ss) 
t.i.d.  Every  doctor  has  his  own  pet  sedative 
which  he  will  find  effective. 
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Of  the  numerous  drugs  used  for  their  specific 
effect  on  the  intestines,  we  have  found  two  very- 
efficient.  Tincture  of  belladonna  is  used  to  re- 
lieve the  pain  due  to  spasm  of  the  colon.  Ten 
minims  t.i.cl.  is  the  ordinary  dose  although  this 
may  be  increased  in  severe  cases  at  the  rate  of  a 
drop  per  day  until  signs  of  atropine  overdosage 
appear  (dilatation  of  pupils,  headaches,  etc.).  In 
those  cases  where  diarrhea  is  marked,  the  deod- 
orized tincture  of  opium  is  used  in  10  m doses 
t.i.d.  It  may  be  used  in  larger  doses  if  desired. 
Rarely,  it  will  be  necessary  to  resort  to  the  strong- 
er sedatives  such  as  codein  or  morphine  to  give 
relief  from  the  cramping  pains. 

An  acute  attack  of  abdominal  pain  may  be  re- 
lieved quickly  by  the  inhalation  of  amyl  nitrite. 
This,  however,  is  of  more  dramatic  than  practical 
interest. 

In  conjunction  with  the  drugs  used,  a hot  watei 
bottle  or  electric  pad  applied  to  the  abdomen  one 
hour  on  and  one  hour  off  will  prove  very  sooth- 
ing. 

Since  most  of  these  patients  have  been  depend- 
ing on  cathartics  for  years,  they  almost  demand 
that  something  be  prescribed  for  them  “to  make 
the  bowels  move."  We  depend  on  (1)  mineral 
oil  and  (2)  enemas.  Mineral  oil  should  be  given 
in  doses  just  insufficient  to  cause  leakage.  30 
cc  b.i.d.  is  about  the  amount  which  the  average 
adult  can  handle.  If  this  does  not  cause  the 
bowels  to  move,  we  recommend  the  use  of  tap 
water  enemas  in  the  morning.  After  several  days 
if  the  bowels  still  do  not  move  spontaneously  an 
oil  retention  enema  is  recommended  at  bedtime. 
This  consists  of  120  cc.  of  cottonsee*d  oil  admin- 
istered to  the  patient  as  he  is  lying  on  his  left 
side.  It  is  most  easily  given  through  a male 
catheter  inserted  into  the  rectum.  A funnel  in  the 
free  end  facilitates  the  introduction  of  the  oil. 
Such  an  enema  affords  mild  stimulation  to  the 
lower  colon,  and  usually  causes  the  bowels  to 
move  on  the  following  morning.  If  they  do  not, 
a water  enema  is  given. 

Stronger  cathartics  are  not  justifiable  in  this 
condition  because  they  only  make  it  worse.  By 
adding  more  irritation  to  an  already  irritable 
colon  they  only  further  the  trouble  and  intensify 
a vicious  circle. 

The  diet  is  of  utmost  importance  and  should 
be  controlled  by  the  physician.  During  periods 
of  severe  distress  boiled  milk,  barley  gruel  (thin) 
and  crackers  should  form  the  basis  of  the  diet. 
Toasted  white  bread,  cream  of  wheat,  rice  and 


custards  may  usually  be  added  in  a few  days. 
Certain  restrictions  should  be  placed  definitely  on 
the  diet  at  this  stage.  They  are  (1)  no  bran  or 
whole  grains,  (2)  no  potatoes,  and  (3)  no  fruits 
or  vegetables.  To  the  diet  may  then  be  added 
breads,  broths,  eggs,  milk,  cheese,  cake  and  meat. 
Buttermilk  should  be  excluded.  As  soon  as  the 
stools  are  formed,  potatoes  (mashed  or  baked) 
are  added.  Cooked  vegetables  are  added  as  the 
stools  become  harder  and  dryer.  One  vegetable 
is  added  at  first  and  more  as  the  improvement 
continues.  Lastly,  uncooked  fruits  and  vegetables 
are  to  be  added  when  the  stools  are  normal.  At 
the  first  sign  of  upset,  the  uncooked  fruits  and 
vegetables  should  be  withdrawn. 

SUMMARY 

The  symptom-complex  of  functinal  bowel  dis- 
tress in  its  protean  manifestations  has  been  dis- 
cussed, and  a form  of  therapy  outlined. 


SUB-ACUTE  ATROPHY  OF  THE  LIVER 

CLINICO-PATHOLOGICAL  CASE  REPORT— IV 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

A white  male,  age  25,  was  admitted  to  the  hospital 
April  2,  1934,  in  a semi-stuporous  state.  He  had  been 
perfectly  well  until  about  2 months  prior  to  this 
time  when  he  first  noted  fatigue  and  epigastric  dis- 
tress. Sometime  prior  to  this  he  had  used  a chemical 
in  the  form  of  a powder  spray  as  a rat  exterminator. 
Later  he  became  jaundiced  and  developed  nausea  and 
vomiting.  Generalized  edema,  abdominal  distension, 
slight  bleeding  from  the  ears,  irritability  and  coma 
developed  shortly  before  admission.  Examination  at 
the  time  of  admission  showed  normal  pulse,  blood 
pressure  and  temperature.  He  was  in  coma  and  there 
was  a generalized  edema.  There  was  some  neck 
rigidity  and  a systolic  murmur  could  be  heard  over 
the  pulmonic  area.  There  was  splenic  enlargement 
and  the  area  of  liver  dullness  was  decreased.  The 
urine  contained  a trace  of  sugar  and  albumin,  and 
there  were  numerous  white  and  red  blood  cells  and 
a few  casts.  The  van  den  Bergh  gave  a direct  positive 
reaction.  The  bromsulphthalein  test  showed  100% 
retention  in  5 minutes  and  80%  retention  in  30  min- 
utes. The  blood  urea  was  78  mgm.  per  100  cc.  and 
the  blood  sugar  180.  The  red  and  white  blood 
counts  were  not  unusual.  The  patient’s  condition 
became  progressively  worse  and  he  died  April  5, 
1934. 

At  autopsy  which  was  done  the  day  of  death  the 
liver  was  found  to  be  very  small  weighing  700  grams. 
The  entire  surface  was  studded  with  varying  sized 
nodules  of  hyperplasia  between  which  were  areas  of 
liver  tissue  of  a pale  reddish  brown  color  and  showing 
absence  of  markings.  The  sections  of  the  liver  be- 
tween the  nodules  of  hyperplasia  show  complete  ne- 
crosis and  hemorrhagic  infiltration.  The  nodules  of 
hyperplasia  are  made  up  of  irregularly  arranged 
large  liver  cells  showing  no  evidence  of  degeneration. 

In  addition  to  the  liver  pathology  there  was  also 
generalized  edema;  multiple  pethechial  hemorrhages; 
dilatation  of  the  right  heart,  jaundice,  edema  and  pas- 
sive congestion  of  both  lungs;  bilateral  hydrothorax; 
hydropericardium;  ascites.  Cause  of  death;  sub- 
acute atrophy  of  the  liver. 
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THERAPEUTIC  VALUE  AND  EFFECTS 
OF  AMNIOTIN  IN  GONORRHEAL 
VAGINITIS  IN  CHILDREN 

John  Huberman.  Newark,  N.  J.,  and  Howard 
H.  Israeloff.  Irvington,  N.  J.  ( Journal  A.  M.  A.. 
July  7,  1934),  investigated  the  therapeutic  value 
of  amniotin  in  the  treatment  of  juvenile  gonor- 
rheal vaginitis.  The  dosage  consisted  of  100  rat 
units  of  amniotin  hypodermically  three  times  a 
week  to  five  patients,  while  one  child,  aged  3p2 
years,  received  daily  from  120  to  200  rat  units 
of  amniotin  orally.  At  no  time  were  there  any 
local  or  constitutional  reactions  manifested  as  a 
result  of  the  treatment.  In  the  three  chronic 
cases  the  vaginal  discharge  disappeared  after 
four  weeks  of  treatment.  The  children  of  this 
group  were  clinically  cured  after  receiving  a total 
average  of  twenty-one  injections  or  2,100  rat 
units  of  amniotin.  Vaginal  smears  taken  weekly 
showed  a progressive  diminution  in  the  number 
of  introcellular  diplococci  and  the  appearance  of 
an  increasing  number  of  cornified  epithelium 
cells.  The  vaginal  smears  were  negative  for 
gonococci  at  the  end  of  four  weeks.  The  three 
acute  cases  required  longer  and  more  intensive 
treatment.  The  vaginal  discharge  disappeared 
after  eight  weeks  of  treatment.  The  children 
received  a total  average  of  twenty-seven  injec- 
tions equivalent  to  2,700  rat  units.  At  the  end 
of  this  period,  vaginal  smears  were  negative  for 
gonococci.  The  child  in  this  group  who  received 
amniotin  by  mouth  required  larger  daily  doses. 
However,  the  clinical  results  were  similar  to 
the  other  cases.  Regardless  of  the  amount  of 
amniotin  administered,  the  authors  did  not  ob- 
serve any  hyperthrophy  of  breasts  or  labia,  or 
any  uterine  bleeding.  Biopsies  from  the  lateral 
wall  of  the  vagina  were  made  in  each  case  before 
and  after  amniotin  injections.  The  microscopic 
examination  of  the  sections  removed  before  treat- 
ment showed  the  thin  delicate  epithelial  layers  of 
the  child's  vagina,  with  marked  round  cell  infil- 
tration, significant  of  inflammatory  changes. 
There  was  an  absence  of  a definite  cornified 
layer  of  epithelial  cells.  The  examination  of  the 
biopsy  sections  after  treatment  revealed  a definite 
increase  in  the  number  of  epithelial  layers,  and 
the  inflammatory  changes  were  no  longer  pres- 
ent. The  most  significant  change,  however,  was 
the  presence  of  a definite  layer  of  cornified  epi- 
thelial cells.  A direct  relationship  was  observed 
between  the  clmical  results  and  the  histologic  pic- 
ture. The  authors  are  of  the  opinion  that  the 
success  of  this  mode  of  treatment  depends  mainly 
on  the  development  of  a layer  of  cornified  epi- 
thelial cells.  This  layer  of  cells  is  analogous  to 


the  desquamating  type  of  cells  found  in  the  nor- 
mal adult  vagina.  The  acquired  layer  of  corni- 
fied epit-helial  cells  acts  as  a protective  barrier 
against  the  rapidly  multiplying  gonococci  and 
thus  prevents  reinfections.  On  the  other  hand, 
the  gonococci  that  have  previously  penetrated  in- 
to the  subepithelial  spaces  are  destroyed  by  the 
normal  phagocytic  action  of  the  leukocytic  ele- 
ments. 


UNSTABLE  OR  IRRITABLE  DUODENUM  : 
CLINICAL  OBSERVATIONS  IN  ONE 
HUNDRED  CASES 

Julius  Friedenwald  and  Maurice  Feldman, 
Baltimore  ( Journal  A.  M.  A.,  Dec.  29,  1934), 
endeavor  to  present  the  clinical  picture  of  a not 
uncommon  form  of  duodenal  disturbance  known 
as  the  irritable  or  unstable  duodenum.  They  find 
that  in  a study  of  100  cases  of  the  unstable  duo- 
denum, the  condition  was  found  more  frequently 
in  men  than  in  women  and  more  commonly  be- 
tween the  years  of  20  and  40.  The  symptoms 
are  by  no  means  characteristic  and  the  condition 
may  simulate  duodenal  ulcer,  cholecystitis,  appen- 
dicitis or  other  abdominal  disorders,  though  these 
may  be  actually  present  as  direct  etiologic  factors. 
Nervous  and  neurasthenic  manifestations  are  us- 
ually prominent.  Gastric  hyperchlorhydria  is 
more  commonly  present.  Evidences  of  instabil- 
ity and  spastic  states  in  other  portions  of  the  in- 
testine are  quite  frequent.  The  diagnosis  is  es- 
tablished definitely  by  means  of  roentgen  evi- 
dence. This  consists  in  the  detection  of  increased 
motility,  transient  irregularities  and  fibrillations, 
spastic  manifestations  and  sensitiveness  over  the 
duodenum,  together  with  an  absence  of  an  ulcer 
filling  defect  in  this  area.  The  treatment  must 
be  directed  to  a restoration  of  the  duodenum  to 
its  normal  tone,  which  is  best  accomplished  by 
means  of  diet,  rest  and  improvement  of  the  nerv- 
ous system.  In  severe  cases,  duodenal  lavage 
and  alimentation  may  be  resorted  to  with  benefit. 
When  this  condition  is  the  result  of  reflex  causes, 
treatment  must  be  directed  to  the  primary  disor- 
der. Belladonna  and  atropine  are  effective  reme- 
dies in  relief  of  spasm. 


THE  THERAPY  OF  THE  COOK  COUNTY 
HOSPITAL:  VARICOSE  VEINS 
AND  ULCERS 

Bernard  Fantus.  Chicago  ( Journal  A.  M.  A., 
Feb.  16,  1935),  advocates  rest  and  elevation  in 
the  therapy  of  varicose  veins  and  ulcers,  lists  the 
various  types  of  supporting  bandag'es  and  states 
that  they  act  chiefly  by  making  the  valves  of  the 
damaged  veins  more  nearly  adequate.  If  there 
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is  a retrograde  blood  current  in  the  varicose  veins 
when  the  patient  is  in  the  upright  posture,  the 
tissues  whose  blood  should  be  drained  by  these 
veins  are  supplied  by  venous  instead  of  arterial 
blood.  Even  if  the  current  is  not  actually  retro- 
grade, it  becomes  so  sluggish  as  to  amount  to  al- 
most the  same  thing.  This  accounts  for  the  dif- 
ficulty of  healing  varicose  ulcer  and  varicose 
eczema  until  the  venous  stagnation  or  reversal  in 
capillary  flow,  as  the  case  may  be,  has  been  cor- 
rected. This  may  be  done  by  rest  and  elevation ; 
supporting  bandages,  sclerosing  injections  and/or 
surgical  ligation  of  the  long  saphenous  vein.  Pre- 
scriptions for  quinine  and  urethane  solution  and 
concentrated  salt  solution  are  given. 


AS  OTHERS  SEE  US 

A TRIBUTE  TO  A PHYSICIAN  RECENTLY  DECEASED 

He  was  a man  who  went  about  the  work  of 
his  profession  without  acclaim  or  boast.  Modest 
in  the  extreme  was  he  of  his  achievements  in 
the  field  of  his  activity.  The  relief  which  came 
to  his  patients  were  told  by  themselves  and  never 
mentioned  by  him.  He  was  indeed  a true  bene- 
factor of  the  human  family  and  by  the  mastery 
of  his  profession  in  pathology  and  his  knowledge 
of  practical  application  of  the  principles  of  medi- 
cine administered  with  common  sense,  he  was  in 
fact  the  foremost  physician  in  the  State.  We  say 
this  not  without  warrant  of  proof.  For  although 
his  field  to  do  good  was  limited  by  circumscribed 
boundaries  of  the  community  where  he  practiced, 
no  doctor  of  the  large  cities  met  the  demands  of 
his  patients  with  more  success  and  fortitude  than 
he. 

Genius  is  not  dependent  upon  location,  or  op- 
portunities of  large  scope,  it  is  inherent  in  the 
man  himself.  By  character  and  intuition,  he  was 
a born  physician,  a man  of  wonderful  endurance, 
with  a zeal  for  his  profession  that  led  him  to 
overtax  the  great  vital  power  which  he  possessed 
and  used  too  energetically  for  his  patients  for 
whom  he  labored. 

So  concentrated  was  he  with  his  work  that  he 
forgot  self  and  his  own  health  and  attended  pa- 
tients many  times  when  he  was  in  greater  need 
of  attention  and  treatment  than  they. 

It  was  no  uncommon  sight  on  a cold  stormy 
day  when  we  hovered  close  to  our  blazing  fire- 
side and  looked  out  through  the  blinding,  drift- 
ing snow,  to  see  the  doctor  battling  his  way  to 
the  bedside  of  some  suffering  patient  to  bring 
relief  to  him.  Ele  served  well  his  fellows.  Not 
through  reverence  to  superstitions  and  old  creeds 
and  conventions  but  with  true  concern  and  serv- 


ice to  his  fellowman.  He  budded  himself  a mon- 
ument not  with  marble,  but  in  the  hearts  of  all 
true,  good  men  and  women.  In  all  this  he  was 
so  unselfish.  He  asked  not  that  he  be  heralded 
for  his  work,  he  asked  only  for  opportunity  to 
serve.  His  only  recreation  was  to  cease  for  a 
brief  moment  sometimes  and  enjoy  an  hour  with 
his  intimate  friends,  these  friends  who  really 
knew  him  for  his  great  profound  worth  and  to 
them  he  revealed  a nature  that  was  sincere,  ten- 
der and  loyal. 

■ — Riverton  Review. 


WILL  ROGERS  TO  THE  DOCTORS 

Will  Rogers  had  been  invited  to  a banquet  of 
surgeons  at  Santa  Barbara  and  finding  himself 
unable  to  attend  because  of  another  engagement, 
he  sent  the  following  telegram  which  was  read 
at  the  banquet : 

“I  had  planned  and  hoped  to  be  there,  but  we 
have  150  people  working  tonight.  The  director 
of  the  picture  is  a race  fan  and  by  working  to- 
night he  can  get  off  to  the  races  tomorrow  after- 
noon. 

‘“There  is  just  not  a darned  way  to  get  out 
of  it.  If  there  was,  I would  be  there  if  it  was 
midnight.  For  you  have  two  guys  there,  that  if 
it  wasn’t  for  them,  I wouldn’t  be  anywhere.  I 
would  be  with  the  Republicans — dead ! Gosh  I 
did  want  to  be  with  you.-  Now  last  night  I 
didn’t  do  a thing,  not  even  sleep  good.  Tonight 
I am  just  like  you  guys  with  a slow  confinement 
case. 

“I  did  want  to  tell  you  how  Doc  Roosevelt  op- 
erated on  the  Republican  dollar  and  took  out 
41  cents.  It  wasn't  painless ; it  hurt.  But  the 
operation  was  successful.  The  patient,  the  Re- 
publicans, died,  but  the  Democrats  are  living  on 
the  fat  of  the  postoffice. 

“Now  the  Supreme  Court  held  a clinic  and 
it  was  just  like  doctors’  decision.  They  split 
five  to  four. 

“Anyhow  have  a drink  on  me  and  let  them 
put  it  on  my  bill.  You’re  a great  bunch  of  men. 
You  are  in  the  most  useful  profession  there  is. 
I know  they  don’t  pay  you  half  of  the  time.  But 
to  relieve  a human  being  in  suffering  that’s  the 
greatest  epitaph  that  can  appear  on  any  man’s 
tombstone.  Maybe  it  is  a good  thing  I am  not 
there  for  I would  get  sentimental  about  you  guys 
and  spoil  your  whole  party.  Anyhow,  God 
knows  I wanted  to  be  there.  And  this  is  said 
without  ether. 


“WILL  ROGERS.’’ 


68 


EDITORIAL 


Nebr.  S.  M.  Jour. 
February,  1936 


The  Nebraska  State 
Medical  Journal 

Center  McKinley  Building,  Lincoln,  Nebraska 
Published  Monthly  by  The  Nebraska  State  Medical  Association 


F.  A.  Long,  M.  D.,  Editor Madison,  Nebr. 

R.  B.  Adams,  M.  D.,  Business  Manager, 

Center  McKinley  Building,  Lincoln,  Nebr.,  Tel.  B2625 
COMMITTEE  ON  JOURNAL  AND  PUBLICATION 
F.  A.  Long,  Chairman Madison 


A.  F.  Tyler Omaha 

B.  F.  Bailey Lincoln 


R.  B.  Adams,  Ex  Officio Lincoln 


Subscription  $2.50  Per  Year.  Single  Copies  35c  Each 


The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles  pub- 
lished in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original,  not  the  carbon,  submitted. 


Reprints  should  be  ordered  from  the  printer.  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 


Entered 
as  second 

at  the  Post  Office  at 
class  matter. 

Norfolk,  Nebraska, 

Vol.  21 

February 

No.  2 

ANNUAL  MEETING,  LINCOLN 
APRIL  7,  8,  9 

CORNHUSKER  HOTEL 

I 

CALL  FOR  PAPERS 
Anyone  wishing  to  present  a paper  before  the 
annual  meeting,  please  send  name  and  title  of 
paper  not  later  than  February  io,  to  R.  B.  Adams, 
Secretary,  Center  McKinley  Bldg.,  Lincoln,  Nebr. 


CALL  FOR  DUES 

Your  annual  dues  for  1936  are  delinquent  if 
not  paid  by  February  1st.  Due  to  the  fact  that 
an  executive  secretary  has  been  employed  the 
dues  have  been  raised  to  ten  dollars.  So  please 
send  ten  dollars,  plus  your  county  society  dues 
to  your  county  society  secretary  at  once.  De- 
linquents are  not  entitled  to  medical  defense  or 
to  the  Journal. 


THE  WISE  VIRGINS— THE  WISE 
DOCTORS 

In  a well-known  out-state  hyphenated  county 
society  five  physicians  who  dropped  out  for  non- 
payment of  five  dollars  dues  in  1935,  in  Decem- 
ber last  dropped  in  ten  dollars  dues  for  1936. 
Physicians  who  take  time  to  consider  the  matter 
realise  that  they  cannot  afford  to  lose  their 
identity  in  their  local  and  state  medical  societies. 


MOTOR  VEHICLE  DEATHS 

The  fact  that  30,000  deaths  have  occurred  both 
in  1934  and  in  1935  from  motor  vehicle  accidents 
in  these  United  States  is  thoroughly  appalling. 
State  and  National  authorities  have  taken  note 
of  the  calamitous  fact  and  the  National  Safety 
Council  recently  considered  the  matter  at  a meet- 
ing held  in  Washington  and  passed  resolutions 
forcefully  suggesting  a five-year  program  of  ed- 
ucation in  safe  driving. 

Roads  slippery  from  ice  or  mud,  loose  gravel, 
grade  crossings  over  important  lines  of  railroad, 
careless  and  speedy  driving  on  curves  and  at  in- 
tersections, careless  passing  of  cars  going  in  the 
same  direction,  driving  when  exhausted  or  sleepy, 
unresponsive  brakes,  faulty  headlights,  trucks 
carrying  projecting  loads,  excessive  speed,  drunk- 
enness— all  these  and  more  are  prime  causes  of 
motor  vehicle  accidents  and  deaths. 

The  motor  vehicle  is  at  once  a necessary  and 
thrilling  machine  in  modern  life ; but  for  safety  of 
travel  the  railroad  equipment  is  infinitely  super- 
ior, the  death  list  from  railroad  accidents  being 
almost  negligible. 

Hard  surfacing  of  highways  is  rapidly  pro- 
gressing, elimination  of  grade  crossings  on  im- 
portant lines  of  railroad  now  going  on  at  a rapid 
rate  will  eliminate  some  of  the  hazards  of  high- 
way travel. 

It  is  thought  by  many  that  a highway  police 
patrol  will  put  the  fear  of  the  law  into  the  care- 
less and  over-speedy  driver  and  thus  eliminate 
some  of  the  hazards.  Inasmuch  as  the  greater 
proportion  of  accidents  occurring  on  the  high- 
ways occur  at  night  the  police  patrol  proposition 
must  pre-suppose  a 24-hour  police  patrol  service 
to  get  the  better  results.  (Rapid  driving  on  a 
well  surfaced  straight  ahead  roadbed  is  not  neces- 
sarily to  be  condemned). 

A campaign  of  education  will  no  doubt  do 
some  good — how  much  is  a question.  It  must  be 
pushed  persistently. 

Dire  punishment  of  the  speed-fiend  who  causes 
an  accident  is  a remedy  if  mercilessly  carried  out 
by  the  courts,  the  pardoning  and  parole  powers. 
There  is  too  much  trifling  with  sentences  imposed 
for  careless  driving,  resulting  in  accidents  and 
deaths.  The  careful  reader  of  the  lay  press  is 
imbued  with  the  conclusion  that  often  sentences 
are  inadequate,  or  that  paroles  or  pardons  are 
too  often  granted.  Revoking  a driver’s  license, 
only  to  restore  it  after  a short  time,  is  not  pun- 
ishment— it  is  a joke.  Sentencing  a person  to 
pay  a fine  and  costs  and  then  suspending  the 
fine  is  another  joke.  Sentencing  a person  to 
prison  and  then  paroling  or  pardoning  the  per- 
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son  either  at  once  or  before  expiration  of  the 
sentence  is  a moral  crime  and  a legal  subterfuge 
for  which  there  is  no  excuse.  Society  must  arise 
to  protect  itself  against  such  juridical  miscar- 
riages of  justice. 

The  drunken  driver  is  of  our  own  creation. 
Not  long  ago  it  was  reported  from  Los  Angeles 
that  drunkenness  had  increased  350%  since  re- 
peal came  into  effect.  An  increase  of  drunken 
driving  is  reported  everywhere  since  prohibition 
days.  A British  Medical  Association  special 
committee  studying  the  part  played  by  alcohol  in 
road  accidents  after  a careful  study  and  many 
tests  has  decided  that.: 

The  driving-  of  a motor  car  involves  a succession  of 
highly  skilled  muscular  movements,  which  are  de- 
pendent on  rapid  and  accurate  coordination  between 
the  eyes,  hands  and  feet.  The  eyes  are  constantly 
moving  in  response  to  changing  visual  impressions. 

It  is  found  that  the  speed  with  which  the  gaze  is 
directed  to  fresh  objects  is  measurably  impaired  by 
the  drinking  of  alcohol. 

Incidentally  this  committee  also  found  that 
any  one  who  can  operate  a typewriter  keyboard 
without  mixing  up  the  type  is  definitely  sober. 
Medico-legal  students  of  the  problem  of  the 
drunken  driver  suggest  that  every  driver  taken 
into  custody  for  driving  a motor  vehicle  while 
drunk  should  be  forthwith  physically  examined 
by  a physician  and  pronounced  drunk  or  sober. 

We  need  not  discuss  this  further  than  to  state 
that  the  drunken  driver  is  the  greatest  menace 
of  all  on  the  highway  and  must  be  dealt  with 
accordingly.  He  must  be  most  severely  dealt 
with.  Habitual  and  periodical  drunkards  should 
be  forbidden  to  have  licenses. 

The  Omaha  World-Herald  recently  aptly  con- 
cluded an  article  on  this  general  subject  as 
follows : 

The  national  safety  council  recently  announced 
plans  for  a five-year  country-wide  campaign  to  re- 
duce motor  vehicle  deaths.  Every  city  is  asked  to 
co-operate.  It  is  a plea  that  cannot  be  ignored. 

The  challenge  can  only  be  met  by  consistent,  un- 
ending work.  Spasmodic  safety  drives,  lasting  a 
few  days,  are  of  little  help.  An  occasional  spurt 
by  the  courts,  of  imposing  extra  heavy  penalties, 
does  little  good.  Every  agency  concerned  with  en- 
forcing traffic  laws  must  seek  law  enforcement  every 
day.  Every  motorist  must  be  made  to  realize  his 
own  responsibility  for  public  safety,  and  his  sense 
of  sportsmanship,  his  feeling  of  pride  in  being  a good 
driver,  must  be  aroused. 

There  is  no  other  way.  Such  a program,  if  whole- 
heartedly followed,  should  save  many  lives.  All 
aspects  of  the  program  deserve  loyal  and  enthusiastic 
support. 


Another  good  test  of  blood  pressure  is  to  have 
a friend  borrow  your  money  to  buy  himself  some- 
thing you  can’t  afford. — Ibid. 


RED  CROSS  FIRST  AID  HIGHWAY 
SERVICE 

Emergency  first  aid  Red  Cross  stations  are 
being  opened  throughout  Nebraska  on  the  prin- 
cipal highways,  at  first  particularly,  we  under- 
stand, on  the  Lincoln  Highway,  (U.  S.  No.  30), 
soon  to  be  followed  by  stations  at  strategical 
points  on  the  other  highways.  This  is  a new  ven- 
ture of  the  Red  Cross  and  is  generally  approved 
as  a good  one.  It  is  a free  service  and  even  tips 
are  forbidden.  The  official  publicity  on  the  mat- 
ter runs  about  as  follows : 

Existing  facilities  are  used — that  is  to  say, 
highway  police  stations,  tourist  homes,  wayside 
stores,  gasoline  stations,  volunteer  fire  depart- 
ments, et  cetera.  Generally  only  the  rural  and 
suburban  areas  are  considered  as  requiring  this 
emergency  service,  since  the  more  congested  sec- 
tions of  cities  and  towns  have  medical  and  hos- 
pital care  quickly  available.  Station  personnel 
trained  in  Red  Cross  First  Aid  is  always  required. 
The  procedure  usually  followed  is  for  the  Chap- 
ter to  make  a survey  of  station  possibilities,  de- 
termine its  budget  requirements  and  take  defin- 
ite action  upon  the  undertaking.  Arrangements 
are  then  immediately  made  for  the  giving  of  the 
Standard  Course  in  First  Aid  to  not  less  than 
two  persons  connected  with  each  proposed  sta- 
tion. Two  persons  so  trained  are  the  minimum, 
but  the  emphasis  is  laid  upon  making  the  effort 
more  or  less  community  wide  so  that  it  is  not 
uncommon  to  find  from  a dozen  to  twenty-five 
persons  in  the  immediate  vicinity  of  a station  who 
have  had  first  aid  training  under  the  Red  Cross. 

After  the  training  of  personnel  has  been  com- 
pleted (and  this  may  take  from  three  to  five 
weeks),  the  National  Headquarters  or  the  proper 
National  Area  Office  is  given  a detailed  state- 
ment of  the  site  of  each  station,  by  whom  owned 
and  operated,  the  number  of  persons  trained  and 
other  required  information  as  to  Chapter  action 
for  maintenance,  et  cetera.  Upon  the  basis  of  this 
statement  and  assurance  that  requirements  are 
met,  the  National  Organization  gives  formal 
sanction  to  the  establishment  of  the  stations  at  the 
points  indicated.  Then  the  Chapter  places  in 
each  station  the  first  aid  supplies  which  are  uni- 
formly authorized.  Always  there  must  be  a 
twenty-four  unit  first  aid  kit  and  a half-ring  splint 
for  leg  fractures,  and  there  must  be  prepared  (to 
be  hung  near  the  telephone)  a simple  directory 
giving  the  names  of  medical  doctors  who  may  be 
called  and  of  ambulances  and  hospitals  available. 
There  are  additional  supplies  suggested  as  op- 
tional but  in  no  instance  is  the  equipment  meant 
to  be  elaborate,  since  after  all  this  is  an  emer- 
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gency  service  only  and  the  emphasis  is  upon  the 
training  which  is  required. 

Along  with  the  equipping  of  each  station  two 
station  signs  are  placed  so  as  to  indicate  to  trav- 
elers the  proximity  of  the  Emergency  First  Aid 
Station.  The  station  signs  are  metal  and  bear 
the  Red  Cross  emblem.  Rather  generally  it  has 
been  the  practice  of  highway  departments  to  set 
these  signs  on  regulation  standards  and  at  the 
edge  of  the  right-of-way.  The  entire  responsi- 
bility for  the  establishment,  equipping  and  main- 
tenance of  the  Highway  Emergency  First  Aid 
Stations  rests  with  the  local  Red  Cross  Chapter 
through  the  authorization  given  by  the  National 
organization. 

MERGING  COUNTY  SOCIETIES 

There  are  now  at  least  eight  merged  or  hy- 
phenated county  societies  operating  with  much 
greater  interest  than  the  units  from  which  they 
sprung  ever  could  have  operated.  Time  was 
when  it  was  forbidden  to  fuse  two  or  more 
county  societies.  We  endeavored  more  than 
twenty  years  ago  to  get  a by-law  passed  allow- 
ing just  such  fusion  as  is  now  done  without  ques- 
tion. but  were  prevailed  upon  to  withdraw  it  be- 
fore it  came  to  a vote. 

In  the  earlier  days  organization  was  all  that 
was  thought  of ; now  the  scientific  takes  prece- 
dence, without  however  detracting  from  the  or- 
ganizational value. 

It  goes  without  saying  that  numbers,  within  a 
reasonable  figure,  add  greatly  to  the  interest  in  a 
medical  meeting.  It  were  better  if  more  county 
societies  were  hyphenated  or  joined  into  one  body 
for  the  purpose  of  scientific  meetings. 

The  matter  of  representation  of  each  county 
having  five  or  more  eligible  members  can  be 
arranged — is  arranged  in  the  Madison-Six  Coun- 
ty Society — by  each  county  having  a paper  or- 
ganization and  electing  a delegate  to  represent 
it  in  the  house  of  delegates  of  the  state  association. 
One  councilor  district  has  monthly  meeting  for 
all  the  counties  in  the  councilor  district.  The 
idea  is  a good  one  but  is  probably  not  applicable 
to  all  councilor  districts.  South  Dakota  has 
councilor  district  societies  only. 

More  county  societies  could  be  merged  or  hy- 
phenated to  the  inestimable  benefit  of  all  con- 
cerned. Think  it  over. 


AHA! 

Mother:  “Robert,  you’re  a naughty  boy.  You 
can  just  go  to  bed  without  your  supper.” 

Bobby:  “Well,  Mother,  how  about  that  medi- 
cine I’ve  got  to  take  after  meals?” 


THE  BUFFALO  COUNTY  PLAN  FOR 
MEDICAL  CARE  OF  INDIGENT 

A plan  for  medical  care  of  the  needy  in  Buf- 
falo county,  Nebraska,  agreed  upon  by  the  coun- 
ty board  and  an  authorized  committee  of  the 
Buffalo  County  Medical  Society  at  Kearney  re- 
cently, provides  an  appealing  set-up. 

The  county  board  agreed  to  ear-mark  and  set 
aside  each  month  the  sum  of  one  thousand  dol- 
lars for  medical  care,  hospital  fees  and  drug  bills, 
under  stipulations  about  as  follows: 

1.  Each  patient  to  select  his  own  doctor. 

2.  Allowing  medical  attention  for  needy  families 
upon  order  of  the  county  supervisor,  except  in  emer- 
gency cases  which  would  be  given  attention  at  once 
and  checked  later. 

3.  Paying  as  near  cost  as  possible,  for  hospitaliza- 
tion; and  paying  for  drugs  and  medicines  at  as  rea- 
sonable rates  as  can  be  obtained. 

4.  All  medical  attention  to  be  given  on  the  basis 
of  a fixed  fee  schedule,  with  each  physician  to  sub- 
mit bills  in  accordance  with  the  schedule. 

5.  If  funds  are  not  available  to  meet  such  bills, 
then  all  bills  will  be  adjusted  proportionately  until 
their  total  is  within  the  sum  available. 

6.  The  sum  available  is  to  be  based  upon  an  aver- 
age figure  spent  by  the  county  for  medical  attention, 
over  a several-year  period.  This  average  is  to  be 
“set  aside”  for  all  medical  bills.  The  Medical  society 
will  work  with  the  county  board  in  keeping  all  medi- 
cal bills  within  that  amount. 

A special  fee-bill  to  apply  only  to  the  indigent 
for  the  purpose  of  carrying  out  the  agreement  be- 
tween the  county  board  and  the  physicians  of  the 
county  was  agreed  upon  to  govern  fees  in  all 
such  cases.  The  agreement  seems  to  be  work- 
able and  may  become  a guide  for  other  societies 
to  follow.  The  agreement  has  the  approval  of 
every  practicing  physician  in  Buffalo  county. 


NEBRASKA  PROGRESSES 

At  the  last  annual  meeting  of  the  Nebraska 
State  Medical  Association,  the  governing  body 
decided  to  fall  in  line  with  other  progressive  state 
medical  societies  and  engage  an  executive  secre- 
tary. The  creation  of  such  an  office  in  our  state 
association  had  been  under  discussion  for  several 
years.  Each  time  that  the  topic  was  introduced 
some  of  the  representatives  argued  against  the 
advisability  of  introducing  new  expenditures  re- 
quired for  this  function.  These  gentlemen  rea- 
soned wisely  that  in  a period  of  widespread  de- 
clining incomes  an  increase  in  dues  will  create 
an  inconvenience  to  some  of  the  members.  On 
others  it  will  be  a definite  hardship.  Let  us  wait 
until  the  economic  picture  presents  a brighter 
aspect,  they  said. 

That  the  year  presently  ending  was  an  im- 
provement on  the  three  previous  years  is  general- 
ly an  admitted  fact.  Whether  the  coming  year 
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will  show  a continuous  improvement,  of  course, 
no  one  can  predict  with  certainty.  Past  depres- 
sions have  been  known  to  abate,  and  we  hope  that 
prosperity  will  gradually  reappear.  We  are  not 
worried  over  political  party  lines.  Democrats  or 
Republicans,  we  stand  for  an  industrious  and 
liberty  loving  America. 

The  executive  secretaryship  was  established 
out  of  necessity  rather  than  out  of  an  indication 
of  approaching  prosperity.  The  House  of  Dele- 
gates of  the  State  Association  did  not  have  much 
choice  in  the  matter.  They  would  have  proved 
themselves  poor  representatives,  indeed,  had  they 
not  made  every  effort  to  strengthen  the  associa- 
tion. What  are  five  dollars  to  a physician  whose 
professional  existence  is  being  threatened  by  sin- 
ister influences  that  endanger  his  very  livelihood. 
Those  of  us  who  glory  in  the  years  when  county 
and  state  society  annual  dues  combined  did  not 
exceed  ten  dollars  need  but  to  consider  the  multi- 
plicity of  bills  in  the  state  and  federal  legislatures 
that  have  a direct  bearing  on  their  daily  bread. 
Let  it  be  remembered,  too,  that  these  nefarious 
activities  are  only  the  beginning  of  a movement 
to  regiment  the  doctor  into  a dictating  bureau  of 
low-salaried  record  clerks. 

Will  the  executive  secretaryship  wield  a big 
stick  on  the  politician  and  the  theorist?  No,  in- 
deed. But  he  can  do  much  to  strengthen  the 
association.  With  a solid  organization  in  every 
state  of  the  Union,  we  need  fear  neither  poli- 
tician nor  theorist.  On  the  other  hand,  penury 
and  indifference  on  the  part  of  a medical  society 
or  its  individual  members  constitute  the  gravest 
danger  to  traditional  medical  practice  to- 
day.— H.  M.  Jahr,  in  The  Bulletin. 


“THE  AMERICAN  FOUNDATION 
STUDIES  IN  GOVERNMENT” 

No  doubt  a number  of  physicians  throughout 
the  state  received  during  the  month  of  Decem- 
ber a two-page  circular  letter  from  the  founda- 
tion used  as  a heading  to  this  article.  No  doubt 
most  of  them  wondered  what  it  was  all  about: 
whether  it  was  some  well  concealed  plan  to  get 
the  physician  to  endorse  social  medicine,  or  what 
it  could  be. 

We  are  privileged  to  state  that  Dr.  R.  G.  Le- 
land,  chairman  of  the  bureau  of  medical  econom- 
ics of  the  American  Medical  Association  has  vis- 
ited and  investigated  the  Foundation  at  head- 
quarters in  New  York  and  reports  that  the  Am- 
erican Foundation  Studies  in  Government  is  a 
worth-while  organization,  has  no  axe  to  grind, 
is  not  trying  to  put  across  State  Mediciine  and  if 


anything,  seems  to  be  leaning  toward  the  doctor’s 
side  of  the  question. 

It  will,  therefore,  be  perfectly  proper  to  reply 
to  the  request  for  information  and  ideas,  and  let 
us  suggest  that  it  should  be  a privilege  to  reply. 

THE  MEDICAL  WORLD  IS  SELDOM  SET 
ON  FIRE  AT  ELEVEN  P.  M * 

A scientific  medical  meeting  may  be,  in  some 
of  its  aspects,  compared  to  a play.  At  it  the 
speakers  have  roles  comparable  to  the  principal 
actors  of  the  play,  the  discussers  have  secondary 
roles,  and  the  committee  of  arrangements  and  the 
officers  compare  to  the  directors.  Films  and 
slides  may  by  a slight  stretch  of  the  imagination 
be  compared  to  scenery. 

Now  those  successful  empiricists  who  direct 
the  theatre  have  found  that  audiences  are  very 
fickle  in  their  tastes  and  that  all  kinds  of  factors 
militate  for  and  against  the  success  of  their  ef- 
forts. Scientific  audiences  are  just  as  fickle.  In 
order  to  “put  on  a good  show”  at  a medical  meet- 
ing or  on  the  stage,  certain  conditions  having  to 
do  with  the  psychology  and  physiology  of  the 
audience  must  be  met.  There  must  be  absolute 
teamwork  and  subordination  of  the  individual  to 
achieve  these  ends. 

First,  the  meeting  must  start  and  finish  on 
time.  Very  few  worlds  are  set  on  fire  by  ad- 
dressing tired  doctors  at  11 :00  p.  m.  The  re- 
sponsibility for  the  time  schedule  rests  squarely 
with  the  officers  of  the  meeting.  The  speakers 
and  discussers  make  a very  poor  impression,  not 
only  on  the  officers,  but  also  on  the  audience 
when  they  depart  from  schedule.  They  must  ex- 
pect to  be  cut  off  when  their  time  is  up. 

Secondly,  the  subject  of  the  paper  must  be 
timely,  well  presented  and  attuned  to  the  inter- 
ests of  the  audience.  For  modern  medical  audi- 
ences dogmatic  assertions  on  the  authority  of  the 
speaker  are  never  well  received.  If  a subject  is 
so  well  understood  by  the  audience  to  be  true  that 
one  can  be  dogmatic  about  it  there  is  no  use  pre- 
senting it,  and  if  the  subject  is  controversial  the 
audience  wants  the  reasons  for  the  assertion.  In 
science  authority  is  a mighty  small  thing  nowa- 
days and  does  not  compare  in  importance  with  a 
few  simple  observations  or  a well-planned  ex- 
periment. 

Discussers,  as  stated  above,  have  subordinate 
roles,  but  nevertheless  important  ones.  They  also 
must  keep  to  the  schedule.  If  they  are  allowed 
five  minutes  they  must  not  take  twenty.  Further- 
more, and  most  important,  they  must  discuss  the 

♦From  the  New  England  Journal  of  Medicine,  v.  213,  p.  1101, 
November  28,  1935. 
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paper  and  not  give  a separate  address  on  some 
other  subject  only  remotely  connected  with  the 
paper.  They  also  must  not  be  dogmatic.  If  they 
disagree  with  the  author  of  the  paper  they  should 
not  be  content  to  state  this  fact,  but  the  reasons 
why  they  disagree.  Many  very  fine  and  impor- 
tant physicians  seem  to  find  it  difficult  to  sub- 
ordinate themselves  to  this  extent.  If  they  only 
realized  the  harm  they  are  doing  to  their  reputa- 
tions with  the  audience  by  infringing  these  rules 
of  good  taste  they  would  often  be  the  last  ones 
to  act  this  way.  We  must  all  recognize  the  rea- 
son that  many  men  take  the  trouble  to  write  or 
discuss  papers  is  often  more  a selfish  one  than 
an  altruistic  one.  Even  from  the  selfish  stand- 
point the  rules  given  above  are  exceedingly  im- 
portant. 

PHYSICIAN’S  LIEN  FOR  MEDICAL 
SERVICE 

Having  had  inquiries  I feel  this  should  be 
brought  to  the  attention  of  every  member  of  our 
profession. 

PHYSICIAN’S  LIEN 

“Whenever  any  person  shall  employ  a physician, 
nurse  or  hospital  to  perform  professional  service  or 
services  of  any  nature,  in  the  treatment  of  or  in  con- 
nection with  an  injury  and  such  injured  person  shall 
claim  damages  from  the  party  causing  the  injury, 
such  physician,  nurse  or  hospital,  as  the  case  may  be, 
shall  have  a lien  upon  any  sum  awarded  the  injured 
person  in  judgment  or  obtained  by  settlement  or 
compromise  on  the  amount  due  for  the  reasonable 
value  of  services  necessarily  performed:  Provided, 

that  no  such  lien  shall  be  valid  against  any  one  com- 
ing under  the  Workmen’s  Compensation  Act.  In  order 
to  prosecute  such  lien,  it  shall  be  necessary  for  such 
physician,  nurse  or  hospital  to  serve  a written  notice 
upon  the  person  or  corporation  from  whom  damages 
are  claimed  that  such  physician,  nurse  or  hospital 
claims  a lien  for  such  services,  and  stating  therein 
the  amount  due  and  the  nature  of  such  services: 
Provided,  however,  that  whenever  action  is  pending 
in  court  for  the  recovery  of  such  damages,  it  shall 
be  sufficient  to  file  the  notice  of  such  lien  in  the 
pending  action.” 

Section  52-401. 

"The  term  ‘physician’  shall  include  ‘surgeon’  and 
shall  mean  one  legally  authorized  to  practice  his 
profession  within  the  State  of  Nebraska  and  in  good 
standing  in  his  profession  at  the  time.” 

Section  52-402. 

— Compiled  Statutes  of  Nebraska  for  1929. 

- — Benj.  P.  Bailey,  Chairman  Public 
Welfare  and  Legislative  Committee. 


A DOCTOR  ABANDONS  HIS  PATIENT 

“A  physician  or  surgeon  who  leaves  or  aban- 
dons his  patient  in  a critical  stage  of  disease, 
without  reasonable  notice  to  enable  the  patient 
to  secure  another  medical  attendant,  when  the 
giving  of  such  notice  is  reasonably  possible,  is 
guilty  of  culpable  dereliction  of  duty,  and,  if  dam- 
ages are  occasioned  thereby,  is  liable  therefor.” 


Stohlman  v.  Davis. 

117  Neb.  178,  220  N.  W.,  P.  247. 

Every  physician  should  read  and  re-read  this 
entire  judicial  opinion. 

In  the  absence  of  an  agreement,  understanding 
or  notice  to  the  contrary,  when  a physician  is 
employed  to  render  service  the  relation  of  physi- 
cian and  patient  continues  until  ended  by : 

1st.  The  mutual  consent  of  both  parties, 

2nd.  By  the  physician’s  withdrawal  after  rea- 
sonable notice, 

3rd.  By  the  dismissal  of  the  physician  by  the 
patient, 

4th.  By  cessation  of  the  necessity  that  gave 
rise  to  the  relation. 

The  physician  must  not  only  use  reasonable 
and  ordinary  care  and  skill  in  rendering  medical 
service,  but  during  the  continuance  of  the  rela- 
tion of  physician  and  patient  he  must  exercise 
ordinary  diligence  in  subsequent  treatment,  and 
he  must  give,  or  see  that  the  patient  is  given,  such 
attention  as  the  necessity  of  the  case  demands. 

Man)?  physicians  employed  by  some  subdivision 
of  government  have  the  erroneous  concept  that 
such  employment  exempts  them  from  liability  of 
negligence.  Negligence  is  personal  and  cannot 
be  evaded  in  that  way. 

Many  physicians  employed  by  corporations 
have  the  mistaken  idea  that  they  may  examine 
and  also  advise,  and  treat  an  individual  alleged 
to  have  been  injured  by  said  corporation  and 
abandon  the  patient  with  immunity.  It  cannot  be 
done  legally.  The  physician  may  examine  with- 
out establishing  relationship  of  physician  and  pa- 
tient but  he  must  carefully  confine  himself  to  ex- 
amination only. 

Many  physicians  treat  patients  looking  to  some 
unit  of  government,  insurance  company,  employ- 
er or  other  agency  for  payment  and  when  they 
do  not  receive  payment,  abandon  the  patient.  The 
last  estate  of  these  doctors  is  worse  than  the  first. 

Physicians  are  sometimes  called  in  consultation 
to  give  special  service  to  a patient  and  having  per- 
formed the  service  abandon  the  patient  without 
notice.  The  consultation  may  be  scientific  medi- 
cine but  the  abandonment  without  notice  may  be 
malpractice. 

A physician  employed  by  the  city  or  county  or 
some  Federal  A.  B.  C.  unit  may  call  a physician 
or  group  of  physicians  to  render  service  to  a pa- 
tient in  a standardized  hospital  which  prohibits 
the  first  physician  from  functioning.  The  staff 
physician  or  physicians  having  rendered  the 
service  dismiss  the  patient  from  the  hospital  and 
from  their  minds.  But  dismissing  the  patient  does 
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not  legally  sever  the  contract  between  them  and 
the  patient  nor  relieve  them  of  their  obligations. 

Some  physicians  who  treat  employees  under  the 
provisions  of  the  Workmen’s  Compensation  Act 
appear  to  have  a compensation  complex.  Some 
of  these  physicians  abandon  their  patient  upon 
receiving  advice  or  instructions  from  an  insurance 
carrier  or  the  Labor  Commissioner  that  certain 
forms  of  treatment  must  not  be  used,  or  that  no 
further  treatment  may  be  given  without  first  se- 
curing the  consent  of  those  agencies.  There  are 
no  moral  professional  or  legal  justifications  for 
abandoning  a patient  on  such  grounds.  And  when 
it  is  done  the  physician  invites  a suit  for  malprac- 
tice. 

Some  hospitals,  presumably  safe  places  for  the 
public  to  receive  medical  treatment,  have  adopted 
the  policy  of  using  internes,  who  often  are  not 
licensed,  to  treat  patients.  Usually,  but  not  ex- 
clusively, the  patients  treated  are  patients  of  staff 
physicians  and  are  treated  by  these  hospital  em- 
ployees without  permission  of  the  attending  phy- 
sician, and  without  advice,  directions  or  super- 
vision of  the  attending  physician.  This  is  cor- 
poration medical  practice.  It  is  a vicious  prac- 
tice. If  a corporation,  by  calling  itself  a char- 
itable hospital  can  employ  a physician  (or  a hun- 
dred physicians),  licensed  or  unlicensed,  call  him 
or  them  internes  and  treat  patients  without  any 
legal  liability  for  negligent  acts  of  its  employees, 
there  is  little  security  left  for  society  or  medicine. 

Legally  the  physician  who  treated  the  patient 
for  the  hospital  is  liable  for  any  personal  negli- 
gence, and  the  attending  physician  is  liable  for 
any  personal  negligence,  resulting  from  his  own 
acts  which  includes  the  selection  of  his  assistants 
and  their  acts.  There  is  no  easy  way  for  the 
physician. 

Many  a doctor  has  escaped  liability  because 
his  patient  did  not  know  his  legal  rights ; but  pa- 
tients are  learning  and  the  legal  profession  has 
an  increasing  contact  with  injured  people  which 
is  well  calculated  to  reduce  the  chances  of  escape 
of  the  doctor  who  is  derelict  in  his  professional 
duties. 

Czar  Johnson,  Lincoln. 


EDITORIAL  PARAGRAPHS 

Mexico  is  said  to  be  four-fifths  Indian  by 
blood. 

Sixty  players  were  killed  during  the  1935  foot- 
ball season — but  it  is  a great  game. 

Disraeli  said : To  be  conscious  that  you  are  ig- 
norant is  a great  step  in  knowledge. 

“Puberty  in  Fact  and  in  Fantasy,”  a very  in- 


teresting article  in  January  Hygeia,  is  by  Dr. 
Herman  M.  Jahr,  Omaha. 

It  appears  from  a study  made  of  ninety-four 
cases  of  major  coronary  artery  occlusion  that 
8G%  survive  the  first  attack. 

A regional  meeting  of  the  American  College 
of  Surgeons  is  scheduled  for  March  11,  12,  13, 
Paxton  hotel,  Omaha. 

The  Sioux  Valley  Medical  Society  met  at  Sioux 
City,  January  21-22,  under  the  presidency  of  Dr. 
S.  A.  Campbell  of  Norfolk,  Nebr. 

According  to  a recent  editorial  in  the  /.  A. 
M.  A.,  1,000,000  persons  in  the  United  States 
seek  treatment  for  syphilis  annually. 

Dr.  A.  A.  Conrad,  Crete,  has  been  appointed 
councilor  of  the  Seventh  Councilor  District  vice 
Dr.  H.  E.  Potter,  resigned  on  account  of  ill 
health. 

It  is  believed  by  archeologists  that  scarlet  fev- 
er, measles  and  smallpox  did  not  exist  among 
American  Indians  before  the  coming  of  the 
whites. 

Many  a doctor’s  prescription  might  well  have 
these  words  added  to  it:  “Better  wages  for  this 
patient,  so  he  can  buy  good  health,  which  is  pur- 
chasable.” 

Oh  Nebraska,  dear  Nebraska:  Even  Doctor 
Townsend  claims  you  as  his  boyhood  guardian, 
and  the  former  Omaha  Medical  College  as  his 
alma  mater. 

The  Twentieth  Annual  Session  of  the  Ameri- 
can College  of  Physicians  will  be  held  in  Detroit 
with  headquarters  at  the  Book-Cadillac  Hotel, 
March  2-6,  1936. 

Thirteen  cases  of  the  second  occurrence  of 
poliomyelitis  in  the  same  person,  have  been  re- 
ported to  date.  No  second  attacks  have  ever  been 
observed  in  monkeys  used  in  research. 

Few  colds  would  develop  into  pneumonia  if 
care  were  taken  the  first  day  or  two  to  rest  in 
bed,  especially  if  there  is  a feeling  of  weakness. 
Drink  plenty  of  cold  water.  Eat  lightly  and  sim- 
ply. 

Children  who  are  dressed  in  bright  colored 
garments  are  more  conspicuous  on  the  roads  in 
the  winter  season  and  less  likely  to  meet  with  ac- 
cidents, states  the  U.  S.  Bureau  of  Home  Econ- 
omics. 

A medical  curiosity  in  Omaha  recently  was  a 
baby  born  with  two  erupted  teeth.  Since  they 
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were  only  loosely  attached  to  the  gum  and,  there- 
fore, potential  sources  of  danger  by  inhalation  or 
swallowing,  they  were  removed. 

Rabies  was  eradicated  from  England  forty 
years  ago  and  with  one  notable  exception  has  not 
occurred  since.  The  exception  was  that  of  a dog 
smuggled  into  the  country.  All  imported  dogs 
undergo  a period  of  quarantine. 

It  is  stated  as  a result  of  recent  research  that 
dahlias  will  yield  as  much  sugar  per  acre  as  sugar 
beets  and  that  the  sugar  of  the  dahlia  is  fructose, 
the  kind  of  sugar  found  in  fruits.  Its  availability 
in  diabetes  is  said  to  be  under  consideration. 

Fear  was  considered  a disease  requiring  medi- 
cal attention  by  the  Aztecs  of  Mexico.  Modern 
phychiatry  teaches  us  that  it  may  produce  posi- 
tive physical  symptoms.  The  spreading  of 
knowledge  of  mental  hygiene  helps  to  reduce  the 
consequences  of  an  excess  of  fear. 

This  socialization  of  medicine  which  stares  us 
in  the  face  is  certainly  full  of  interest  whatever 
else  one  may  say  about  it.  Looking  back  it  is 
hard  to  tell  what  me  medical  editors  would  have 
written  about  the  past  several  years,  if  this  little 
devil  had  not  come  along  to  plague  us. 

Nine  weeks  from  the  time  you  read  this  issue  of 
the  Journal  the  annual  meeting  of  the  Nebraska 
State  Medical  Association  will  be  held  at  the 
Cornhusker  hotel  at  Lincoln.  Just  about  enough 
time  to  collect  the  money  to  pay  for  the  trip, 
and  to  get  ready  to  attend. 

The  Journal  of  the  Indiana  State  Medical  As- 
sociation by  its  editor  states : “We  used  to  believe 
that  it  was  wholly  unprofessional  to  mix  politics 
with  the  profession ; now  we  find  it  is  very  much 
of  a necessity.”  Isn’t  it  the  truth?  If  we  want 
anything  in  the  political  pot  we  must  go  through 
the  turmoil  to  get  it. 

Hoot  mon ! “A  Ha-penny’s  Worth  o’  Gov- 
ernment” appearing  in  this  issue  is  the  product 
of  a Detoit  eye,  ear,  nose  and  throat  surgeon  of 
Scotch  ancestry  who  delights  in  writing  Scotch 
dialect  in  prose  and  poetry.  The  contribution  re- 
ferred to  came  as  a surprise  to  the  editor  after  a 
friendly  correspondence.  We  trust  all  readers 
will  appreciate  it  as  we  do. 

Influenza  usually  increases  at  this  time  of  year. 
Despite  extensive  studies  in  laboratories  through- 
out the  world  scientists  are  not  agreed  as  to  the 
germ  which  causes  it,  but  all  know  that  the  germs 
are  present  in  the  nose  and  throat  secretions  of 
patients,  and  that  the  disease  is  spread  by  cough- 
ing or  sneezing.  Often  no  close  line  can  be  drawn 


between  influenza  and  a common  cold ; both  may 
lead  to  pneumonia. 

“The  skin  is  more  than  a protective  covering 
for  the  body;  its  functions  are  essential  for  life 
itself.  There  are  several  contagious  skin  diseases. 
One  which  appears  to  be  increasing  is  a certain 
kind  of  wart.  It  is  caused  by  a germ  which  en- 
ters the  skin.  Tuberculosis  of  the  skin  begins  in 
imperceptible  abrasions.  Butchers  sometimes  get 
it  from  infected  meat  and  other  persons  from  con- 
tact with  people  sick  with  the  disease.” 

The  annual  business  meeting  of  the  councilors 
of  the  Nebraska  State  Medical  Association  was 
held  at  the  Fontenelle  hotel,  Omaha,  January  13. 
The  amount  of  serious  business  coming  before 
this  body  can  only  be  appreciated  by  those  privi- 
leged to  be  present  at  these  meetings.  Coinci- 
dent with  the  councilor  meeting  the  publication 
board  of  The  Nebraska  State  Medical  Journal 
also  held  its  annual  meeting.  Reports  of  both 
meetings  will  appear  in  a subsequent  number  of 
this  Journal. 

We  are  told  that  malpractice  suits  in  Nebraska 
have  decreased  decidedly  during  the  last  two' 
years.  A number  of  reasons  may  be  cited  to  ac- 
count for  this,  among  the  most  potent  undoubted- 
ly, the  fact  that  physicians  have  been  educated 
to  the  fact  that  no  one  is  immune  from  malprac- 
tice suits  and  that  fighting  and  backbiting  among 
physicians  is  the  greatest  source  of  malpractice 
suits.  A jealous  rival  physician  is  at  the  bottom 
of  every  malpractice  suit.  Something  about  foot- 
in-the-mouth  disease  might  apply  here. 

A family  friend  in  England  sent  the  following, 
showing  that  the  English  do  have  a sense  of 
humor : 

“The  King  is  in  the  White  House  handing  out 
the  money, 

The  Queen  is  on  the  front  page,  looking  very 
funny. 

The  knave  is  in  Boston  getting  all  the  plums, 
And  the  people,  alphabetically,  are  feeding  all  the 
bums.” 

An  idea  in  collections,  new  to  this  editor  and 
original  as  far  as  he  knows,  is  being  tried  out  by 
a Nebraska  physician  in  prospective  obstetric 
cases.  When  the  patient  comes  to  the  office  for 
prenatal  care,  the  doctor  diplomatically  suggests 
that  the  patient  or  the  head  of  the  family  might 
be  willing  to  make  deposits  of  small  amounts 
from  time  to  time  against  the  bill  incident  to  the 
forthcoming  confinement  and  thereby  make  it 
easier  to  meet  the  amount  then  due.  It  seems  to 
work. 

Dr.  Irving  S.  Cutter  in  his  syndicated  health 
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column  refers  to  the  treatment  of  vitaligo  by  the 
administration  of  dilute  hydrochloric  acid  as  sug- 
gested by  Dr.  H.  W.  Francis,  who  was  himself 
afflicted  by  vitaligo  and  who  it  was  found  on 
complete  physical  examination  had  a total  ab- 
sence of  hydrochloric  acid  in  the  stomach.  Fol- 
lowing the  consistent  administration  of  dilute  hy- 
drochloric the  vitaligo  disappeared.  Dr.  Francis 
is  a well  known  general  practitioner  at  Bancroft, 
Nebraska.  His  article  on  vitaligo  was  published 
in  this  Journal  several  years  ago. 

“Six  men,  representing  six  important  organ- 
izations engaged  in  promoting  the  people’s  health, 
left  a meeting  in  Center  Street,  New  York,  the 
other  day,  after  having  made  plans  for  the  con- 
trol of  pneumonia  in  New  York  State.  Passers- 
by  would  not  have  given  them  a second  look — 
they  were  quite  ordinary  men.  Their  discussion 
raised  hope  of  saving  3,000  lives  per  year.  As 
they  stood  a moment  on  the  corner,  a siren 
screamed,  and  the  gas  company’s  emergency  wag- 
on rushed  past  to  resuscitate  an  asphyxiated  vic- 
time.  One  life — much  excitement ; 3,000  lives,  no 
fuss.” 
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Ewing  Brown,  San  Pedro,  Calif.;  Jefferson  Medical 
College,  1883;  practitioner  in  Omaha  upward  of  thirty 
years;  demonstrator  of  anatomy,  Omaha  Medical  Col- 
lege, 1883;  professor  of  anatomy  1884  to  1892;  profes- 
sor of  anatomy  and  of  clinical  surgery,  1892  to  1894; 
professor  of  gynecology  1897  to  1906;  registrar  and  sec- 
retary of  the  faculty  about  1892;  prominent  gynecolo- 
gist of  Omaha;  resident  of  San  Pedro,  Calif.,  for  al- 
most twenty  years;  health  officer,  San  Pedro,  for  a 
number  of  years;  for  many  years  prominent  member, 
Nebraska  State  Medical  Association;  died  at  San 
Pedro,  December  23,  1935,  aged  eighty  years. 

John  H.  Vance,  Omaha;  native  of  New  Wilmington, 
Pa.;  Jefferson  Medical  College,  1886;  practitioner  in 
Omaha  for  forty-nine  years;  active  in  medical  and 
social  affairs  of  the  city;  faculty  member  of  the  for- 
mer Omaha  Medical  College;  sometime  president  of 
the  Omaha-Douglas  County  Medical  society;  active 
in  Ad-Sell  and  University  clubs;  member,  Nebraska 
State  Medical  Association;  died  of  terminal  pneu- 
monia, January  16,  1936,  after  a chronic  illness  of 
more  than  a year,  aged  seventy-seven  years. 

A daughter  (wife  of  Dr.  C.  E.  Thompson,  Omaha), 
and  son,  Dr.  W.  Brooks  Vance,  New  York  City,  sur- 
vive. 

Eli  B.  Hamel,  Hastings,  Nebr.;  native  of  Bond 
county,  Illinois;  St.  Louis  University  School  of  Medi- 
cine, 1903;  in  prcatice  at  Byron  for  several  years  be- 
fore locating  in  Hastings  in  1908;  captain  in  the  medi- 
cal corps  during  the  World  war;  prominent  member, 
Nebraska  State  Medical  Association,  and  sometime 
vice  president;  a substantial  citizen  in  his  commun- 
ity, interested  in  a variety  of  civic  affairs;  died  De- 
cember 17,  1935,  of  a heart  affliction,  aged  sixty-one 
years. 

A wife  and  three  daughters  survive. 

Joseph  H.  Miller  (retired),  Fremont,  Nebr.;  native 
of  Stephenson  county  Illinois;  Omaha  Medical  Col- 
lege, 1888;  practitioner  successively  at  David  City, 
Gering  and  Surprise,  retiring  from  practice  at  the  lat- 


ter place  ten  years  ago;  treasurer  of  the  English 
Lutheran  Nebraska  Synod  for  the  past  32  years,  mem- 
ber, Board  of  Trustees,  Midland  College,  for  23  years; 
treasurer  and  field  secretary  of  Midland  College  for 
several  years;  former  member,  Nebraska  State  Medi- 
cal Association;  died  December  11,  1935,  of  uremia 
following  a major  operation,  aged  about  seventy-five 
years. 

Loetta  Bowles,  Detroit,  Mich.;  University  of  Illinois 
College  of  Medicine,  1906;  formerly  and  to  within  re- 
cent years  in  practice  with  her  husband,  the  late 
Dr.  Arthur  E.  Bowles,  at  Hebron,  Nebr.,  where  to- 
gether they  conducted  the  Hebron  hospital  for  a num- 
ber of  years;  former  member,  Nebraska  State  Medical 
Association;  died  November  20,  1935,  of  double  pneu- 
monia. 

Ernest  E.  Cone,  Oxford,  Nebr.;  Eclectic  Medical 
College,  Cincinnati,  1892;  probably  the  oldest  physi- 
cian in  Furnas  county  in  years  of  service,  having 
practiced  there  since  1892,  and  one  of  the  early  set- 
tlers of  that  county;  died  December  31,  1935,  aged 
sixty- nine  years. 


A HA-PENNY’S  WORTH  O’  GOVERNMENT 
Dear  Doctor  Long; 

Ah  wis  over  tae  Geordie  Macintosh’s  hoose  last 
nicht,  an’  he  telt  me  he  wis  tae  gang  awa  tae  Ne- 
braska next  week  tae  tak  oop  farmin’. 

“Ye  see,  Weelum,”  he  says,  “awa  oot  there  is  where 
the’  Buffalo  used  tae  roam  an’  th’  fairmers  hae  foonr 
oot  that  richt  i’  th’  same  place — richt  under  that  same 
canopy  o’  stars,  that  ye  can  a’maist  reach — is  th’  best 
wheat  and  corn  land  that’s  oot  doors  anywhere,  an’ 
th’  fairmers  there  are  gettin’  th’gither  tae  brak’  oop 
th’  depression  by  plantin’  mair  wheat  and  corn  an’ 
makin’  their  politicians  work  oot  their  livin’  as  fairm 
han’s  at  sae  much  a bushel.” 

“It’s  th’  grandest  scheme,”  he  says,  “that’s  yet  been 
invented, — ye  see,”  he  says,  “th’  farmers  oot  there 
hae  foon’  oot  that  they  dinna  need  sae  much  govern- 
ment, an’  why  should  they  pay  for  a lot  o’  stuff  they 
canna  use.  They  a’  min’  their  ain  business  an’  pay 
their  doctors  bills  an’  sen’  their  bairnies  tae  th’  scuil 
an’  gang  tae  th’  Kirk  sae  that  a’  they  need  is  for  some 
ane  tae  leave  them  alane,  wi’oot  politicians  an’  wi’oot 
taxes. 

“Weel,”  ah  says  tae  Geordie,  “ye  should  tak  th’ 
doctors  in,  i’  th’  same  scheme  for  they  canna  use  a’ 
this  government.  Maun,  a ha-penny’s  worth  o’  gov- 
ernment wid  dae  th’  doctors  a leap  year  an’  mair, 
especially  oot  there  where  thae  brave  lads  are  fichtin’ 
disease  an’  deeth  i’  th’  snaw  an’  cauld.” 

“Aye,”  says  Geordie,  “an’  ah  ken  a lot  o’  singers  o’ 
Scotch  sangs  that  dinna  need  sae  much  government 
an’  oughtna  tae  hae  tae  pay  for  it.  It’s  a’  richt  for 
thae  people  wha  want  mair  government  tae  hae  a’ 
they  want,  bit  let  them  pay  for  it.  Let  them  wallow 
i’  th’  swish  wash  trough  o’  hysterical  paternalism  if 
they  want  tae,  bit  let  them  hae  it  on  a cash  an'  carry 
basis.  It’s  mair  up  tae  date.” 

“Maun,  Geordie,”  ah  says,  “yer  gettin’  yer  ould  time 
sense  in  action  noo,  an’  if  ye'll  gang  oot  there  an’  hae 
thae  fairmers  an’  doctors  an'  singers  a’  join  th’gither 
ye’ll  brak  oop  ony  depression  that  comes  alang  an’ 
revive  that  grand  auld  Nebraska  prosperity.  Bit. 
Geordie,”  ah  says,  “dae  ye  min’  th’  ither  bunch  o’ 
chaps  that  went  oot  there  tae  brak  oop  th’  depression 
by  plooin’  doon  th’  corn  an’  pigs, — weel — they  forgot 
tae  tak  God  alang,  bit  He  say  their  foolishness  an’ 
thocht  it  best  tae  pit  a crimp  intil  their  scheme.  Sae 
He  sent  oot  a drouth  an’  a dust  storm  tae  gar  them 
back  tae  their  grey  matter.  Sae  ye  better  tak  God 
alang  wi’  ye  an’  that  wull  make  an  invincible  quar- 
tette.” 

Then  ah  bit  Geordie  guid  nicht. 


Weelum. 
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TUBERCULOSIS  ABSTRACTS 

Pneumothorax  treatment  for  lobar  pneumonia  is 
still  on  trial.  A tuberculous  lung-  is  collapsed  without 
fear  of  untoward  incidents.  In  lobar  pneumonia, 
however,  the  disease  process  is  acute,  violent  and  ex- 
tensive, consequently  the  risks  are  increased.  How 
shall  we  evaluate  this  new  form  of  treatment?  Klein 
and  Tuck  report  a series  of  45  cases  of  lobar  pneu- 
monia treated  by  artificial  pneumothorax.  Their  re- 
sults are  encouraging  but  the  authors  urge  that  fur- 
ther studies  of  larger  series  of  cases  be  made  before 
a final  interpretation  of  this  form  of  therapy  is 
reached.  Abstracts  of  the  article  follow. 

PNEUMOTHORAX  IN  LOBAR  PNEUMONIA 

In  1921  Friedman  reported  seven  cases  of  lobar 
pneumonia  treated  by  artificial  pneumothorax,  all 
of  whom  recovered  without  complications.  The  same 
year  David  reported  a series  of  six  cases  with  com- 
plete recovery.  In  1928  a group  of  pediatricians  re- 
ported 17  cases  in  children  with  three  deaths  and 
advised  against  this  form  of  treatment  mainly  be- 
cause most  children  recover  from  lobar  pneumonia 
with  the  more  conservative  treatment.  From  time 
to  time  since  then  articles  on  the  subject  have  ap- 
peared sporadically,  but  it  was  not  until  Lieberman 
and  Leopold  treated  18  dogs  with  unilateral  pneu- 
monia that  this  form  of  treatment  was  placed  on  a 
scientific  basis.  Three  of  the  dogs  died  whereas  of 
the  18  control  dogs,  13  died.  Stimulated  by  this  work 
the  authors  studied  the  clinical  value  of  pneumothor- 
ax in  unilateral  pneumonias  at  the  Philadelphia  Gen- 
eral Hospital. 

EFFECTS  OF  COLLAPSE 

The  advantages  of  the  procedure  are  two-fold. 
First,  by  separating  the  inflamed  visceral  and  pari- 
etal layers  of  the  pleura,  pleural  pain  is  relieved  in- 
stantly. This  allows  for  a slowing  of  the  respira- 
tory rate  with  deeper  inspiration  and  better  ven- 
tilation by  the  unaffected  lung.  Cyanosis  diminishes 
or  disappears.  Second,  the  affected  portion  of  the 
lung  is  compressed  (as  shown  by  autopsy  and  roent- 
genographically)  and  thus  the  blood  flow  in  the  af- 
fected lung  is  cut  down.  Lymph-stasis  probably 
helps  reduce  the  toxemia.  In  many  cases  there  is  a 
rapid  fall  in  temperature  and  pulse  rate,  with  an  in- 
crease in  the  sense  of  well-being.  The  blood  pres- 
sure shows  no  marked  variation.  The  leucocyte  count 
falls  rapidly  after  the  fall  in  temperature  and  is  most 
marked  in  that  group  of  patients  in  whom  a crisis 
is  precipitated.  In  the  vast  majority  of  cases  the 
febrile  period  is  shortened  and  days  of  hospitalization 
are  diminished.  A definite  crisis  occurred  in  19  cases 
within  48  hours  after  the  initiation  of  pneumothorax 
therapy.  In  18  cases  the  temperature  came  down  by 
lysis.  Four  cases,  all  of  whom  were  moribund  at 
the  time  of  air-injection,  died  from  two  to  nineteen 
hours  after  the  initial  treatment. 

The  age  of  patients  varied  from  13  to  69  years. 
There  were  6 females  and  37  males;  24  patients  were 
colored  and  19  white.  Eight  of  the  cases  had  positive 
blood  cultures.  By  sputum-typing,  the  cases  were 
divided  into  the  following  groups:  seven  of  type  1; 
five  of  type  2;  none  of  type  3,  fifteen  of  type  4; 
and  one  of  Friedlander’s  bacillus. 

Complications  were  widespread  and  interesting.  A 
large  percentage  showed  a small  collection  of  fluid 
which  in  most  cases  remained  sterile  and  did  not 
necessitate  drainage.  Various  other  complications 
are  described  in  the  article. 

MORTALITY 

In  the  pneumonia  wards  during  the  interval  in 
which  these  cases  were  treated,  there  were  243  cases 
in  all.  Two  hundred  of  these  were  treated  by  other 


forms  of  therapy,  such  as  routine  symptomatic,  for- 
eign protein,  and  dehydration  measures.  Serum 
therapy-  was  not  used,  owing  to  its  cost.  Of  this 
group,  83,  or  41.5  per  cent,  died.  Thirty  per  cent  of 
this  group  had  positive  blood  cultures,  with  a mor- 
tality of  77  per  cent.  In  the  pneumothorax  group, 
none  of  which  was  especially  selected,  and,  if  the 
case  was  seen  late,  and  doing  well,  was  not  given 
this  form  of  therapy,  a mortality  of  14  deaths,  or 
32.6  per  cent,  occurred.  If  the  4 cases  that  were 
moribund  at  the  time  of  their  collapse,  and  in  which 
only  one  injection  was  given,  be  excluded,  the  mor- 
tality would  be  25.6  per  cent.  This  the  authors  be- 
lieve to  be  the  more  sensible  classification.  Of  the 
8 positive  blood-culture  cases,  4,  or  50  per  cent 
recovered. 

CONCLUSIONS 

1.  Pneumothorax  therapy  in  unilateral  lobar  pneu- 
monia is  of  definite  value  in  the  relief  of  pleural 
pain.  It  also  diminishes  to  a great  extent  the  ac- 
companying cyanosis  and  toxaemia. 

2.  An  early  crisis  is  precipitated  in  a large  pro- 
portion of  the  cases  (44.2  per  cent  in  this  group). 

3.  The  mortality  in  this  group,  as  compared  to 
other  forms  of  therapy,  excluding  serum  therapy,  was 
distinctly  less  (25.6  per  cent  as  against  41.5  per  cent). 

4.  We  feel  that  further  studies  should  be  made 
upon  a larger  series  of  cases  to  evaluate  eventually 
a correct  interpretation  of  this  form  of  therapy. 

Artificial  Pneumothorax  in  the  Treatment  of  Lobar 
Pneumonia,  Thomas  Klein  and  Vernon  Lee  Tuck,  Am. 
Rev.  of  Tuberc.,  Nov.,  1935. 

In  contrast  to  the  somewhat  optimistic  evaluation 
of  pneumothorax  in  lobar  pneumonia,  summarized 
above,  is  another  study  of  37  cases.  In  a well  doc- 
umented and  illustrated  article,  Bullowa  carefully 
weighs  the  relative  advantages  of  lung  collapse  in 
pneumonia  and  reaches  the  conclusion  that  “inherent 
hazards  outweigh  the  advantages  alleged  by  advo- 
cates of  the  treatment.’’  Space  limitations  permit 
reproducing  here  only  the  author’s  summary. 

PNEUMOTHORAX  IN  PNEUMONIA 

Pneumothorax  induction  immediately  relieves  se- 
vere pleural  pain.  This  may  also  be  accomplished 
by  other  methods  and  occasionally  by  such  a slight 
pneumothorax  that  is  not  visible  radiographically. 
This  occurred  ten  times  in  a single  year  on  the  per- 
formance of  routine  lung  suction  for  diagnosis  among 
400  patients.  Pneumothorax  may  be  induced  acci- 
dentally as  the  result  of  lung  aspiration  without  ap- 
parent change  in  the  course  of  the  disease.  There  is 
an  ample  margin  of  safety  and,  with  a capacious 
chest,  one  lung  may  provide  sufficient  surface  for 
gas  exchange.  The  relief  of  pain  may  be  followed  by 
oppression  and  soreness  in  the  chest.  Contralateral 
involvement  may  occur,  or  be  present  and  in  that 
case  the  pneumothorax  increases  the  anoxemia.  Dis- 
placement of  the  mediastinum  may  occur  and  require 
relief.  Pneumothorax  has  no  effect  on  the  immunity 
mechanism  and  does  not  prevent  or  cure  bacteremia. 
The  disease  may  not  be  shortened. 

The  symptoms  of  anoxemia  are  more  frequent  and 
more  severe  in  some  pneumonia  patients  with  pneu- 
mothorax. The  performance  of  pneumothorax  does 
not  absolve  the  physician  from  the  responsibility  of 
promptly  determining  the  type  of  pneumococcus  in- 
volved, and  the  use  of  available  specific  sera  of  prov- 
en value  to  prevent  and  cure  bacteremia.  Early  use 
of  serum  in  pneumonias  due  to  Pneumococcus  Type  I 
prevents  empyema.  The  treatment  is  not  one  for  the 
home,  and  while  being  evaluated  should  only  be  em- 
ployed with  X-ray  guidance  by  those  accustomed  to 
pneumothorax  therapy  and  its  hazards  and  by  those 
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familiar  with  the  pneumonias  and  equipped  to  study 
their  problems. 

Pneumothorax  in  Pneumonia,  Jesse  G.  M.  Bullowa, 
M.  D.,  N.  Y.  State  Jour,  of  Medicine,  Oct.  15,  1935. 
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“It  is  of  genuine  historical  importance  to  collect 
and  publish  all  facts  concerning  the  founding  and 
early  years  of  every  state  and  county  Auxuliary.  . . . 
Yet  excavation  of  the  records  of  paleolithic  man  him- 
self offer  few  greater  difficulties  than  digging  out 
the  minutes  of  the  first  meeting  of  a county  Auxil- 
iary, and  a correct  list  of  its  charter  members 

‘Records’  is  graven  on  my  heart,  as  was  ‘Calais’  on 
Queen  Mary’s.” 

— Corinne  Keen  Freeman, 

March,  1932,  A.  M.  A.  Bulletin. 

Our  national  president  through  the  news  letter  em- 
phasizes the  importance  of  keeping  records.  It  is 
vital  to  the  National  Auxiliary,  she  says,  that  each 
state  and  county  organization  keep  its  records  ac- 
curate and  up  to  date,  with  names  and  addresses  in 
alphabetical  order.  The  national  Treasurer  and 
Chairman  of  Finance  are  working  out  plans  to  simpli- 
fy the  present  system,  and  these  plans  cannot  succeed 
unless  based  on  accurate  records  of  each  individual 
auxiliary. 

Wisconsin’s  auxiliary  furnished  the  management  of 
a Milwaukee  newspaper  with  reports  of  the  A.  M.  A. 
Bureau  of  Investigation  concerning  products  being  ad- 
vertised over  the  radio.  As  a result  radio  station 
WTMJ  cancelled  all  contracts  carrying  advertising 
of  internal  patent  medicines. 

Indiana  State  Auxiliary  is  organizing  a pilgrimage 
in  connection  with  the  State  Medical  Association  to 
visit  and  look  after  the  graves  of  the  two  women 
who  bear  the  distinction  of  being  the  first  to  be  op- 
erated upon  for  ovarian  tumor  and  diseased  gall- 
bladder. Both  are  buried  in  Indiana.  Also  in  the 
pilgrimage  is  the  grave  of  Dr.  John  L.  Richmond  who 
did  the  first  caesarian  section  west  of  the  Alle- 
ghanies. 

The  public  relations  program  of  the  Iowa  state 
auxiliary  provides  for  a speakers’  bureau,  essay  con- 
tests, talks  on  vivisection  and  the  study  of  tubercu- 
losis and  smallpox  in  Iowa.  In  addition,  each  county 
is  advised  to  find  some  local  philanthropic  activity. 

The  president  of  the  Illinois  auxiliary  writes:  “We 
feel  that  we  have  a very  definite  call  this  year  in 
that  the  subject  chosen  for  High  School  debating 
teams  is,  ‘Resolved:  That  the  several  states  should 
enact  legislation  providing  for  a system  of  complete 
medical  service  to  all  citizens  at  public  expense.’  Our 
auxiliaries  will  act  as  reference  agents  in  the  differ- 
ent counties  where  debates  are  held.” 

Commenting  upon  the  subject  of  High  School  de- 
bates on  the  subject  of  State  Medicine,  a past  presi- 
dent of  the  national  auxiliary  says,  “Naturally  as 
medical  auxiliary  women  we  are  all  working  along 
the  same  lines,  and  I believe  that  next  to  a definite 
program  set  up  in  each  state,  a national  public  rela- 
tions program  should  be  followed.  This  year  finds  us 
faced  with  a very  specific  piece  of  work,  and  because 
it  is  of  general  interest  * * * * doctors  are  suggesting 
that  the  auxiliary  must  be  called  on  to  help  in  the 
work.” 

The  Woman’s  Auxiliary  to  the  Kentucky  State 
Medical  Association  conducted  10  “Come-and-See” 
trips  to  local  health  and  welfare  agencies.  18  insti- 
tutions or  organizations  were  included  in  the  pro- 
gram. 

The  keeping  of  county  and  state  scrapbooks  is  an 
interesting  and  valuable  piece  of  auxiliary  work  as 
it  is  carried  out  in  several  states.  Pictures  and 


newspaper  clippings  pertaining  to  the  work  of  the 
auxiliary,  programs  and  souvenirs  of  convention 
meetings  are  contained  in  these  scrapbooks. 

San  Joaquin  County,  California,  auxiliary  has  es- 
tablished a child  guidance  clinic  at  Stockton,  and  the 
Alameda  County  auxiliary  has  held  a public  health 
institute  at  the  civic  auditorium  of  Oakland,  an  an- 
nual fall  affair,  with  a program  of  lectures,  discus- 
sions, motion  pictures,  twenty-four  booths  of  exhib- 
its, a puppet  show,  and  other  interesting  features  in- 
cluding evening  speakers  of  national  prominence. 

The  September,  1935,  supplement  to  the  Kentucky 
Medical  Journal  was  devoted  exclusively  to  the  Jane 
Todd  Crawford  Memorial  services  held  in  McDowell 
Park,  Danville,  May  30,  1935.  On  that  occasion  Dr. 
W.  W.  Bauer,  Director  of  Health  and  Public  Instruc- 
tion A.  M.  A.,  participated  in  the  program.  The  clos- 
ing paragraph  of  Dr.  Bauer’s  address  follows: 

“We  are  dedicating  a statue  here  to  the  memory 
of  Jane  Todd  Crawford.  I cannot  help  but  think  at 
this  moment  of  the  words  of  Abraham  Lincoln — we 
are  not  so  much  dedicating  as  being  dedicated.  The 
monument  in  stone  which  stands  here  is  but  a feeble 
tribute  to  this  great  pioneer  woman.  A greater  trib- 
ute to  her  is  to  be  seen  in  the  practical  absence  of 
huge  abdominal  tumors  among  the  women  of  today, 
and  in  the  enormous  strides  which  have  been  made 
in  abdominal  surgery.  McDowell  himself  lost  his 
life  from  what  was  probably  an  attack  of  appendi- 
citis. Today  thousands  of  patients  with  this  disease 
are  saved  with  a simple  operation.  Surgery  based  on 
McDowell’s  pioneering  and  that  of  Jane  Todd  Craw- 
ford has  been  of  inestimable  benefit  to  women.  These 
pioneer  efforts  of  such  men  as  Ephraim  McDowell, 
with  the  cooperation  of  such  patients  as  Jane  Todd 
Crawford — these  are  the  real  monuments  to  Jane  Todd 
Crawford.  There  are  greater  than  any  words  of  ded- 
ication we  may  be  able  to  speak.” 

One  public  relations  program  provides  for  a survey 
of  all  the  private  agencies  doing  health  work  in  the 
community  with  the  idea  of  having  an  auxiliary  rep- 
resentative on  the  board  of  each. 

The  Preventive  Medicine  Committee  of  the  Omaha- 
Douglas  Co.  Medical  Society  under  the  chairmanship 
of  Dr.  Floyd  Clarke  is  investigating  the  problem  of 
diphtheria  as  its  work  for  the  year.  The  committee 
plans  a survey  of  mortality  and  morbidity  in  Omaha 
and  cities  of  equal  size  and  particularly  the  percent- 
age of  children  who  have  been  Schick  tested. 

The  Student  Loan  Fund  of  the  Nebraska  State 
Medical  Association  has  been  augmented  by  contri- 
butions from  three  county  auxiliaries.  Preference 
has  been  given  to  doctors’  sons  as  recipients  of  loans 
and  to  date  a number  have  been  assisted. 

As  the  time  for  the  state  meeting  approaches  when 
annual  reports  will  be  rendered  a final  effort  for  in- 
creased membership  is  urged  by  our  state  president. 
Wives  of  members  of  the  Nebraska  State  Medical 
Association  are  asked  to  affiliate  directly  with  the 
State  Auxiliary  as  members-at-large  in  communities 
having  no  county  organization. 

The  1936  annual  meeting  will  be  held  April  7,  8 
and  9 at  Lincoln. 

The  Journal  of  the  American  Medical  Association 
prints  weekly  announcements  of  subjects  and  speak- 
ers on  the  A.  M.  A.  broadcasts  under  the  heading, 
“Association  News.”  It  is  hoped  that  these  programs 
will  be  publicized  as  widely  as  possible  by  announce- 
ments in  all  women’s  organizations. 

Special  radio  talks  have  been  prepared  by  the 
A.  M.  A.  for  five,  ten,  and  fifteen  minute  broadcasts, 
and  may  be  obtained  for  local  use  by  writing  the 
Bureau  of  Public  Instruction.  If  planning  loc&l 
broadcasts  bear  in  mind  the  dates  of  the  national 
radio  broadcasts  to  avoid  conflicts. 

Dr.  Adolph  Sachs  was  guest  speaker  at  the  regular 
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meeting’  and  luncheon  of  the  Woman’s  Auxiliary  to 
the  Omaha-Douglas  County  Medical  Society,  Wed- 
nesday, January  22,  at  the  Fontenelle  Hotel.  Dr. 
Charles  McMartin,  president  of  the  Omaha-Douglas 
County  Medical  Society,  was  also  a guest.  Mrs.  J. 
Harry  Murphy,  president  of  the  Woman’s  Auxiliary, 
presided. 

Instead  of  the  regular  business  meeting  the  first 
Monday  of  the  month,  the  Lancaster  County  Auxil- 
iary had  a social  evening  on  Tuesday,  January  7th, 
at  the  University  Club.  Due  to  illness  the  president, 
Mrs.  J.  E.  M.  Thomson,  was  not  in  attendance.  Mrs. 
Torrence  C.  Moyer,  vice-president,  presided.  Cards 
and  needlework  were  the  diversions  of  the  evening. 
Prizes  went  to  Mrs.  Allan  Campbell  and  Mrs.  E.  W. 
Hancock.  The  social  committee  had  charge  of  re- 
freshments which  consisted  of  homemade  candy. 

— Mrs.  A.  P.  Overgaard. 

EXCERPTS  FROM  A LETTER  FROM  THE 
NATIONAL  HEALTH  EDUCATION  CHAIRMAN, 
(MRS.  V.  E.  HOLCOMBE) 

“Secretaries  of  the  various  Medical  Societies  gath- 
ered in  Chicago  to  study  ways  and  means  of  applying 
the  New  Social  Security  Law.  One  of  the  grave  dan- 
gers is  that  in  haste  to  have  the  Act  in  operation, 
persons  not  qualified  may  be  appointed. 

The  Act  embraces: 


1. 

Old  Age  Pension. 

2. 

Old  Age  Assistance. 

3. 

Unemployment  Insurance. 

4. 

Pensions  for  Blind. 

5. 

Mother’s  Pensions. 

6. 

Child  Welfare  and  Maternal  Welfare. 

7. 

Child  Health  Program. 

8. 

Assistance  for  Rehabilitation  of 

crippled  chil- 

dren. 

Vocational  Rehabilitation  for 

those  injured 

from 

industrial  accidents. 

This  is  a fine  subject  for  study. 

Have  you  read  the  editorial  in  the  November 
Hygeia  about  a survey  by  the  U.  S.  Public  Health 
Service  of  chronic  and  disabling  ilnesses,  etc.? 

Do  you  know  that  the  A.  M.  A.  has  been  promoting 
a Health  Education  program  since  1923?  This  year, 
for  the  first  time  they  employ  dramatic  technique  on 
the  radio  program.  It  comes  to  you  every  Tuesday 
afternoon  with  the  salutation,  “Ladies  and  Gentle- 
men, Your  Health.”  We  are  asked  to  build  up  a larg- 
er listening  audience. 

The  Medical  profession  feels  that  the  experimenta- 
tion under  control  conditions  is  the  right  system  for 
maladjustment  of  social  organization  just  as  it  is  for 
disease  within  the  human  body.  Thus  it  behooves  us 
to  remember  the  following  facts: 

Wholesale  practice  of  medicine  destroys  the  per- 
sonal relation  between  the  doctor  and  patient  and  de- 
stroys that  confidence  and  cooperation  necessary  for 
efficient  medical  care. 

Sickness  insurance  affects  diagnosis,  because  a 
good  thorough  examination  takes  time,  skill  and  pa- 
tience. 

Most  enthusiastic  advocates  of  insurance  (whole- 
sale) admit  that  sickness  Insurance  Systems  have 
done  little  to  develop  or  encourage  measures  of  pre- 
vention. 

It  has  been  the  tradition  of  medicine  that  the  pa- 
tient shall  have  the  right  to  select  his  own  physician, 
and  that  the  physician  shall  be  responsible  to  the  pa- 
tient for  his  care,  and  the  patient  responsible  to  the 
doctor  for  payment. 

The  furnishing  of  unlimited  medical  service  does 
not  encourage  the  detection  of  incipient  diseases. 

The  entire  problem  of  care  of  the  indigent  who  are 


not  eligible  to  the  benefits  of  Sickness  Insurance  Sys- 
tems is  left  entirely  untouched. 

Another  thing  of  importance — It  is  well  nigh  im- 
possible to  establish  a perfect  system  covering  a 
whole  nation  or  country. 

The  Medical  Profession  has  always  maintained  that 
its  mission  is  to  fight  disease  and  guard  the  health 
of  the  people.  Organized  medicine  in  the  U.  S.  has 
been  responsible  for  the  origin  of  the  Public  Health 
Department  and  the  constantly  rising  standards  of 
Medical  Education. 

Organized  Medicine  is  estimated  to  have  given  to 
the  indigent  one  million  dollars  a day  for  the  past 
five  years. 

State  and  County  Medical  Societies,  throughout  the 
country,  are  trying  to  find  the  Best  Methods  of  giv- 
ing good  Medical  Care  to  those  unable  to  pay  for  it. 
The  fundamental  necessity  of  maintaining  the  con- 
dition on  which  good  Medical  Science  depends,  has 
been  uppermost  in  all  this  discussion  and  experiment- 
ing.” 

Ways  and  Means  of  Putting  Over  Health  Educa- 
tion Program: 

a.  Well  planned  program  at  beginning  of  your 
year. 

b.  Follow-up. 

c.  Visit  organized  Auxiliaries  whenever  possible. 

d.  Exchange  of  County  Programs  helpful  to  each. 

e.  The  need  of  the  Child  is  the  Law  of  the  School. 

A word  from  the  State  Health  Education  Chairman. 

Please  let  the  A.  M.  A.  office  know  you  are  listening 
to  the  Tuesday  4 P.  M.  Health  Broadcast  and  com- 
ment on  it.  Note  it  also  in  your  annual  report  to 
me  the  third  week  in  March. 

—Mrs.  C.  W.  Pollard. 
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Members  of  the  Omaha-Douglas  County  Medical 
Society  were  guests  of  the  Pottawattamie  County 
Medical  Society  at  the  Hotel  Chieftain  in  Council 
Bluffs,  Iowa,  December  10,  1935.  The  meeting  was 
called  to  order  by  Dr.  S.  D.  Maiden,  President  of  the 
Pottawattamie  County  Society  after  which  it  was 
turned  over  to  Dr.  McMartin,  President  of  the  local 
Society. 

Dr.  J.  D.  Bisgard  presented  a paper  on  “Sub- 
Diaphragmatic  Abscess.”  In  the  discussion  which 
followed  Dr.  A.  L.  Jensen,  Council  Bluffs;  Dr.  John 
Sharpe,  Omaha;  Dr.  J.  W.  Duncan,  Omaha,  and  Dr. 
H.  B.  Hunt,  Omaha,  took  part.  The  second  paper  on 
“A  Clinical  Study  of  Mercury  Bichloride  Poisoning” 
was  presented  by  Dr.  C.  Edward  Thompson.  Dr. 
Raymond  Rice,  Council  Bluffs;  Dr.  E.  J.  Kirk,  Oma- 
ha; Dr.  J.  J.  O-’Hearn.  Omaha;  Dr.  B.  W.  Christie, 
Omaha;  Dr.  O.  J.  Cameron,  Omaha;  Dr.  F.  J. 
Wearne,  Omaha;  and  Dr.  R.  R.  Best  of  Omaha  joined 
in  the  discussion  of  this  paper. 

The  meeting  was  well  attended  by  members  of  both 
societies. 

At  the  Lancaster  County  Medical  Society  meeting, 
December  3,  more  than  fifty  members  were  present. 
Dr.  Zemer,  president,  presided  at  the  meeting. 

The  guest  speaker  of  the  evening  was  Dr.  Thomas 
C.  Galloway,  associate  professor  of  otolaryngology, 
Northwestern  University,  and  attending  member  of 
staff  of  Cook  County  Hospital,  Department  of  Oto- 
laryngology. Dr.  Galloway’s  subject  was,  “The  Selec- 
tive Treatment  of  Malignancies  About  the  Head.” 

Dr.  Galloway  gave  an  excellent  review  of  the  type 
of  treatment  employed  by  his  group  in  the  handling 
of  head  malignancies.  He  emphasized  the  necessity 
of  early  diagnosis  and  thereafter  positive  diagnosis 
by  biopsy;  the  proper  selection  of  cases  for  electro- 
coagulation and  the  use  of  irradiation  both  by  radium 
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and  by  roentgen  ray,  in  these  malignancies.  His  lec- 
ture was  illustrated  with  slides  of  cases  in  which 
five-year  cures  have  been  obtained.  He  emphasized 
the  fact  that  even  in  extensive,  almost  hopeless  ap- 
pearing cases  of  malignancy,  with  proper  treatment 
five-year  cures  have  been  obtained. 

The  annual  meeting  of  the  Lancaster  County  Medi- 
cal Society  was  held  December  17.  Officers  for  the 
year  of  1936  were  elected  as  follows:  President,  Dr. 

W.  C.  Becker;  vice-president,  Dr.  E.  W.  Hancock; 
secretary,  Dr.  O.  A.  Reinhard;  treasurer,  Dr.  C.  F. 
Andrews;  member  of  Board  of  Censors,  Dr.  A.  D. 
Munger,  re-elected,  three-year  term;  delegate  to  State 
Convention,  Dr.  J.  E.  M.  Thomson;  Dr.  B.  F.  Williams, 
alternate,  re-elected,  two-year  term;  historian,  Dr. 
H.  W.  Orr. 

The  Fillmore-Saline  County  Medical  Society  was 

entertained  at  a dinner  of  duck  and  venison,  January 
15,  by  Dr.  A.  C.  Blattspieler  at  Tobias.  The  annual 
business  meeting  followed. 

The  annual  Christmas  dinner  of  the  Dodge  County 
Medical  Society  was  held  at  the  Pathfinder  hotel, 
Fremont,  December  30. 

Miniature  Christmas  trees  at  intervals  the  length 
of  the  table,  winter  scenes  in  miniature  and  red  can- 
dles were  attractive  table  decorations. 

At  the  short  business  meeting  of  the  medical  asso- 
ciation which  followed  the  dinner,  Dr.  Clinton  Heine 
of  Hooper  was  elected  president;  Dr.  H.  H.  Morrow, 
Fremont,  was  reelected  secretary-treasurer. 

At  the  annual  meeting  of  the  Scotts  Bluff  County 
Medical  Society  the  latter  part  of  December,  Dr.  W. 
C.  Harvey,  Gering,  was  elected  president;  Dr.  Frank 
T.  Herhahn,  secretary-treasurer. 

The  Dawson  County  Medical  Society  held  the  an- 
nual meeting  January  6 at  the  Hotel  Platte,  Gothen- 
burg, beginning  with  a dinner.  Dr.  Victor  Norall, 
Lexington,  was  elected  president;  Dr.  Helen  Focht- 
man,  Cozad,  secretary-treasurer.  Dr.  B.  W.  Pyle, 
Lexington,  read  a paper  on  “Fractures.” 

At  the  Lincoln  County  Medical  Society  at  North 
Platte,  January  9,  Dr.  L.  J.  Hombach  read  a paper  on 
“Sinus  Infections.”  Coincident  with  this  meeting,  the 
Eleventh  Councilor  District  Medical  Society  elected 
Dr.  C.  F.  Heider,  North  Platte,  president;  Dr.  Edward 
Stevenson,  North  Platte,  secretary,  and  Dr.  E.  W. 
Fetter,  North  Platte,  treasurer. 

At  the  meeting  of  the  Adams  County  Medical  So- 
ciety at  Hastings  State  Hospital,  January  8,  Dr.  Her- 
bert Davis,  Omaha,  spoke  on  “Surgical  Errors  and 
Safeguards”;  Dr.  Frank  Conlin,  Omaha,  gave  an  ad- 
dress on  “Some  Endocrine  Problems.”  A dinner  was 
served  to  about  forty  physicians. 

At  the  recent  Custer  County  Medical  Society  meet- 
ing at  Broken  Bow,  Dr.  F.  A.  Burnham,  Arnold,  was 
reelected  president  and  Dr.  R.  D.  Bryson,  Calloway, 
was  relected  secretary.  Dr.  W.  D.  Collier,  St.  Louis, 
was  the  speaker  of  the  evening.  A dinner  preceded 
the  program. 

At  the  December  meeting  of  the  Hall- Merrick-How- 
ard  Counties  Medical  Society,  Dr.  J.  E.  Benton,  Cen- 
tral City,  was  elected  president;  Dr.  Amil  Johnson, 
secretary-treasurer ; Dr.  Earle  G.  Johnson,  delegate. 

Dr.  A.  P.  Synhorst,  retiring  president,  gave  an  ad- 
dress on  the  “Catrastophies  of  Medicine.” 

A banquet  was  served  to  thirty-two  guests.  The 
Christmas  motif  was  carried  out  in  the  menu  as  well 
as  in  the  room  decorations. 

The  Southwest  Nebraska  Medical  Society  at  a meet- 
ing held  at  McCook,  December  12,  elected  Dr.  W.  D. 


Mackechnie,  Indianola,  president;  Dr.  D.  H.  Morgan, 
McCook,  Secretary-treasurer. 

Dr.  Donald  J.  Wilson  of  Omaha  addressed  the  so- 
ciety, speaking  upon  the  subject  of  “Common  Derma- 
toses Frequently  Seen  by  the  General  Practitioner.” 
Dr.  Herman  Johnson,  also  of  Omaha,  spoke  on  “Indi- 
cations and  Contra-Indications  for  Open  Reduction  in 
Fractures.” 

The  Richardson  County  Medical  Society  met  at  Ho- 
tel Weaver,  Falls  City,  December  18,  over  a dinner. 
Dr.  E.  P.  Bozarth,  Humboldt,  was  elected  president; 
Dr.  C.  L.  Hustead,  Falls  City,  secretary-treasurer; 
Dr.  H.  R.  Miner,  Falls  City,  delegate. 

An  address  on  “Medical  Relationship,”  was  delivered 
by  M.  C.  Smith,  Curtis,  Nebr.,  executive  secretary  of 
the  Nebraska  Medical  Association,  who  was  presented 
by  Dr.  W.  R.  Boyer  of  Pawnee  City.  The  speech  was 
discussed  by  various  doctors  in  attendance. 

The  mid-winter  meeting  of  the  Third  Councilor  Dis- 
trict of  the  State  Medical  Association  was  held  at 
the  Paddock  hotel  in  Beatrice,  Thursday,  January  23. 

Dr.  J.  C.  Waddell,  president,  in  the  chair.  “Present 
Status  of  Fever  Therapy,”  A.  E.  Bennett,  M.  D.; 
“Mould  Simulating  Common  Infections,”  E.  L.  Mac- 
Quiddy,  M.  D.;  “Immunization  and  the  Newer  Meth- 
ods Employed,”  Milward  W.  Bayliss,  M.  D. ; “Present 
Status  of  Our  Knowledge  on  Botulism,”  M.  F.  Gun- 
derson, M.  D. 

These  papers  were  illustrated  by  lantern  and  cine- 
ma, the  slides  and  films  having  been  made  at  the 
University  Hospital. 

The  basic  idea  of  this  program  was  to  cover  some 
of  the  newer  problems  which  have  arisen  in  Bacterial 
Pathology  and  their  Treatment. 

“The  Responsibility  of  the  Doctor  to  His  Medical 
Society,”  Mr.  M.  C.  Smith,  Executive  Secretary. 

A movie  and  a lecture  on  The  Mechanism  of  Labor, 
Earl  C.  Sage,  M.  D.,  Omaha,  Nebraska. 

This  was  the  third  of  the  post-graduate  series  for 
the  Country  Doctor. 

The  Southwest  Nebraska  Medical  Society  January 
9 at  McCook,  following  a dinner,  heard  addresses  by 
Dr.  Russell  Best  and  Dr.  W.  A.  Cassidy,  Omaha,  and 
a talk  by  the  traveling  secretary,  M.  C.  Smith,  on 
“Medical  Relations.” 

Mr.  M.  C.  Smith,  executive  secretary,  recently  or- 
ganized a new  constituent  county  medical  society  in 
the  territory  surrounding  Ogallala,  the  Garden- Keith  - 
Perkins  Medical  Society.  Dr.  F.  M.  Bell,  Grant,  was 
elected  president;  Dr.  H.  A.  Blackstone,  Lewellen, 
secretary-treasurer;  Dr.  H.  A.  Vandiver,  Ogallala, 
delegate. 

A regular  meeting  of  the  Platte  County  Medical 
Society  was  held  at  the  Thurston  hotel,  Columbus, 
following  a dinner,  January  22.  Speakers,  Dr.  H.  B. 
Hamilton  and  Dr.  D.  T.  Wilson,  Omaha,  the  first  on 
Pediatrics  and  the  latter  on  Dermatology. 
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Dr.  E.  E.  Clark,  Ashland,  was  ill  in  January. 

Dr.  J.  R.  Bell  is  about  to  open  hospital  facilities  at 
Fairfield. 

Dr.  P.  E.  Beauchamp,  late  of  Kansas  City,  has  lo- 
cated at  Harrison. 

Dr.  L.  C.  Kirk,  Paxton,  is  about  to  establish  a hos- 
pital of  eight  beds. 

Dr.  B.  M.  Kully,  well  known  Omaha  physician,  has 
moved  to  Los  Angeles. 

Dr.  J.  P.  Lord,  Omaha,  is  spending  part  of  the 
winter  at  Miami,  Florida. 

Dr.  A.  L.  Miller,  Kimball,  has  filed  as  a candidate 
for  the  unicameral  legislature. 

Dr.  L.  H.  Mousel,  Cambridge,  has  been  given  a 
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Fellowship  in  the  Mayo  clinic. 

Dr.  Rudolph  Hamsa  and  Miss  Doris  Sanborn, 
Scotia,  were  married  recently. 

Dr.  and  Mrs.  C.  J.  Miller,  Ord,  made  a trip  to 
Greenfield,  Tenn.,  in  December. 

Dr.  T.  H.  Waters,  Norfolk,  has  returned  from  post- 
graduate work  in  New  York  City. 

Dr.  P.  A.  DeOgny,  Milford,  has  been  reappointed  to 
the  state  board  of  medical  examiners. 

The  Golden  Wedding  of  Dr.  and  Mrs.  F.  W.  Winter, 
Adams,  was  celebrated  November  26. 

Dr.  Carroll  Dewey,  for  some  time  in  practice  at 
Danbury,  has  located  at  Kansas  City. 

Dr.  Homer  Davis  and  wife,  Genoa,  spent  the  holi- 
days visiting  their  sons  in  Los  Angeles. 

Dr.  Wesley  C.  Becker  was  elected  president  of  the 
Lancaster  County  Medical  Society  recently. 

Dr.  C.  W.  Weeks,  Ord,  has  returned  after  two 
months  in  Chicago,  spent  in  postgraduate  work. 

The  marriage  of  Dr.  Samuel  Widney,  Lexington, 
and  Miss  Lily  E.  Willis,  Detroit,  is  announced. 

Dr.  Carl  Busche,  Los  Angeles,  former  physician  at 
Columbus,  visited  in  Nebraska  during  the  holidays. 

Dr.  A.  C.  Fellman,  Omaha,  was  made  assistant  in 
anatomy  and  medicine  in  Creighton  medical  college. 

Dr.  Claude  Selby,  North  Platte,  was  called  to  Long 
Beach,  Calif.,  early  in  January  by  the  death  of  his 
father. 

Dr.  F.  H.  Miller  has  become  associated  with  Dr. 
M.  B.  Wilcox  at  Holdrege  in  the  eye,  ear,  nose  and 
throat  specialty. 

Dr.  R.  R.  Donley,  for  some  time  in  medical  charge 
of  a CCC  Camp  at  Deer  River,  Minn.,  has  resumed 
practice  at  Blair. 

Dr.  Amos  O.  Squire,  Ossinning,  N.  Y.,  for  thirty-five 
years  physician  to  Sing  Sing  prison,  lectured  to  the 
Omaha  rotary  club  last  month. 

Dr.  Charles  A.  Tomkins,  whose  paternal  home  is  at 
Inman,  has  been  awarded  a fellowship  in  the  Indiana 
University  School  of  Medicine,  Riley  hospital. 

Dr.  W.  F.  Sercl,  for  several  years  in  practice  at 
Wisner,  has  gone  to  New  York  City  to  take  up  spe- 
cial work  in  Gynecology  and  Obstetrics.  He  is  plan- 
ning on  a two  years’  course. 

Dr.  F.  A.  Wells,  Lincoln,  stepped  in  front  of  a mov- 
ing auto  and  was  struck  down  with  resulting  con- 
cussion of  the  brain,  fracture  of  left  leg  and  other 
injuries,  about  the  middle  of  January. 

Dr.  Bartlett  Quigley,  son  of  Dr.  T.  D.  and  Mrs. 
Quigley,  Omaha,  has  gone  to  Europe  for  study  and 
travel.  On  returning  he  will  become  assistant  resident 
physician  at  Peter  Bent  Brigham  hospital,  Boston. 

Dean  Poynter  of  the  University  College  of  Medicine 
before  the  Kiwanis  club,  forcibly  brought  out  the 
fact  that  the  physician  is  no  more  obligated  to  give 
his  service  to  citizens  of  the  under  privileged  class 
than  is  the  purveyor  of  food  and  clothing.  That  re- 
sponsibility rests  on  the  public. 
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THE  AMERICAN  AND  EUROPEAN  CANCER  CONTROL  PROBLEM* 

ALBERT  SOILAND,  M.  D.,  D.  M.  R.  E.  (Camb.), 

Los  Angeles,  California. 


After  an  active  professional  contact  with  the 
cancer  problem  for  over  a quarter  of  a century, 
it  has  become  increasingly  apparent  to  me  that 
in  order  to  accomplish  the  most  for  the  cancer 
patient,  we  must  meet  the  issue  on  the  patient’s 
own  level.  In  other  words,  it  is  not  sufficient 
for  medical  practitioners  to  meet  in  seclusion  to 
discuss  cancer  from  a purely  professional  view- 
point and  to  gravely  publish  conclusions  in  scien- 
tific medical  journals  to  lie  buried  forever  from 
public  view.  Therefore,  it  becomes  our  first 

* Presented  before  the  Southwest  Clinical  Society,  Kansas 
City,  Mo.,  October,  1935. 


duty  to  seek  the  cooperation  of  our  own  fellows 
to  enlighten  them  to  the  incontrovertible  fact 
that  cancer  is  no  longer  a hopeless  disease,  but 
that  its  early  conquest  is  directly  proportional  to 
the  interest  which  each  and  every  medical  man 
will  offer  towards  its  subjugation.  The  profes- 
sion at  large  has  been  so  terribly  remiss  in  its 
full  duty  to  the  cancer  bearing  patient  that  it  is 
only  by  a continual  appeal  for  its  undivided  sup- 
port and  assistance  that  we  can  hope  for  or  ex- 
pect the  genuinely  good  results  which  will  sure- 
ly accrue  therefrom.  Free  and  unbiased  publicity 
is  the  answer  to  the  cancer  problem.  No  longer 
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should  cancer  be  considered  a hidden  and  loath- 
some disease ; no  longer  should  the  family  physi- 
cian tell  his  patient  that  the  little  mole,  abrasion, 
discharging  sore  or  lump  mean  nothing  and  dis- 
miss him  or  her  with  a pill,  powder  or  lotion  and 
a wave  of  the  hand,  creating  an  impression  that 
they  are  inconsequential.  If,  through  medical 
publicity,  these  good  and  sincere  family  physi- 
cians could  only  be  impressed  with  the  fact  that 
by  a thorough  early  destruction  of  such  small 
and  apparently  innocent  conditions,  a great  ma- 
jority of  such  patients  would  be  saved  from  a po- 
tential cancer  with  its  suffering  and  death.  The 
achievement  of  such  a single  forward  step  would 
contribute  much  toward  cancer  eradication. 
Therefore,  our  first  problem  is  to  impress  upon 
the  medical  profession  as  a whole  this  singularly 
important  fact  which  can  only  be  accomplished 
by  continued  effort  on  the  part  of  cancer  students 
in  bringing  these  truths  forcibly  to  the  attention 
of  the  profession  at  large  through  every  local  or 
district  medical  society  in  all  parts  of  the  world. 
Once  this  has  been  accomplished  it  will  be  rela- 
tively easy  to  gain  the  confidence  and  support  of 
the  general  public. 

It  is  a regretable  fact  that  in  America  so  many 
people  with  cancer  are  in  the  clutches  of  the  ir- 
regular or  quack  doctors  rather  than  under  the 
care  of  regularly  qualified  practitioners  of  the 
healing  art.  This  lamentable  state  of  affairs  is 
due  largely  to  the  fact  that  such  irregulars  and 
cultists  reach  the  public  through  cleverly  worded 
advertisements  in  the  daily  press  which  have  been 
closed  to  the  regular  profession  through,  may  I 
say,  an  overly  stressed  code  of  professional  ethics. 
It  may  be  properly  stated  that  no  individual  phy- 
sician should  hold  himself  out  as  a cancer  or  any 
other  type  of  specialized  medical  expert  through 
the  public  press,  but  every  local  or  district  medi- 
cal society  could  well  afford  to  publish  in  the 
press  under  its  own  name  the  proper  kind  of  can- 
cer propaganda  which  would  act  as  a deterrent 
against  quack  advertising.  This  would  gradually 
turn  the  gullible  public  back  to  sane  therapy.  It 
passes  all  understanding  how  some  very  excel- 
lent and  outstanding  daily  newspapers  sell  their 
space  to  the  most  cruel  and  inhuman  fakers  the 
world  has  ever  produced,  and  there  seems  to  be 
no  remedy  to  prevent  it. 

If  the  general  public  could  be  told  through 
city,  state  and  national  medical  associations  how 
essential  it  is  that  every  citizen  inform  himself 
as  to  what  a serious  menace  cancer  is  to  our  na- 
tional life,  a great  deal  of  good  would  be  done. 
The  public  should  be  told  of  the  progress  that  has 
been  made  in  curing  cancer  during  the  past  forty 


years — that  the  percentage  of  cures  has  increased 
from  a possible  ten  per  cent  in  1895  to  a present 
known  rate  of  forty  per  cent — the  public  should 
learn  that  this  has  been  accomplished  through 
the  intelligent  use  of  surgery,  x-rays  or  radium, 
either  singly  or  in  combination,  one  with  the  oth- 
er; the  public  should  be  made  to  realize  that  no 
single  drug,  serum,  instrument  or  device  has  yet 
been  contrived  or  discovered  which  will  positive- 
ly cure  cancer  in  all  its  stages — that  every  public- 
ly advertised  remedy  which  claims  to  do  this  is 
fraudulent — that  a high  percentage  of  cancers 
are  curable  when  the  patient  is  early  submitted 
to  treatment — that  most  fatal  cases  are  the  result 
of  ignoring  or  not  recognizing  early  symptoms — 
that  it  is  important,  when  there  appears  a sore, 
lump,  swelling,  bleeding  or  discharge  or  any  un- 
usual symptom  which  does  not  heal  in  a reason- 
able time,  that  a physician  be  visited  immediately 
for  an  examination  and  diagnosis. 

Visualize  for  yourself  what  the  result  would 
be  if  all  these  points  could  be  instilled  in  the 
public  mind  through  an  intelligent,  effectively  op- 
erated educational  effort,  and  you  will  appreciate 
that  we  stand  in  a position  to  do  a great  good  for 
humanity. 

I can  conceive  of  no  greater  duty  that  a man 
can  have  to  himself,  his  family  and  his  country 
than  that  he  inform  himself  on  this  great  menace 
to  our  national  and  our  international  social  struc- 
ture. 

Much  to  our  discredit,  we  in  America  lack  an 
authoritative  governmental  medical  organization 
to  fight  cancer.  Not  so  in  Europe  and  other  parts 
of  the  world  where,  in  a number  of  countries,  cen- 
tral governmental  bureaus  have  complete  control 
of  their  cancer  patients,  and  in  several  other  coun- 
tries, privately  subscribed  funds  and  donations 
maintain  cancer  control  bureaus.  In  all  those 
countries  where  this  subject  is  under  govern- 
mental control,  the  medical  profession  is  in  full 
charge — and  rightly  so.  A detailed  resume  of 
the  cancer  control  reports  from  twenty-seven  na- 
tions, as  presented  to  the  Fourth  International 
Congress  of  Radiology  at  Zurich,  July,  1934,  will 
be  found  under  the  title  “The  Social  and  Econ- 
omic Aspects  of  Cancer”  in  the  February,  1935, 
issue  of  “Radiology” , and  in  the  May,  1935,  “ Bul- 
letin of  the  American  Society  for  the  Control  of 
Cancer.” 

In  America  the  cancer  control  situation  is  not 
at  all  unified,  although  many  independent  organ- 
izations are  doing  splendid  work.  The  American 
Journal  of  Cancer  reflects  the  best  thoughts  and 
deeds  from  the  work-shops  of  America’s  oncolo- 
gists. The  American  Society  for  the  Control  of 
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Cancer  is  doing  all  within  its  power  to  broaden 
the  view  of  onr  own  medical  fraternity  toward 
cancer-mindedness.  The  American  College  of 
Surgeons,  the  American  College  of  Radiology, 
and  the  American  Clinical  Society  are  fostering 
cancer  clinics  in  accredited  institutions  and  hos- 
pitals. A number  of  states  have  cancer  boards 
and  cancer  commissions.  Several  cancer  founda- 
tions endowed  by  public-spirited  individuals  and 
trusts  are  doing  much  research  and  philanthropic 
work,  but  how  are  we  going  to  correlate  or  amal- 
gamate all  these  splendid  efforts  into  a unified 
nonduplicating  and  authoritative  group  which  can 
truly  become  an  official  American  association 
“organized  to  fight  cancer”? 

In  discussing  this  matter  with  a higher  offi- 
cial of  the  American  Medical  Association,  and 
suggesting  to  him  the  possibility  of  interesting 
our  government  in  the  establishment  of  a Central 
Cancer  Bureau,  this  thought  met  with  his  instant 
disapproval,  as  he  expressed  in  no  uncertain  terms 
his  objection  to  our  g'overnment  going  into  medi- 
cal practice.  It  was  of  no  avail  for  me  to  mildly 
suggest  that  perhaps  the  medical  profession 
should  be  placed  in  supreme  command  of  the 
bureau,  and,  further,  that  in  Europe  where  such 
governmental  bureaus  are  working  in  utmost 
harmony  with  the  profession,  it  has  proved  both 
workable  and  highly  satisfactory  over  a period 
of  many  years. 

If  this  suggestion,  then,  is  not  practicable, 
what  substitute  can  be  offered  provided  our  rea- 
soning for  a Central  Bureau  is  sound?  It  is  not 
desirable  nor  even  fair  to  ask  these  splendid  or- 
ganizations already  mentioned,  and  who  have 
labored  many  years  in  behalf  of  cancer  control, 
to  disrupt  their  own  institutional  form  of  govern- 
ment and  join  into  a large,  new,  and  perhaps 
unwieldy  group. 

Irrespective  of  the  difficulties  and  problems 
involved  in  affecting  the  organization  of  a na- 
tional board  or  a professional  board  of  cancer 
control,  some  authoritative  body  must  eventually 
come  into  existence  if  for  no  other  reason  than 
to  put  a stop  to  all  the  ineffectual,  mutilating, 
and  wholly  useless  work  performed  upon  an  un- 
believable number  of  cancer  pattients  under  the 
cloak  of  both  regular  and  irregular  medical  prac- 
tice. 

Let  us  face  a few  facts  for  a moment.  Better 
living  conditions  due  to  better  sanitation,  more 
air  conditioning,  shorter  work  hours  and  longer 
time  outdoors,  are  increasing  longevity  year  by 
year.  The  answer  is  obvious — more  older  people 
every  year — more  cancer  every  year.  We  have 
no  universal  cure  for  cancer ; yet  we  are  all  hope- 


ful that  the  solution  is  near.  I am  still  pessimistic, 
but  while  waiting  for  the  answer  we  cannot  stand 
still,  but  must  work  incessantly  with  the  tools 
that  are  ours — surgery  and  radiation — and  do 
our  utmost  to  see  that  these  tools  are  placed  in 
the  hands  of  those  only  who  are  qualified  by 
education  and  experience  to  use  them.  This  is 
one.  and  an  exceedingly  important,  phase  of  can- 
cer control.  How  best  to  secure  professional  co- 
operation for  this  work  in  these  far-flung  United 
States  is  indeed  a problem,  but  not  insurmount- 
able. 

While  I can  see  no  serious  objection  to  seeking 
federal  aid  through,  for  instance,  the  establish- 
ment of  a bureau  under  the  Department  of  Public 
Health,  yet  there  are  well  informed  medical  men 
who  are  strongly  opposed. 

At  the  moment  three  initial  moves  suggest 
themselves : 

1.  A committee  of  one  from  each  of  the  na- 
tional medical,  surgical  and  radiological  associa- 
tions of  the  United  States  to  meet  and  plan  a 
survey  of  the  cancer  situation  in  our  country. 

2.  A committee  of  one  from  each  of  the  can- 
cer foundations  or  commissions  to  work  in  con- 
junction with  the  first  named  committee. 

3.  Later  perhaps  the  work  could  be  extended 
to  the  various  states  in  cooperation  with  the 
American  Society  for  the  Control  of  Cancer. 

All  this  is  merely  by  way  of  suggestion  and 
may  not  find  favor  either  with  the  bodies  named 
or  with  this  audience.  However,  these  thoughts 
are  offered  in  all  sincerity  with  the  hope  that 
something  will  eventuate  soon  which  will  place 
America,  if  not  in  the  lead,  at  least  on  a parity 
with  the  most  enlightened  nations  in  the  world, 
who  are  properly  equipped  and  actively  organized 
to  fight  cancer. 

PROGRESSIVE  ATLANTO-AXIAL 
DISLOCATION 

Edgar  A.  Kahn  and  Luis  Yglesias,  Ann  Arbor, 
Mich.  ( Journal  A.  M.  A.,  Aug.  3,  1935),  regard 
forward  displacement  of  the  atlas  on  the  axis 
with  fracture  of  the  odontoid  process  as  a pro- 
gressive lesion.  They  believe  that  one  should  not 
be  lulled  into  a false  sense  of  security  following  a 
symptom-free  interval  on  conservative  treatment. 
During-  the  course  of  conservative  treatment, 
should  evidence  of  progression  be  found,  occipi- 
tocervical fusion  is  indicated  before  pressure  mye- 
litis develops.  If  pressure  symptoms  develop,  re- 
moval of  the  arch  of  the  atlas,  ordinarily  followed 
by  bony  fusion  of  the  occiput  to  the  cerival  spine, 
is  the  treatment  of  choice. 


PAROXYSMAL  HYPERTENSION 


ADOLPH  SACHS,  M.  D.,  and  B.  CARL  RUSSUM,  M.  D., 
From  the  Departments  of  MediGine  and  Pathology, 
Creighton  University  School  of  Medicine, 

Omaha,  Nebraska. 


Paroxysmal  Hypertension  is  a syndrome  which 
occurs  more  frequently  than  the  literature  reveals. 
A fair  number  of  cases  have  been  reported  but 
mostly  in  the  foreign  literature(1).  We  wish 
therefore  to  report  a case  with  complete  autopsy 


the  infant  to  pubertas  praecox  and  in  the  adult 
to  virilism  and  hirsutism. 

Tumors  of  the  medulla  produce  the  “supra- 
renal sympathetic  syndrome”(3)  which  is  charac- 
terized by  the  following  symptoms : paroxysmal 


CHART  3 

Medullary  Tumor  of  right  adrenal.  Gross  specimen. 

findings,  and  likewise  stress  the  important  symp- 
toms of  this  syndrome. 

Tumors  of  the  adrenal  gland  are  either  corti- 
cal or  medullary  and  they  give  rise  to  entirely  dif- 
ferent syndromes.  The  cortical  tumor  syndrome 
is  known  as  the  “syndrome  genito-surenale”(2). 
In  the  fetus  it  leads  to  pseudohermaphroditism,  in 
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CHART  4 

Medullary  Tumor  of  right  adrenal.  Cut  specimen. 

hypertension,  headache,  gastro-intestinal  crisis, 
shock,  tachycardia,  pulmonary  edema  and  gly- 
cosuria. A tumor  mass  in  the  renal  region  may 
or  may  not  be  palpated. 

PAROXYSMAL  HYPERTENSION 
The  paroxysmal  hypertension  is  the  real  diag- 
nostic criterion  upon  which  most  diagnoses  are 
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based.  The  blood  pressure  must  be  taken  dur- 
ing- an  attack  because  it  may  rapidly  fall  to  its 
normal  level.  It  is  as  important  to  know  the 
patient’s  normal  pressure  in  this  condition,  as  it 
is  in  recognizing  a drop  in  pressure  which  occurs 
with  coronary  thrombosis.  The  systolic  pressure 
rises  rapidly  to  180  or  200  and  even  higher.  The 
diastolic  pressure  is  also  raised.  Occasionally  the 
hypertension  is  persistent,  but  the  paroxysmal 
form  is  more  characteristic.  Cortical  tumors  of 
the  adrenal  and  basophilic  adenomas  of  the  pitui- 
tary may  also  give  rise  to  hypertension,  but  the 
syndrome  resulting 
from  a sudden  lib- 
eration of  an  ex- 
cess of  adrenalin 
into  the  circulation 
is  so  characteristic 
that  the  diagnosis 
is  usually  not  dif- 
ficult. The  hyper- 
tension may  last 
from  a few  min- 
utes to  several 
hours  or  days.  At 
first  the  parox- 
ysms are  far  apart 
but  as  the  disease 
progresses,  they 
occur  more  f r e- 
auently. 

CHART  5 

HEADACHES  Photomicrograph  of  chromaffin  cell  tumor  of  right  adrenal  medulla, 

showing  cords  of  chromaffin  cells  arranged  around  vascular  spaces. 

Headaches  a p- 

pear  suddenly  and  are  usually  severe.  Our  patient 
gave  a characteristic  history  of  feeling  “just 
fine.”  then  suddenly  becoming  violently  ill  with  a 
headache  so  severe  that  she  felt  as  though  she 
would  collapse.  Some  of  her  attacks  were  ac- 
companied by  milder  headaches,  but  they  were 
usually  quite  severe.  Her  headache  was  frontal 
or  occipital  and  required  large  doses  of  opiates 
for  relief. 


GASTRO-INTESTINAL  CRISES 
The  headaches  are  soon  followed  by  gastro- 
intestinal crises,  characterized  by  epigastric  dis- 
tress, nausea,  vomiting  and  diarrhea.  These 
crises  may  precede  the  headache.  Their  onset 
is  likewise  sudden  and  so  severe  that  the  patient 
appears  desperately  ill.  A sense  of  constriction 
in  the  epigastrium  is  often  followed  by  actual 
cramps.  The  vomiting  is  severe  and  at  times 
projectile.  The  diarrhea  may  occur  at  the  same 
time  as  the  vomiting,  suggesting  that  the  system 
is  suddenly  flooded  with  some  powerful  toxic 
agent.  The  symptoms  appear  in  rapid  succes- 
sion. When  the  attack  ceases,  the  patient  im- 


proves rapidly  until  toward  the  latter  stages  of 
the  illness,  when  recovery  becomes  more  pro- 
longed. 

SHOCK 

The  shock  is  profound.  The  extremities  be- 
come pale,  cold  and  clammy,  but  later  are  flushed. 
Attacks  of  tachycardia  are  frequent.  These  pa- 
tients do  not  tolerate  physical  or  mental  shock, 
and  a minor  operation  or  great  mental  stress 
may  precipitate  an  attack.  Our  patient  gave  a 
history  of  a severe  nervous  upset  preceding 

many  of  her 
attacks.  Death 
often  terminates 
one  of  the  severe 
attacks. 

DYSPNEA 

The  dyspnea  is 
often  a prominent 
symptom,  and  is 
frequently  accom- 
panied by  a cough. 
The  cough  is  fol- 
lowed by  a frothy 
sanguinous  sputum 
so  characteristic  of 
pulmonary  edema. 
The  rales  vary  in 
type  and  distribu- 
tion according  to 
the  severity  of  the 
pulmonary  edema. 

GLYCOSURIA 

The  glycosuria  is  transient  and  rarely  severe. 
It  does  not  accompany  all  attacks  and  disappears 
when  the  attack  subsides.  It  is  most  likely  due 
to  the  large  amount  of  adrenalin  thrown  into 
the  general  circulation  and  is  not  of  pancreatic 
origin. 

TUMOR  MASS 

The  tumor  mass  may  be  large  and  displace 
the  kidney  downward,  or  a pyelogram  may  re- 
veal a distorted  renal  pelvis.  The  tumor  mass 
may  be  small  so  that  it  cannot  be  palpated  and  is 
only  found  at  operation  or  postmortem  examina- 
tion. Some  of  the  smaller  tumors  produce  no 
clinical  manifestations.  If  the  tumor  mass  is 
small  the  surgeon  is  at  a loss  to  know  which 
side  to  explore  and  often  must  explore  both  sides 
before  it  can  be  found. 

The  tumors  may  be  malignant  and  metastasize, 
but  most  of  them  are  benign  pheochromocytomas 
or  paragangliomas,  hence  can  be  cured  surgically 
if  the  syndrome  be  recognized.  X-ray  treatment 
may  palliate  the  disease  but  rarely  cures  it.  A 
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few  authors  claim  a great  deal  for  this  form  of 
therapy. 

Periods  of  remission  occur  during  which  the 
patient  is  free  from  symptoms  for  long  intervals. 
However,  the  disease  progresses,  the  attacks 
become  more  and  more  frequent  until  the  patient 
either  succumbs  or  is  cured  by  operation.  Spon- 
taneous cessation  of  the  attacks  has  never  been 
reported. 

CASE  REPORT 

Mrs.  M.,  age  45,  October  10,  1930. 

The  patient  came  in  for  a general  examination.  She 
had  some  mild  gastro-intestinal  attacks  and  feared 
appendicitis.  On  routine  pelvic  examination  a car- 
cinoma of  the  cei’vix  was  suspected.  Biopsy  revealed 
a squamous  cell  carcinoma.  Radium  and  surgical 
diathermy  were  used  and  the  patient  made  a good 
recovery  after  a stormy  convalescence.  She  gained 
in  weight  and  felt  fine  until  February,  1932,  when  she 
complained  of  headaches.  The  headaches  were  quite 
severe  and  were  accompanied  by  vomiting.  A care- 
ful examination  revealed  a hyperacidity  and  a mild 
secondary  anemia,  but  nothing  else  of  importance. 
We  feared  a metastasis  on  account  of  her  previous 
carcinoma,  but  none  was  found.  An  oto-laryngologist 
reported  a maxillary  sinusitis.  The  ophthalmologist 
reported  an  error  of  refraction  but  no  fundus  changes. 
A diagnosis  of  migraine  was  made.  The  usual  treat- 
ment was  prescribed  and  the  patient  improved.  She 
was  not  seen  again  until  February,  1933,  at  which 
time  her  headaches  returned  and  were  quite  severe. 
A complete  examination,  including  all  routine  labora- 
tory procedures  and  gastro-intestinal  x-ray,  was 
negative.  No  sign  of  malignancy  could  be  found. 

On  November  27,  1933,  her  attacks  of  headache  and 
vomiting  became  severe.  The  headaches  were  frontal 
and  occipital,  and  she  felt  as  if  someone  were  pound- 
ing her  head.  The  headaches  were  soon  followed  by 
vomiting  and  abdominal  pain.  The  patient  went  into 
shock,  with  cold,  clammy  extremities,  and  it  took  % 
grain  of  morphine  to  relieve  her.  During  her  attack 
she  developed  a frequency  of  urination  and  pain  in 
her  right  lower  quadrant  which  simulated  a ureteral 
colic.  On  December  7,  1933,  ureteral  catheterization 
and  pyelogram  revealed  no  significant  information. 
On  March  10,  1934,  an  x-ray  of  her  skull  was  taken, 
which  was  negative.  Migraine  was  still  the  diagnosis. 
On  August  15,  1934.  food  sensitization  tests,  gastro- 
intestinal x-rays,  and  another  complete  examination 
revealed  nothing.  We  were  constantly  thinking  of 
carcinoma  and  first  suspected  a paroxysmal  hyper- 
tension November  26,  1934.  Her  normal  pressure 
varied  between  110  and  120  systolic  and  70  to  80 
diastolic.  Between  attacks  she  felt  quite  well.  During 
a severe  attack  on  November  26,  1934,  she  had  a 
sudden  violent  headache,  with  abdominal  pain,  nau- 
sea, diarrhea  and  vomiting.  The  patient  went  into 
severe  shock  and  it  appeared  as  though  she  were 
going  to  die.  Her  extremities  were  cold  and  clammy, 
her  pulse  was  rapid  but  felt  full.  Her  systolic  pres- 
sure was  200,  and  her  diastolic  was  also  raised.  The 
attack  lasted  for  several  hours  and  then  the  patient’s 
pressure  returned  to  normal.  She  recovered  rapidly, 
feeling  only  slightly  upset  the  next  day.  The  diag- 
nosis was  now  quite  apparent.  We  requested  the  pa- 
tient to  go  to  the  hospital  for  further  study,  but  she 
refused. 

The  subsequent  attacks  were  also  typical  with 
headache,  nausea,  vomiting,  diarrhea,  shock,  paroxys- 
mal hypertension,  and  in  later  attacks,  pulmonary 
edema  and  transient  glycosuria.  No  mass  could  be 
felt  at  any  time.  The  attacks  became  more  frequent 
and  violent.  Extremely  large  doses  of  opiates  were 


required  to  relieve  her.  She  suddenly  died  during  an 
attack  May  4,  1935. 

An  autopsy  was  performed  a few  hours  after  death, 
and  a fhedullary  tumor  of  the  right  adrenal  gland  was 
found.  There  were  no  metastases  from  the  cervical 
carcinoma  removed  five  years  previous. 

Anatomic  Diagnosis:  Medullary  tumor  of  the  right 
adrenal;  extensive  abdominal  adhesions;  extensive 
scarring  of  the  internal  os  uteri;  beginning  sclerosis 
of  the  aortic  root. 

Necropsy:  “The  right  adrenal  and  tumor  form  a 
roughly  ovoid  mass  measuring  8 cm.  long,  6 cm.  in 
the  vertical  diameter  and  4 cm.  in  the  anterior- 
posterior  diameter.  The  tumor  itself  is  6 cm.  long, 
5.5  cm.  in  the  vertical  diameter  and  3.4  cm.  in  the  an- 
terior-posterior diameter.  The  adrenal  gland  is  flat- 
tened and  stretched  across  one  aspect  of  the  tumor 
mass.  The  tumor  mass  springs  from  the  hilus  of  the 
right  adrenal,  and  is  smooth  with  a filmy  capsule 
which  can  be  readily  stripped  off,  revealing  a rough, 
tawny  yellow  mottled  surface.  The  mass  is  soft  and 
aspiration  fails  to  secure  fluid.  On  section  the  tumor 
is  mottled,  tawny  yellow,  scattered  with  dark  red 
hemorrhagic  areas  1 cm.  in  diameter.’’ 

The  microscopic  examination  is  as  follows: 

Pituitary:  In  most  of  the  fields  the  eosinophile 
cells  predominate  up  to  95%.  The  capillaries  are  very 
prominent  throughout  the  anterior  lobe.  Many  spaces 
contain  drops  of  colloid.  The  posterior  lobe  and  pars 
intermedia  are  unchanged. 

Heart:  Unchanged. 

Aorta:  Unchanged. 

Spleen:  Essentially  unchanged. 

Liver:  Essentially  unchanged. 

Kidney:  Rather  numerous  glomeruli  just  beneath 
the  surface  are  partially  or  completely  replaced  by 
scar  tissue. 

Thyroid:  There  is  a general  increase  in  the  amount 
of  stroma,  with  here  and  there  a small  area  of  fibro- 
blastic proliferation. 

Heart  Muscle:  Slight  intimal  excentric  thickening 
of  the  small  arteries,  with  increase  in  supporting 
stroma. 

Pancreas:  Focal  increase  of  fibrous  supporting 

stroma. 

Lungs:  Dust  cells  within  alveoli.  Grade  1 anthra- 
cosis  in  the  septa. 

Brain:  Frontal  cortex — about  one  of  the  vessels  in 
the  substance  of  the  brain  there  are  numerous  pig- 
mented phagocytes.  Parietal  lobe,  occipital  lobe,  basal 
ganglia,  medulla  and  cerebellum,  essentially  un- 
changed. 

Tumor  of  Right  Adrenal  Medulla:  Uniformly  com- 
posed of  cords  of  polygonal  epithelial-like  cells  ar- 
ranged in  cords  around  vascular  spaces.  The  cells 
have  oval  nuclei  containing  finely  divided  chromatin 
and  clear  spaces.  The  cell  bodies  are  rather  uni- 
formly acidophilic.  Between  the  cords  of  cells  there 
are  spaces  with  no  visible  endothelial  lining,  but  con- 
taining many  red  blood  cells.  No  mitoses  are  seen. 

Left  Adrenal:  The  chromaffin  cells  in  the  medulla 
of  this  adrenal  are  very  numerous  and  prominent  and 
extend  in  places  as  long  strands  well  up  into  the  cor- 
tex. The  cortical  cells  are  essentially  unchanged. 

Microscopic  Diagnosis:  Chromaffin  cell  tumor  of 
the  right  suprarenal  medulla;  chromaffin  cell  hyper- 
plasia of  the  left  suprarenal  medulla;  arterioloscler- 
osis  of  the  kidney;  slight  atrophy  of  the  thyroid  and 
pancreas;  atherosclerosis  of  small  branches  of  cor- 
onary arteries;  pulmonary  anthracosis;  slight  amount 
of  arteriosclerosis  in  the  frontal  lobe  of  the  brain; 
essentially  normal  pituitary,  aorta,  spleen,  liver, 
parietal  lobe,  occipital  lobe,  basal  ganglia,  medulla  and 
cerebellum. 
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THE  VALUE  OF  THE  ELECTROCARDIOGRAM 
With  a Review  of  500  Records* 

OTTO  A.  REINHARD,  M.  D., 

Lincoln,  Nebraska. 


Circulatory  efficiency  or  circulatory  failure  de- 
pends fundamentally  on  the  adequacy  or  the  in- 
adequacy of  the  myocardium.  Many  symptoms, 
signs,  functional  tests  and  graphic  methods  are 
of  value  in  determining  heart  muscle  action  and 
efficiency.  During  the  past  decade  the  electro- 
cardiograph has  become  more  generally  employed 
in  the  study  of  the  heart  muscle.  Details  of  re- 
cording and  analysis  of  the  various  components 
of  the  electrocardiogram  are  not  included  in  this 
paper. 

A study  of  electrocardiograms  is  of  definite 
value  in  the  analysis  of  heart  disease.  From  the 
records  a physiological  diagnosis  can  be  made 
and  much  information  be  obtained  which  will 
help  in  arriving  at  clinical  conclusions.  The  com- 
mittee appointed  by  the  American  Heart  Asso- 
ciation to  correlate  facts  on  cardio-vascular  dis- 
ease has  classified  diseases  of  the  heart  and  de- 
fined methods  and  criteria  for  their  diagnosis. 
This  classification  includes  an  etiological,  an 
anatomical,  a physiologic  and  a functional  diag- 
nosis. 

Physiologic  diagnosis  is  concerned  especially 
with  the  interpretation  and  explanation  of  the 
contraction  of  the  heart.  Most  of  the  new  knowl- 
edge in  physiologic  diagnosis  has  resulted  from 
studies  of  the  electrocardiogram.  Physiologic 
diagnosis  includes  the  various  arrhythmias,  as 
auricular  flutter,  auricular  fibrillation,  extra  sys- 
tole, A-V  node  block,  paroxysmal  tachycardia, 
sinus  arrhythmia,  ventricular  fibrillation ; also 
bundle  branch  block,  sinus  bradycardia  and  sinus 
tachycardia,  cardiac  insufficiency,  wandering 
pacemaker,  sinus  arrest,  ventricular  escape ; and 
anginal  syndrome  and  Adams-Stokes  syndrome. 

♦Presented  before  the  Lancaster  County  Medical  Society, 
February  5,  1935. 


The  electrocardiographic  study  of  the  myo- 
cardium should  in  no  case  replace  other  methods 
of  clinical  study  such  as  history,  symptoms  and 
signs  obtained  on  careful  physical  examination, 
functional  tests,  fluoroscopic  examinations  and 
cardio-roentgenograms.  The  electrocardiogram 
will  not  reveal  the  size  or  shape  of  the  heart  as 
revealed  by  careful  percussion  and  roentgen 
study;  nor  will  it  detect  the  murmur  of  a valve 
deficiency  or  a friction  rub.  It  will,  however, 
show  myocardial  efficiency  or  myocardial  dam- 
age and  cardiac  insufficiency,  right  and  left  ven- 
tricular preponderance.  It  will  differentiate  the 
arrhythmias  and  show  the  characteristic  graphic 
findings  of  coronary  disease  and  coronary  occlu- 
sion. 

A routine  electrocardiogram  is  of  value  in  all 
cases  where  there  is  known  or  suspected  cardiac 
pathology.  In  many  cases,  however,  such  a pro- 
cedure is  impractical  and  unnecessary  and  an 
added  expense  to  the  patient.  The  records  re- 
viewed for  this  paper  are  not  routine  electrocar- 
diograms. They  are  records  taken  on  patients 
with  definite  clinical  cardiac  disease  where  addi- 
tional information  was  desired  ; and  on  patients 
where  certain  subjective  symptoms  or  etiological 
factors  indicated  possible  cardiac  disease.  This 
group  of  electrocardiograms  consists  of  500  rec- 
ords taken  on  patients  seen  by  me  and  my  asso- 
ciates during  the  past  four  years.  All  of  the  pa- 
tients were  ambulatory ; however,  some  revealed 
signs  of  decompensation.  Hospital  records  are 
not  included.  Clinical  data  was  available  to  the 
writer  on  practically  all  of  the  patients.  Conse- 
quently in  the  study  and  analysis  of  the  records, 
clinical  conclusions  as  well  as  electrocardio- 
graphic interpretations,  could  be  made.  These 
records  have  been  tabulated  (see  table)  accord- 
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ing  to  the  electrocardiographic  and  clinical  inter- 
pretation. Most  of  these  interpretations  are  ana- 
tomical and  physiologic  diagnoses.  It  should  be 
noted  that  in  some  records  more  than  one  diag- 
nosis or  interpretation  was  made,  so  the  total 
number  of  diagnoses  is  considerably  greater  than 
500,  the  number  of  records  studied. 

This  tabulation  is  presented  to  show  the  type 
of  cases  seen  in  one's  office  and  to  aid  in  discuss- 
ing the  value  of  the  electrocardiogram  in  diag- 
nosis, treatment  and  prognosis  of  cardiac  disease. 


Arrhythmias  147 

Auricular  fibrillation  33 

Auricular  flutter  5 

A-V  note  block 10 

(partial  or  complete) 

Paroxysmal  tachycardia  3 

Premature  contractions  93 

Ventricular  78 

Auricular  6 

Nodal  9 

Sinus  arrhythmia  3 

Ventricular  fibrillation  0 

Bundle  branch  block 21 

Congenital  dextrocardia  1 

Coronary  occlusion  and  stenosis 54 

Myocardial  damage  340 

Auricular  49 

Ventricular  291 

Normal  electrocardiogram  48 

Left  axis  deviation  and  left  ventricular  prepon- 
derance   143 

Right  axis  deviation  and  right  ventricular  prepon- 
derance   62 

Sinus  tachycardia  32 

Sinus  bradycardia  3 


In  the  differentiation  of  the  various  cardiac 
arrhythmias,  the  electrocardiogram  is  of  most 
importance.  Arrhythmias  of  some  type  occurred 
in  147  records  or  in  about  30  per  cent  of  the  pa- 
tients on  whom  it  was  thought  advisable  to  ob- 
tain an  electrocardiogram.  It  might  be  argued 
that  the  experienced  clinician  does  not  need  an 
electrocardiogram  to  diagnose  most  of  these 
arrhythmias.  Occurring  singly,  most  of  the  ar- 
rhythmias can  be  recognized  without  the  aid  of 
instruments  other  than  the  stethoscope.  How- 
ever, definite  site  or  origin  of  the  stimulus  of 
contraction  is  made  only  by  a study  of  the  electro- 
cardiogram. The  electrocardiogram,  too,  is  prac- 
tically indispensable  for  the  recognition  of  auri- 
cular flutter,  and  in  the  differentiation  of  auricu- 
lar fibrillation  and  multiple  extra  systoles,  of 
auricular  from  ventricular  or  nodal  tachycardia, 
of  regular  occurring  extra-systoles  from  partial 
heart  block.  The  correlation  of  the  clinical  find- 
ings and  those  of  the  electrocardiogram  in  the 
arrhythmias  helps  one  make  a more  accurate  diag- 
nosis and  aids  in  treatment  and  prognosis. 

An  interpretation  of  myocardial  damage  was 


made  in  340  records  or  in  about  60  per  cent  of 
the  cases.  In  many  of  these  this  was  the  only 
diagnosis  made  from  the  electrocardiogram. 
These  interpretations  are  really  clinical  conclu- 
sions based  on  abnormal  changes  of  varying  de- 
gree in  the  Q-R-S  complexes  and  T-waves  in 
two  or  more  leads.  Left  axis  deviation  and  left 
ventricular  preponderance  occurred  in  143  rec- 
ords ; and  right  axis  deviation  and  right  ventri- 
cular preponderance  62  times,  the  left  ventricular 
involvement  about  2l/2  times  as  frequent  as  the 
right.  Clinically,  many  of  these  cases  showed 
definite  myocardial  pathology.  In  others  the 
symptoms  or  etiological  factors  only  suggested 
cardiac  disease,  while  the  examination  revealed 
negative  findings  or  perhaps  only  questionable 
cardiac  enlargement,  or  slight  hypertension  or 
hypotension.  If  a definitely  abnormal  electrocar- 
diogram is  obtained  in  such  cases,  one  can  with 
greater  certainty  attribute  the  symptoms  to  myo- 
cardial damage  or  inefficiency.  Left  axis  devia- 
tion and  left  ventricular  preponderance  without 
other  clinical  symptoms  or  findings  may  help  in 
detecting  early  essential  hyptertension. 

The  electrocardiogram  is  also  of  value  in  some 
of  the  acute  infections  such  as  diphtheria,  scarlet 
fever,  rheumatic  fever,  etc.,  where  clinical  signs 
of  heart  involvement  are  absent  but  where  the 
electrocardiogram  shows  definite  myocardial 
damage.  In  older  individuals  who  are  to  have 
surgery,  the  electrocardiogram  is  of  value  in  de- 
termining if  there  is  any  myocardial  damage,  and 
thus  aids  in  estimating  the  surgical  risk.  Life  in- 
surance companies  are  using  the  electrocardio- 
gram to  determine  the  insurance  risk  in  certain 
applicants  where  age,  symptoms  or  past  disease 
or  history  suggest  heart  disease  or  possible  car- 
diac impairment  but  the  physical  examination  has 
revealed  negative  or  only  questionable  heart 
pathology. 

The  electrocardiogram  has  been  given  a rath- 
er prominent  place  in  the  study  of  coronary  dis- 
ease. Coronary  disease  or  coronary  occlusion 
was  the  interpretation  made  in  54  records,  or  in 
about  11  per  cent  of  the  cases.  In  coronary  oc- 
clusion or  coronary  thrombosis  the  electrocardio- 
gram is  often  quite  characteristic.  Here,  as  in 
certain  cases  of  myocardial  damage,  the  heart  ex- 
amination may  be  negative.  Of  course,  early, 
cardiac  findings  such  as  a friction  rub  or  a fall 
in  blood  pressure  may  be  present  but  after  a few 
weeks  or  months  the  history  alone  may  suggest 
an  old  coronary  occlusion.  The  electrocardiogram, 
if  characteristic,  is  of  considerable  help  in  the 
diagnosis  and  in  advising  treatment  and  in  the 
prognosis.  The  first  electro-cardiographic 
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changes  may  last  only  a few  hours  to  several  days. 
Subsequent  changes  may  last  weeks,  months,  or 
years  after  the  occurrence  of  the  myocardial  in- 
farction. A return  to  a normal  electrocardiogram 
may  take  place.  The  necessity  of  frequent  elec- 
trocardiograms is  apparent  for  the  proper  handl- 
ing of  these  cases.  Less  characteristic  findings 
in  the  record  may  lead  one  to  suspect  coronary 
occlusion  or  coronary  disease  where  there  is  a 
history  of  anginal  attacks. 

The  characteristic  electrocardiogram  is  of  im- 
portance in  the  differentiation  of  coronary  occlu- 
sion from  such  surgical  emergencies  as  perforated 
peptic  ulcer,  acute  gallbladder  disease  or  other 
acute  upper  abdominal  conditions.  The  absence 
of  characteristic  electrocardiographic  findings  in 
a case  with  a history  and  clinical  findings  of  cor- 
onary thrombosis  should  not  keep  the  clinician 
from  making  a diagnosis  of  coronary  occlusion. 

In  considering  treatment  of  certain  cardiac  dis- 
eases with  digitalis  and  quinidine,  the  electrocar- 
diogram is  of  considerable  value.  It  is  a fairly 
common  custom  of  many  physicians  to  treat  any 
case  of  cardiac  decompensation  with  digitalis.  It 
is  advisable  that  an  electrocardiagram  be  first 
studied  before  large  doses  of  digitalis  are  pre- 
scribed in  patients  with  cardiac  failure  where 
there  is  a rapid  ventricular  rate.  Digitalis,  ex- 
cept possibly  in  small  doses,  is  contra-indicated 
in  some  other  conditions  as,  ventricular  tachy- 
cardia, complete  heart  block  and  in  partial  heart 
block  or  prolonged  A-V  node  conduction  time. 
The  study  of  the  electrocardiogram  will  help  to 
avoid  excessive  and  harmful  employment  of  digi- 
talis in  such  cases.  Over-digitalization  resulting 
in  partial  or  complete  A-V  node  block  with  brady- 
cardia, auriculo-ventricular  dissociation  with  rap- 
id ventricular  rate,  or  a ventricular  tachycardia 
with  variations  in  the  ventricular  complexes  can 
be  recognized  from  the  electrocardiogram  when 
clinical  symptoms  of  digitalis  poisoning  may  be 
absent.  Frequent  records  aid  not  only  in  deter- 
mining the  effectiveness  of  the  digitalis  therapy, 
but  also  indicate  when  digitalis  should  or  should 
not  be  employed,  and  when  the  patient  has  been 
digitalized  or  over-digitalized.  Rapid  digitaliza- 
tion or  intensive  quinidine  treatment  in  cases  of 
auricular  flutter  and  auricular  fibrillation  should 
preferably  be  carried  out  only  when  frequent 
electro-cardiograms  can  be  obtained. 

The  electrocardiogram  is  also  of  value  in  cer- 
tain valve  lesions,  as  in  advanced  mitral  stenosis 
where  characteristic  physical  findings  are 
masked ; also  in  differentiating  pulmonary  sten- 
osis from  congenital  malformations.  Interesting 


but  of  only  slight  value,  is  the  characteristic  elec- 
trocardiogram found  in  congenital  dextro-car- 
dia.  Only  one  such  case  was  present  in  these  500 
records. 

In  the  tachycardias  and  bradycardias,  even  the 
rhythmic,  one  cannot  without  the  electrocardia- 
gram make  a satisfactory  diagnosis.  Simple  sin- 
us tachycardia,  many  of  these  in  hyperthyroidism, 
was  seen  in  32  records,  as  noted  in  the  tabulation. 
Paroxysmal  tachycardia  was  seen  in  only  two 
records.  Clinically  more  were  seen  but  an  elec- 
trocardiogram was  obtained  on  only  two  patients 
during  an  attack.  One  referred  case  which  had 
been  diagnosed  paroxysmal  tachycardia  proved  to 
be  an  auricular  fibrillation.  Simple  bradycardia 
was  seen  in  three  records.  Prolonged  A-V  node 
conduction  or  complete  heart  block  with  brady- 
cardia occurred  in  ten  records.  In  this  group  of 
cases  it  is  of  considerable  importance  to  know 
whether  one  is  dealing  with  a simple  tachycardia 
or  a paroxysmal  tachycardia ; a simple  brady- 
cardia or  perhaps  a complete  heart  block  with 
bradycardia.  This  information  can  be  obtained 
definitely  in  many  cases  only  from  the  electro- 
cardiogram. 

In  many  of  the  cardiac  disturbances  or  diseases 
it  is  important  to  study  the  electrocardiogram  not 
only  when  abnormal  cardiac  symptoms  are  pres- 
ent. but  also  when  these  are  less  marked  or  ab- 
sent. For  instance,  the  records  obtained  during 
an  attack  in  paroxysmal  tachycardia  or  auricular 
fibrillation  are  quite  different  from  the  records 
from  the  same  heart  during  a period  of  regular 
or  normal  sinus  rhythm.  The  latter  records  would 
in  most  cases  be  of  considerable  value  in  the  fur- 
ther treatment  of  the  patient  and  in  giving  a. 
prognosis  of  the  case. 

In  conclusion  it  should  again  be  stated  that  the 
electrocardiogram  should  not  replace  the  usual 
clinical  methods  in  the  study  of  heart  disease.  It 
should  be  obtained  for  additional  evidence  for  the 
purpose  of  diagnosis,  treatment  and  prognosis  of 
the  more  difficult  cases ; and  in  patients  with 
doubtful  or  obscure  cardiac  findings  where  more 
information  is  desired  in  order  to  arrive  at  satis- 
factory clinical  conclusions. 


FACE  THE  SUN 

Don’t  hunt  for  trouble,  but  look  for  success! 

You’ll  find  what  you  look  for — don’t  look  for  distress! 
If  you  see  but  your  shadow,  remember,  I pray, 

That  the  sun  is  still  shining  but  you’re  in  the  way! 
Don’t  grumble,  don’t  bluster,  don’t  dream  and  don’t 
shirk, 

Don’t  think  of  your  worries  but  think  of  your  work. 
The  worries  will  vanish,  the  work  will  be  done — 

No  man  sees  his  shadow  who  faces  the  sun. 

A Shrine  Recorder’s  Notes. 


COMMON  ERRORS  IN  DIAGNOSIS  AND  TREATMENT  OF  THE 
PSYCHONEUROTIC  PATIENT— A STUDY  OF 
100  CASE  HISTORIES* 

A.  E.  BENNETT,  M.  D„  and  ELVIN  V.  SEMRAD,  M.  D., 

Omaha,  Nebraska. 


The  average  medical  training  of  the  general 
practitioner  is  lamentably  lacking  in  psychiatry 
as  shown  in  a recent  survey  by  Ebaugh(1).  The 
emphasis  upon  organic  pathology  in  teaching  has 
led  the  average  physician  to  belittle  the  influence 
of  emotional  or  situational  factors  as  a cause  of 
physical  symptoms.  He  may  feel  that  in  attach- 
ing too  much  importance  to  psychogenic  factors 
he  may  overlook  organic  disease  or  more  likely 
he  may  lack  personal  insight  into  the  importance 
of  mental  mechanisms  in  psychopathology.  This 
lack  of  understanding  in  the  general  medical  pro- 
fession is  responsible  for  an  army  of  psychoneu- 
rotics constantly  being  labeled  with  a diagnosis 
of  organic  disease  and  being  constantly  mistreat- 
ed for  a non-existent  physical  disorder.  Usually 
this  faulty  management  of  the  functional  problem 
leads  to  more  and  more  permanent  maladjustment 
for  the  patient. 

Realizing  these  facts  we  felt  it  would  be  en- 
lightening to  review  one  hundred  case  histories  of 
psychoneurotics  under  observation  at  the  Uni- 
versity of  Nebraska  hospital  that  had  been  ad- 
mitted under  diagnosis  of  various  organic  dis- 
eases. In  this  study  we  first  analyzed  the  group 
from  the  standpoint  of  mistaken  diagnoses  upon 
the  part  of  the  referring  physician.  Second,  we 
studied  the  chief  complaints  of  the  patient.  Third, 
we  attempted  to  analyze  the  patients’  complaints 
along  with  any  organic  findings  in  an  attempt  to 
discover  why  a diagnosis  of  organic  disturbance 
was  made  and  why  the  symptoms  were  not  in- 
terpreted as  from  an  emotional  cause.  Fourth, 
we  tried  to  evaluate  all  the  psychogenic  factors 
thought  to  be  etiologic.  Fifth,  we  evaluated  the 
previous  physical  therapeusis  and  the  effect  upon 
the  course  of  the  neurosis.  Sixth,  we  summar- 
ized the  results  obtained  through  psychotherapy. 

In  this  group  of  psychoneurotic  patients  we 
had  27  males  and  73  females.  Almost  all  patients 
admitted  to  the  University  hospital  have  an  ad- 
mission diagnosis  by  the  referring  physician.  Of 
these  cases  59  were  admitted  with  diagnoses  of 
organic  disease ; in  13  cases  the  possibility  of  an 
additional  functional  problem  was  mentioned. 
Eleven  patients  were  admitted  as  psychoneurotic 
and  in  seventeen  instances  no  diagnosis  was 
made.  A number  of  cases  had  diagnoses  of  sev- 
eral organic  disorders. 

*From  the  Neuropsychiatric  department  of  the  University  of 
Nebraska  College  of  Medicine. 
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Analysis  of  diagnostic  evidence  of  gastroin- 
testinal disease : Most  of  these  patients  presented 
gastro-intestinal  symptoms  and  in  29  instances 
the  following  diagnoses  were  made : Gallbladder 
disease  9 cases,  stomach  disease  5 cases  (2  gas- 
tric ulcer,  2 carcinoma  and  one  pylorospasm), 
colon  disease  5 cases  (irritable  colon,  carcinoma, 
ileocecal  stasis  and  colitis),  chronic  appendicitis 
4 cases,  Meckel’s  diverticulum  2 cases.  Other 
single  diagnoses  were  gastroentero-spasm,  reflex 
vomiting,  hemorrhoids  and  one  unspecified  “some 
gastro-intestinal  pathology.” 

In  158  instances  gastro-intestinal  symptoms 
were  given  as  the  chief  complaints.  Usually  the 
complaint  was  vague,  unlocalized  abdominal  dis- 
tress, a generalized  symptom  not  referrable  to 
any  organ.  At  times  the  symptom  would  be  as- 
sociated with  meals  or  type  of  food.  The  pa- 
tient’s description  of  the  symptom  is  often  suffi- 
cient to  determine  that  its  character  could  not  be 
produced  by  organic  disease.  Symptoms  that  are 
referred  to  definite  abdominal  quadrants  require 
more  careful  interpretation  and  study.  Patients 
frequently  have  convinced  themselves  they  have 
gallbladder  disease,  appendicitis,  etc. 

Their  diagnoses  are  associated  with  some 
friend’s  complaints,  information  received  from 
health  articles,  radio  talks,  etc. 

Constipation  is  almost  a universal  symptom  of 
the  psychoneurotic,  as  is  the  cathartic  habit.  This 
symptom  may  be  responsible  for  definite  gastro- 
intestinal symptoms  and  may  require  active  thera- 
peusis. Anorexia,  nausea  and  vomiting,  inability 
to  eat  certain  foods,  thought  by  the  patient  to  be 
true  food  sensitivity,  usually  are  found  to  be 
emotional  habit  reactions  with  the  patient  over- 
reacting to  an  idea.  Hypochondriacal  trends  of 
severe  grade  are  seen  occasionally. 

Endocrine  diagnosis : At  the  present  time  diag- 
noses of  endocrine  disorders  are  frequently  made 
without  sufficient  evidence.  We  found  14  er- 
roneous diagnoses  of  toxic  thyroid  disease.  Anxi- 
ety states  frequently  simulate  hyperthyroidism 
through  stimulation  of  the  autonomies  by  the 
emotion  of  fear.  However,  careful  observation 
will  disclose  an  absence  in  the  psychoneurotic  of 
persistent  tachycardia  and  excessive  appetite  with 
weight  loss.  Always  an  adequate  psychogenic 
conflict  with  symptoms  brought  on  by  fear  can  be 
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discovered  in  the  history.  Basal  metabolic  read- 
ings are  not  conclusive  in  differentiating  the  two 
conditions  unless  carefully  rechecked  and  then 
should  never  replace  the  general  clinical  evidence 
and  condition  of  the  individual  as  a whole.  Emo- 
tional tension  states  usually  give  high  basal  rates. 
Two  other  diagnoses  of  unspecified  endocrine 
syndromes  were  erroneously  made  in  our  series. 

Central  nervous  system : It  was  surprising  to 
us  to  find  in  our  series  15  cases  diagnosed  as 
having'  severe  organic  cerebral  disease.  Seven 
cases  were  called  cerebral  neoplasm.  2 cerebral 
abscesses,  cerebral  hemorrhage,  encephalitis,  mi- 
graine, epilepsy,  etc.  Most  of  these  errors  in 
diagnosis  could  have  been  eliminated,  by  neuro- 
logic examination,  ophthalmoscopic  examinations 
and  spinal  manometric  readings  not  done.  Often 
it  was  discovered  in  the  complete  history  that  the 
patient  had  identified  his  symptoms  with  some 
known  organic  brain  case  and  this  suggestive  in- 
fluence had  started  his  rumination. 

Genito-urinary : In  12  instances  diagnoses  of 
genito-urinary  lesions  were  made.  Local  path- 
ology was  usually  present  but  in  no  instance  was 
it  adequate  to  explain  the  behavior  disorder. 
Usually  the  type  of  individual  making  the  com- 
plaints was  apparently  not  considered.  It  is  a 
far  fetched  conclusion  to  believe  that  a cervical 
erosion  may  be  responsible  for  some  disturbing 
mental  mechanism. 

Cardiac  : Organic  heart  disease  diagnoses  were 
found  in  11  cases,  many  of  whom  had  been 
treated  from  that  standpoint.  These  patients 
usually  are  confused  as  cardiac  patients  by  false 
interpretation  of  anxiety.  Excess  consciousness 
of  cardiac  action,  precordial  distress,  choky  sen- 
sations precipitated  by  panic  or  fear  associated 
with  an  idea  of  disaster,  such  as  sudden  death, 
are  very  common  symptoms  of  anxiety  hysteria. 
Inability  to  get  a full  breath  and  a desire  to  sigh 
are  frequent  sensations  causing  the  patient  to  be- 
lieve he  has  heart  trouble.  Again,  these  cases 
can  usually  be  quickly  discerned  by  the  patient’s 
discretion  of  the  attack  and  by  carefully  noting 
the  emotional  coloring  of  the  sensations.  Occa- 
sionally electrocardiographic  tracings  may  be 
necessary  to  be  certain  and  also  to  reassure  the 
patient  organic  heart  disease  is  not  present.  It’s 
a serious  mistake  to  label  an  anxiety  case  as 
heart  disease  and  this  suggestion  may  seriously 
hinder  psychotherapeutic  results. 

Miscellaneous : 6 cases  were  diagnosed  as  suf- 
fering from  anemia  (2  pernicious  types),  ar- 
thritis, neuritis  and  sinusitis. 

One  reason  for  failure  at  times  to  elicit  the 


true  emotional  relationship  to  the  patient’s  com- 
plaints is  his  insistence  that  he  is  physically  ill. 
He  has  been  tricked  by  his  sensations  into  a 
delusion  and  attempts  too  often  to  inoculate  his 
physician  with  the  same  idea  and  if  unsuccess- 
ful he  keeps  seeking  other  medical  aid  until  he 
is  treated  for  the  imaginary  ailment. 

Headache  is  a very  common  psychoneurotic 
complaint  and  occurred  G6  times  in  our  series  as 
a chief  complaint.  The  description  of  the  head 
sensation  usually  is  sufficient  to  disprove  organic 
pathology  and  by  question  is  shown  to  be  sec- 
ondary to  emotional  tension  states.  It  is  often 
described  as  general,  vague,  unlocalized  feeling 
of  discomfort  or  a “terrible  feeling.”  Drawing, 
tight  sensations  in  the  upper  cervical  and  occipi- 
tal regions  are  common.  Frontal  area  discom- 
fort is  often  associated  with  eye  discomfort,  or 
blurred  vision  with  feelings  of  things  not  look- 
ing right  accompanied  by  difficulty  in  concen- 
tration or  other  difficulty  in  thinking.  Usually 
one  can  readily  determine  an  affective  coloring 
to  the  complaints. 

In  49  cases  patients  complained  of  paresthetic 
sensations  of  extremities,  numbness,  tingling  or 
vague  joint  complaints,  usually  interpreted  as 
rheumatism. 

Insomnia  is  a frequent  symptom  or  wakeful- 
ness in  early  morning,  at  times  associated  with 
panicky  anxiety  states,  at  other  times  secondary 
to  a true  depressive  psychosis. 

The  onset  of  symptoms  usually  is  accounted 
for  in  the  patient’s  mind  by  some  physical  dis- 
aster. Eleven  patients  thought  the  illness  dated 
from  influenza,  11  from  surgical  procedures,  6 
from  trauma,  5 from  childbirth,  6 from  over- 
work. Only  by  careful  associative  questioning 
and  scrutiny  is  one  able  to  elicit  an  emotional 
tension  state  existing  prior  to  the  supposed  phys- 
ical cause.  Many  interviews  may  be  necessary, 
recalling  memory  facts  concerning  the  patient’s 
problems,  worries,  etc.,  before  the  patient  can 
appreciate  the  real  mental  origin  of  the  onset  of 
symptoms. 

Psycho-etiologic  factors : Because  of  the  fact 
that  at  times  several  psychologic  factors  of  etio- 
logic  importance  were  present  in  a single  case 
we  tabulated  them  as  to  number  of  times  they 
occurred.  In  the  100  case  studies  there  were  221 
instances  of  psychic  conflict  over  some  definite 
problem  sufficient  to  result  in  inadequate  person- 
ality adjustment. 

Sex  maladjustments  of  various  types  were 
mentioned  83  times  as  follows:  Fear  of  preg- 
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nancy  14,  frigidity  13,  coitus  interruptus  13, 
dyspareunia  10,  lack  of  orgasm  13,  masturba- 
tion conflicts  5,  and  a miscellaneous  group  of  15 
which  included  maladjustments  to  such  problems 
as  infidelity,  excess  jealousy,  termination  of  love 
affair,  conflict  over  premarital  experiences,  etc. 

Difficult  marital  situations  were  found  to  be 
of  etiologic  significance  in  28  cases.  In  16  cases 
patients  blamed  difficulties  in  childhood  training 
as  starting  neurotic  traits.  These  were  usually 
situations  in  which  the  parents  were  not  con- 
genial, unduly  strict  in  managing  the  child,  or 
failed  to  understand  the  child’s  problem,  thus 
creating  an  antagonistic  attitude. 

In  24  instances  a definite  family  history  of 
nervousness  was  given,  and  in  seven  instances 
the  patients  had  had  nervous  disorders  pre- 
viously. 

Other  psychogenic  or  personality  factors  of 
importance  in  etiology  were  mentioned  as  fol- 
lows : Hypersensitiveness  9 times,  general  worry 
tendency  6 times,  extreme  parental  fixations  6 
times,  financial  stress  and  strain  13  times,  morbid 
introspective  hypochondriasis  9 times,,  including 
fears  of  carcinoma,  heart  disease,  syphilis,  ex- 
cessive growth  of  hair  on  face,  etc.  It  is  sur- 
prising how  many  of  these  had  been  suggested 
from  medical  sources.  Excessive  introvertive 
personality  make-up  was  a constitutional  factor 
in  20  instances. 

An  analysis  of  previous  therapeutic  attempts 
showed  that  procedures  directed  in  a physical 
way  usually  failed  in  changing  the  patient’s 
mental  attitude.  Many  of  these  procedures  were 
wholly  unnecessary.  In  73  cases  surgical  ex- 
periments were  made : 38  patients  had  appen- 
dectomies, 37  patients  had  tonsillectomies.  In 
the  group  43  pelvic  operations  were  performed, 
along  with  other  major  and  minor  operations  of 
all  types.  A total  of  179  operations  had  been 
performed  in  the  group  or  an  average  of  2.4 
plus  operations  per  patient.  Inasmuch  as  sub- 
sequent psychiatric  study  had  shown  the  pa- 
tients’ disability  to  have  been  largely  psychoneu- 
rotic, we  feel  safe  in  saying  that  at  least  50%  of 
this  surgery  was  unjustified. 

In  a follow-up  attempt  to  determine  results 
obtained  through  psychotherapy,  we  found  that 
70  patients  could  be  classified  as  improved,  19  as 
unimproved  and  11  as  insufficiently  treated. 

SUMMARY 

In  100  psychoneurotic  case  studies  from  the 
University  of  Nebraska  Hospital  we  found  that 
72  patients  were  admitted  with  erroneous  diag- 


noses of  some  severe  organic  disease.  In  29  in- 
stances serious  organic  gastrointestinal  disease 
was  diagnosed  yet  did  not  exist.  In  14  cases 
endocrine  diagnoses  were  made,  usually  that  of 
toxic  hyperthyroidism  when  anxiety  hysteria  was 
the  disabling  disorder.  Fifteen  patients  were  ad- 
mitted as  suffering  from  serious  organic  cerebral 
disease.  Other  diagnoses  of  serious  organic 
trouble  referrable  to  almost  all  the  bodily  systems 
were  made  erroneously. 

These  mistakes  in  diagnoses  come  largely 
from  lack  of  general  understanding  of  the 
principles  of  psychopathology,  failure  to  elicit 
adequate  history  and  to  consider  situational  and 
psychogenic  factors  and  failure  to  appreciate  the 
importance  of  the  personality  makeup  of  the  pa- 
tient. In  evaluating  symptoms  many  physicians 
overlook  the  emotional  setting  out  of  which  the 
physical  sensations  develop  in  the  neurotic. 

Ill  advised  therapeutic  procedures  were  very 
common  in  the  group;  179  surgical  operations 
upon  73  patients  had  been  performed,  at  least 
one  half  of  which  were  probably  unnecessary. 

Adequate  psychogenic  and  personality  factors 
to  account  for  the  etiology  were  found  in  all 
cases.  At  least  half  of  the  patients  had  marital, 
domestic  or  sex  conflicts.  Hypersensitive,  and 
introvertive  constitutional  traits  were  frequent. 
Economic  conflicts  and  hereditary  factors  ac- 
counted for  the  balance. 

After  psychotherapeutic  procedures  our  rec- 
ords showed  that  70  per  cent  of  the  patients  were 
definitely  improved. 

In  conclusion  we  feel  that  more  adequate 
training  in  the  principles  of  psychobiology  and 
psychopathology  are  necessary  for  the  general 
physician  to  understand  the  psychoneurotic.  Psy- 
chotherapy is  the  logical  approach  and  offers  the 
only  scientific  method  of  relief  for  this  large 
group  of  maladjusted  personalities. 
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TOO  CONSERVATIVE 
“Plow  did  Simpkins  happen  to  make  a failure 
of  the  drugstore  he  opened?” 

“He  was  too  conservative.  He  refused  to  carry 
a stock  of  automobile  accessories,  lingerie,  Vene- 
tian glassware,  or  structural  steel  bridges.” 

— Mentholatum. 
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Most  of  us  will  agree,  I believe,  that  the  clin- 
ical course,  symptoms,  and  more  especially  the 
treatment  of  pneumonia  in  children  differs  in 
many  ways  from  the  pneumonia  of  adults.  Our 
medical  books,  literature  and  pathological  reports 
apparently  are  greatly  interested  in  the  differen- 
tial diagnosis  between  lobular  and  lobar  pneu- 
monia as  it  occurs  in  children.  From  the  stand- 
point of  the  physician  at  the  bedside  of  the  in- 
dividual suffering  from  pneumonia  insofar  as 
the  treatment  and  care  of  that  child  is  concerned, 
it  is  practically  immaterial  whether  lobar  or  lobu- 
lar pneumonia  is  present.  It  is  essential,  how- 
ever, that  you  diagnose  the  condition  as  pneu- 
monia— but  whether  lobar  or  lobular  is  relatively 
unimportant. 

If  a clinical  history  is  taken,  it  will  usually  be 
found  that  the  pneumonic  process  is  secondary 
to  bronchitis,  measles,  whooping  cough  or  some 
previous  infection  involving  the  respiratory  tract. 
This  clinical  fact  is  rather  easily  explained  in 
some  of  the  textbooks  on  pathology,  and  at  the 
autopsies.  One  or  more  plugs  of  mucus  and 
detritus  become  lodged  in  one  or  more  of  the 
smaller  bronchioles  of  the  lung.  These  plugs  of 
mucus,  because  of  the  infant's  lack  of  muscula- 
ture and  inability  to  dislodge  them,  create  beyond 
the  plug  an  area  of  atelectasis.  These  areas  of 
atelectasis  on  account  of  the  lack  of  proper  oxy- 
genation become  small  incubation  areas  for  the 
multiplication  of  germs,  and  thus  several  small 
pneumonic  processes  are  created,  sometimes  in 
only  one  lung  and  at  other  times  both  lungs  are 
involved. 

Clinically  the  diagnosis  of  pneumonia  in  chil- 
dren is  not  difficult.  I wish  to  emphasize  a few 
clinical  factors  which  help  the  clinician  in  his 
every  day  bedside  work.  Careful  percussion  of 
the  infant’s  chest  will  often  give  valuable  in- 
formation which  later  can  be  checked  by  ausculta- 
tion. It  is  my  opinion  that  percussion  should 
always  be  done  before  auscultation.  Light  per- 
cussion is  to  be  preferred  and  is  interpreted  by 
both  its  sound  and  the  sensation  obtained  by  the 
feel  of  resistance  to  the  finger  on  the  infant’s 
chest.  In  this  way  small  areas  of  consolidation 
can  be  found  and  later  checked  by  auscultation. 
Careful  axillary  percussion  should  be  done. 

I have  been  unable  to  convince  myself  that  a 
diagnosis  of  “central  pneumonia”  should  be 
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made.  It  has  been  my  thought  that  the  term  was 
a misnomer  and  that  the  so-called  “central”  areas 
had  merely  not  been  found  on  the  surface.  Cer- 
tainly it  is  perfectly  proper  to  diagnose  pneumonia 
without  physical  findings.  Clinical  manifesta- 
tions of  its  existence  are  alone  sufficient  for  di- 
agnosis. 

Pneumonia  in  children  does  not  have  a so- 
called  typical  course.  The  older  thought  that 
pneumonia  would  resolve  in  3,  5,  7,  9 days  is  no 
longer  true.  Individual  children  respond  in  dif- 
ferent ways  to  any  illness. 

Examination  of  the  ears  is  necessary  through- 
out the  course  of  pneumonia.  It  is  often  found 
that  an  otherwise  unexplained  fever  or  marked 
restlessness  is  accounted  for  by  an  otitis. 

The  most  outstanding  single  symptom  and  the 
one  which  is  most  frequently  present  in  pneu- 
monia in  children  is  the  expiratory  grunt.  If  it 
is  carefully  sought  for  in  any  severe  respiratory 
illness  in  children  the  clinician  will  often  be  re- 
warded by  being  able  to  diagnose  the  presence  of 
the  pneumonic  process  even  before  definite  phy- 
sical findings  are  apparent. 

The  treatment  of  pneumonia  in  children  must, 
of  course,  depend  upon  the  symptoms  present, 
the  resistance  against  the  disease  in  the  individual 
patient  and  the  surroundings  and  nursing  care 
given.  The  pneumonia  jacket  has  long  been 
thought  to  be  of  some  protective  benefit  or  source 
of  internal  warmth  to  the  infant’s  chest.  Clinical 
experience  has  not  proven  this  to  be  true.  Most 
observers  will  agree  that  its  use  is  of  no  benefit 
to  the  patient  and  it  usually  is  uncomfortable. 

The  early  administration  of  alkalis  in  the 
treatment  of  pneumonia  is  reasonably  justifiable. 
It  is  quite  conceivable  that  early  in  any  pneu- 
monic process,  attended  as  it  is  with  high  fever, 
sometimes  delirium,  and  often  restlessness,  there 
is  present  in  the  body  a disturbance  of  the  normal 
alkaline  equilibrium,  and,  therefore,  an  acidosis 
is  present.  If  this  is  correct,  and  clinical  ob- 
servation would  seem  to  corroborate  this  fact, 
the  early  giving  of  alkalis  would  seem  justifiable. 
If  alkalis  be  given,  they  should  be  given  in  large 
doses,  so  that  the  reaction  of  the  urine  becomes 
alkaline. 

Counter  irritation  is  best  applied  either  as  a 
mustard  plaster  or  a mustard  pack.  There  is 
some  doubt  in  my  mind  as  to  the  value  of  a 
mustard  plaster,  but  I am  convinced  of  the  thera- 
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peutic  usefulness  of  a general  mustard  pack  when 
properly  applied. 

A mustard  plaster  is  applied  to  the  chest,  front 
and  back,  in  the  proportion  of  one  part  mustard  to 
two,  three  or  four  parts  of  flour,  according  to  the 
age  of  the  patient,  mixed  with  luke  warm  water 
to  the  consistency  of  a soft  mush.  Apply  until 
red,  then  remove.  Reapply  a fresh  mustard  plas- 
ter as  soon  as  redness  disappears,  repeating  three 
times.  If  there  be  any  therapeutic  advantage  in 
the  application  of  mustard  plasters  I can  see  no 
good  reason  for  continuing  their  use  after  three 
applications.  Mustard  plasters  have  this  ad- 
vantage. in  that  they  keep  the  mother  busy  during 
the  first  twenty-four  to  forty-eight  hours  after 
the  onset  of  an  acute  pneumonic  process. 

A well  applied  general  mustard  pack  is  of  dis- 
tinct therapeutic  value.  Definite  instructions 
must  be  given  if  any  real  therapeutic  benefit  is 
obtained.  The  bed  should  be  prepared  as  though 
for  a hot  pack  with  rubber  sheet  and  dry  flannel 
blankets.  Light  flannel  blankets  should  then  be 
wrung  out  of  a preparation  of  one  tablespoonful 
of  mustard  less  than  quarts  of  water  used,  heated 
to  110  degrees.  The  proportion  of  mustard  be- 
ing previously  mixed  with  luke  warm  water  and 
then  added  to  the  requisite  number  of  quarts  of 
water.  For  instance,  a child  five  years  of  age  is 
ill  with  pneumonia — three  tablespoonfuls  of  pow- 
dered mustard  is  mixed  with  luke  warm  water 
and  added  to  four  quarts  of  water,  heated  to  110 
degrees.  Light  flannel  blankets  wrung  out  of 
this  solution  are  wrapped  about  the  nude  body  of 
the  child.  Child  and  blankets  then  being  placed 
in  a previously  prepared  bed  with  dry  blanket  and 
rubber  sheet  thereon.  The  dry  blanket  and  rub- 
ber sheet  then  wrapped  about  the  child  and  wetted 
flannel  blanket.  The  youngster  should  remain 
in  this  hot  mustard  pack  for  twenty  minutes  to 
one-half  hour,  depending  on  the  reaction  noted. 
The  hot  mustard  pack  is  useful  early  in  pneu- 
monia and  also  late  in  the  disease  when  it  is  de- 
sired to  stimulate  the  onset  of  the  crisis.  A well 
applied  mustard  pack  is  often  life-saving  and  fre- 
quently will  reduce  high  temperature  and  induce 
sleep. 

Often  hydrotherapy  in  the  form  of  either  hot 
or  cold  packs  may  be  substituted  for  the  hot 
mustard  pack.  Frequently  they  are  equally  use- 
ful. Inhalations  of  steam  with  or  without  the 
added  vapor  of  menthol,  eucalyptus  or  benzoin 
will  sometimes  allay  an  irritating  cough. 

The  diet  in  pneumonia  is  important.  A prop- 
erly arranged  diet  regime  will  reduce  tympanities 
to  the  minimum.  To  some  extent  it  will  eliminate 
the  coated  tongue  and  stomatitis  so  often  present 


in  pneumonia.  Unfortunately  milk  cannot  be  en- 
tirely omitted  from  the  diet  in  younger  children, 
but  in-  the  older  ones  this  can  be  accomplished. 
It  has  been  my  experience  that  a diet  containing 
milk  will  emphasize  the  symptoms  mentioned. 

Cough  sedatives  occasionally  are  indicated. 
The  one  that  has  stood  the  test  of  time  is  codeine. 
Morphine  is  a treacherous  drug  when  admin- 
istered to  children,  and  should  not  be  given.  Often 
an  irritating  cough  can  be  allayed  by  the  applica- 
tion to  the  chest  of  an  ordinary  mustard  plaster. 

Extreme  restlessness  at  times  requires  treat- 
ment and  a well  applied  mustard  pack  or  general 
pack  to  the  entire  body,  with  water  of  two  or 
three  degress  less  than  the  body  temperature,  will 
often  cause  sleep  and  assist  in  convalescence. 

Expectorant  drugs  are  usually  not  required. 
Ammonium  chloride  may  seem  indicated  at  times. 
The  best  disguisant  of  ammonium  chloride  is 
syrup  of  citric  acid.  Potassium  iodid  is  occasion- 
ally useful  during  convalescence. 

A distinct  advance  was  made  when  the  oxygen 
tent  became  available  to  all  of  us.  If  possible 
oxygen  should  be  given  before  the  necessity  for 
its  use  seems  indicated.  It  obtains  greater  com- 
fort for  the  patient,  allays  cough,  decreases  cya- 
nosis, and  often  induces  sleep.  Its  use  is  an  ab- 
solute necessity  in  any  severe  pneumonic  process. 

Digitalis  is  not  often  indicated  in  our  pneu- 
monias in  children.  The  cardiac  impulse  is  us- 
ually strong  and  there  is  no  loss  of  so-called  mus- 
cle tone.  The  pulse  is  usually  of  good  quality 
and  regular.  If  for  obvious  reasons  digitalis 
does  seem  indicated,  it  should  be  given  in  suffi- 
cient dosage  to  accomplish  the  result  desired, 
viz. — a full,  regular,  rather  slow  pulse  beat  and 
a strong  regular  cardiac  impulse. 

Blood  letting  is  Occasionally  a therapeutic 
measure  which  has  its  definite  place.  Its  use  is 
confined  to  the  strong,  robust,  plethoric,  full 
blooded  child,  who  as  the  result  of  his  pneumonia 
is  restless,  cyanotic,  dyspnoeic,  and  whose  pulse  is 
full  and  strong.  Blood  letting  is  probably  indi- 
cated only  early  in  the  attack. 

Blood  giving  is  useful  usually  late,  when  the 
patient  is  convalescing,  and  seems  to  require  an 
extra  impetus  to  return  to  normal  physical  well- 
being. 

Whiskey  seems  to  have  some  use  in  the  treat- 
ment of  pneumonia.  Of  course,  every  patient 
does  not  require  it.  It  serves  as  a food,  it  is  a 
quick  stimulant,  it  lessens  tympanites  and  assists 
in  keeping  the  tongue  and  mouth  clean.  If  given 
the  total  quantity  desired  should  be  estimated  for 
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the  twenty-four  hour  period.  That  amount 
should  be  adequately  diluted  with  water  or  sweet- 
ened water,  and  the  total  amount  given  in  small 
doses  throughout  the  twenty-four  hours. 

If  a proper  diet  has  been  outlined  with  milk 
largely  eliminated,  tympanites  will  usually  not  be 
distressing  and  treatment  for  that  condition  not 
required.  Occasionally  a turpentine  stupe  may 
be  necessary.  If  this  symptom  becomes  pro- 
nounced eserin  1/500  gr.  for  a child  two  years 
old,  hypodermically,  may  be  given.  Eserin  is  a 
depressant  and  its  repeated  use  should  be  care- 
fully watched.  Laxatives  are  seldom  indicated. 
Their  continued  use  seems  to  increase  tympanites. 

It  would  seem  that  at  present  serums  have  no 
definite  place  in  the  treatment.  It  is  impossible 
to  type  the  pneumococcus  responsible.  It  is  pos- 
sible that  the  polyvalent  serums  now  on  the  mar- 
ket may  be  found  of  benefit  in  the  future. 


The  prognosis  of  pneumonia  in  children  is  us- 
ually good.  Considering  the  seriousness  of  the 
illness  and  the  high  mortality  in  adults,  the  tend- 
ency of  pneumonia  in  children  is  to  get  well. 
This  in  spite  of  the  fact  that  they  seem  extremely 
ill  at  the  time.  Some  caution,  however,  is  neces- 
sary in  stating  this  fact  to  the  parent.  One  fact 
stands  out  rather  prominently.  Pneumonias  pre- 
ceded by  whooping  cough  in  an  infant  or  young 
child  have  a higher  mortality  and  the  physician 
must  govern  his  statements  accordingly. 

In  closing  I am  forcibly  reminded  of  the  dedi- 
catory paragraph  in  Hare’s  Therapeutics.  In  no 
other  illness  are  these  words  so  applicable — “The 
physician  is  ever  a watchman  and  a therapeutist 
only  when  necessity  arises.  The  good  physician 
is  one  who  having  pure  drugs,  knows  when  to 
use  them,  how  to  use  them,  and  equally  impor- 
tant, when  not  to  use  them.” 


TRAUMATIC  CEREBRAL  EDEMA  IN  A CHILD  OF  SIX  MONTHS, 
WITH  ASSOCIATED  SKULL  FRACTURE 

F.  L.  WILSON,  M.  D.,  and  R.  L.  GORRELL,  M.  D., 

Stuart,  Nebraska. 


In  looking  over  the  literature  on  head  injuries 
in  children (1_2_3_4_5)  we  are  interested  to  note 
that  such  diverse  conditions  as  extradural  hem- 
orrhages, cerebral  edema  and  contusions,  de- 
pressed and  simple  skull  fractures  are  still  being 
reported  under  the  non-specific  title  “skull  frac- 
ture.” This,  despite  the  fact  that  the  fracture 
itself  is  unimportant  (the  reverse  of  fractures 
elsewhere  in  the  body),  and  the  real  issue  is  ac- 
tual or  threatened  damage  to  the  brain  and  its 
membranes. 

Case:  A.  F.,  age  six  months,  was  admitted  to  the 
Wilson  Hospital  one  half  hour  after  having  her  head 
crushed  against  a toy  wagon  'by  an  automobile  wheel. 
There  was  a very  brief  loss  of  consciousness.  When 
examined,  the  child  was  crying,  conscious;  small 
abrasions  were  present  on  the  right  frontal  and 
temporal  areas,  but  no  skull  deformity  or  fracture 
was  visible  or  palpable;  the  anterior  fontanel  was 
not  tense,  nor  were  the  sutures  separated;  edema  at 
base  of  nose  and  of  eyelids  prevented  accurate  ex- 
amination of  pupils;  there  was  slow,  persistent  bleed- 
ing from  the  nose,  more  especially  from  the  left  nos- 
tril (requiring  aseptic  packing  some  five  hours  later, 
because  of  loss  of  blood).  No  pathological  reflexes 
were  obtained,  nor  was  there  evidence  of  cranial  or 
peripheral  nerve  injury  (hemiplegia,  ocular  or  facial 
paralysis,  etc) ; normal  deep  reflexes,  one  plus. 

Vomiting  occurred  three  times  in  the  next  hour, 
and  the  child  seemed  “fussy,”  irritable  when  handled. 
Pulse  140,  fairly  strong;  respirations  40;  tempera- 
ture 100°.  She  passed  a restless  night,  requiring 
morphine  sulphate  gr.  1/100  for  rest. 

Condition  essentially  the  same  the  next  morning; 
ecchymosis  apparent  in  eyelids  and  right  conjunc- 
tiva. About  11:30  a.  m.  (14  hours  after  injury),  the 
child  began  to  have  generalized  muscular  twitchings 


of  all  extremities,  followed  by  convulsions.  Lumbar 
puncture  revealed  clear  fluid,  slightly  increased  in 
pressure.  Temperature  rapidly  mounted  to  105°, 
pulse  to  170,  cyanosis  and  loss  of  consciousness  rapid- 
ly followed,  and  the  child  seemed  moribund. 

A right  temporal  decompression  (Cushing)  was 
performed  at  1:30  p.  m.,  under  novocain  infiltration 
(child  so  deeply  unconscious  that  no  resistance  or 
outcry  was  made  to  injection).  Upon  removing  the 
trephine  button,  the  distended,  non-pulsating  dura 
was  exposed.  A minute  puncture  opening  released  a 
stream  of  cerebrospinal  fluid  to  a height  of  five  or 
six  inches,  and  the  dura  began  to  pulsate.  The 
incision  was  enlarged  crucially,  revealing  a very 
small  amount  of  dark,  fluid  blood.  A small  spurting 
vessel  on  the  cerebral  surface  was  ligated  (severed 
when  dura  incised?).  There  was  no  evidence  of  ex- 
tradural hemorrhage,  nor  of  cerebral  contusion.  The 
brain  appeared  more  anemic,  less  vascular  than  us- 
ual, possibly  due  to  increased  intracranial  pressure 
forcing  blood  from  it. 

The  dura  was  apposed  with  a few  interrupted 
sutures,  and  a small  wick  of  rubber  left  down  to 
the  dural  opening.  The  trephine  button,  which  had 
been  preserved  in  saline  solution,  was  replaced  and 
close  approximation  of  temporal  muscle  and  skin 
performed. 

Improvement  became  apparent  almost  at  once,  the 
child  regaining  consciousness  within  twenty  minutes; 
temperature  dropped  to  101°  and  weak,  uncountable 
pulse  to  160.  Nocturnal  irritability  continued  for  al- 
most a week,  necessitating  at  first,  morphine  gr. 
1/80,  later  phenobarbital  (luminal)  gr.  1/10.  The 
dressings  were  soaked  with  cerebrospinal  fluid  for 
five  days,  the  drain  being  removed  on  the  third  day. 
On  the  eighth  day,  there  was  a sudden  increase  in 
the  edema  about  the  anterior  end  of  the  incision  and 
the  nose,  probably  due  to  cerebrospinal  fluid. 

Convalescence  was  uneventful,  until  the  fifth  week, 
at  which  time,  thick,  yellow  pus  exuded  from  the 
inner  canthus  of  the  left  eye  and  from  the  left  nos- 
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tril;  pus  could  be  forced  into  left  eye  by  pressure 
on  right  side  of  nose.  The  pus  was  of  the  type  seen 
in  acute  sinusitis  in  children;  may  have  resulted 
from  fracture  involving  the  left  nasolacrimal  duct  or 
from  infection  introduced  when  the  nose  was  pack- 
ed. This  complication  cleared  up  under  conserva- 
tive treatment  (mercuric  chloride  1-10,000  solution 
in  eye,  10%  argyrol  in  nose),  without  any  evidence 
of  involvment  of  dura  or  brain  through  the  ethmoidal 
plate  or  cavernous  sinus  through  venous  drainage. 

Prognosis:  Good  as  far  as  life  is  concerned;  prob- 
able corticodural  adhesions  at  site  of  craniotomy.  As 
it  was  performed  on  the  right  side,  the  area  is  rea- 
sonably silent,  and  there  may  be  no  symptoms.  Of 
course,  the  incision  was  well  within  the  hair  line  and 
will  be  concealed,  especially  as  there  is  no  cranial 
defect.  Pollak(3)  after  reviewing  the  late  effects  of 
head  injuries,  believes  that  many  obscure  brain  dis- 
orders may  follow  the  head  traumata  that  every 
child,  many  an  adult,  suffers.  This  is  rendered  more 
probable  because  cerebral  “concussion”  often  results 
in  minute  hemorrhages,  especially  in  the  white  mat- 
ter, often  without  definite  symptoms. 

The  brain  has  been  likened  to  a sponge,  in  its 
ability  to  take  up  or  release  fluid.  As  it  is  en- 
closed in  a rigid  box,  any  increase  of  pressure 
must  be  compensated  for.  This  may  be  brought 
about  by  (a)  reduction  in  size  of  brain,  due  to 
pressure  forcing  blood  out  of  brain  (this  anemia 
becomes  serious  when  it  involves  the  life-con- 
trolling centers  in  the  medulla;  (b)  increased  ab- 
sorption of  cerebrospinal  fluid  (we  have  been 
able  to  find  nothing  that  suggests  such  a process 
with  any  considerable  amount  of  increased  pres- 
sure!, or  its  escape,  as  by  rhinorrhea,  or  artifi- 
cially by  lumbar  or  ventricular  puncture  or  crani- 
otomy ; (c)  free  bleeding,  as  from  nose,  ear  or 
the  fracture  itself.  The  importance  of  the  latter 
was  impressed  on  one  of  us,  some  years  ago  when 
a girl  of  10,  following  head  trauma,  became  rest- 
less, then  unconscious  after  forceful  and  repeated 
vomiting;  the  attending  surgeon  made  an  incision 
over  the  contused  area  and  exposed  a linear  frac- 
ture of  the  vault,  from  which  blood  was  oozing 
steadily,  left  a drain  down  to  the  bone  and  the 
girl  recovered  quickly  (not  that  we  considered 
this  treatment  satisfactory)  ; (d)  dehydration  of 
the  brain  following  hypertonic  solutions,  as  saline 
or  glucose  injected  intravenously  or  magnesium 
sulphate  rectally. 

The  experimental  and  clinical  observations  of 
Dandy(U)  indicate  that  cerebrospinal  fluid  is 
formed  by  the  choroid  plexus  in  the  lateral  ven- 
tricles, circulates  through  the  third  and  fourth 
ventricles  to  the  subarachnoid  spaces  of  brain 
and  cord,  to  be  absorbed  directly  by  the  capillary 
vessels  (dye  injected  into  the  subarachnoid  space 
appears  in  the  blood  stream  in  one  minute).  What 
the  rate  of  absorption  is,  and  why  this  process 
cannot  be  accelerated  sufficiently  to  compensate 
for  marked  increases  in  intracranial  pressure,  are 
not  adequately  covered  by  any  literature  we  have 


examined.  In  this  connection,  it  is  interesting  to 
note  that  although  the  usual  amount  of  c.  s.  fluid 
has  been  estimated  at  two  ounces,  cerebral  trauma 
may  be  followed  by  the  escape  of  two  ounces  of 
fluid  daily (9).  Of  course,  trauma  to  the  brain, 
as  trauma  elsewhere,  leads  to  edema,  hemorrhage 
and  destruction  of  tissue. 

Symptoms  of  head  injuries  (with  or  without 
skull  fracture)  : 

1.  Loss  of  consciousness — indicates  cerebral 
concussion.  A prominent  surgeon  once  stated 
that  he  would  rather  be  dead  than  unconscious 
for  one-half  hour  following  head  trauma,  in  view 
of  the  late  effects. 

2.  Restlessness — is  often  a symptom  of  im- 
pending coma(11).  Lay  observers  or  nurses  will 
report  irritability  or  irrationality. 

3.  Convulsions  may  be  present  in  acute  stages. 
Dandy  believes  that  they  are  never  the  result  of 
generalized  increased  intracranial  pressure. 

4.  TPR.  As  pressure  increases,  the  pulse  and 
respirations  become  slow  and  full  (stage  of  com- 
pensation). If  pulse  and  respiration  accelerate 
and  become  arrythmic,  temperature  rises  beyond 
102°,  compensation  for  the  increased  pressure  is 
being  broken,  indicating  need  for  intervention. 
The  blood  pressure  rises  as  intracranial  pressure 
increases,  in  an  attempt  to  force  sufficient  blood 
through  the  brain.  Thus,  hypertension  is  a symp- 
tom, not  the  cause  of  the  increased  pressure,  and 
measures  des'gned  to  lower  it,  such  as  large  vene- 
sections and  nitrites,  directly  counteract  natures 
compensatory  process.  If  the  blood  pressure 
falls,  without  decrease  in  intracranial  pressure, 
danger  is  present,  due  to  cerebral  anemia  of  vital 
medullary  centers. 

5.  Vomiting : if  repeated,  indicates  high  de- 
gree of  intracranial  pressure ; this  symptom  is 
noted  early,  disappears  in  later  stages. 

G.  Involuntary  urination  and  defecation:  in- 
dicate a deepening  of  coma,  occasionally  appear 
before  the  coma. 

SIGNS 

1.  Eye:  Dilated  pupil  usually  indicates  a le- 
sion on  the  same  side  of  the  brain,  especially  in 
the  frontal  or  temporal  areas ( 1-6 h 

Choked  disc  (papilledema)  is  evident  first  by 
engorged  veins,  then  haziness  appears  on  the  nas- 
al side  of  the  disc.  Most  authorities  have  stated 
that  choked  disc  does  not  appear  with  24-48 
hours,  indicating  that  it  is  of  little  value  during 
the  first  day.  but  Battley(1)  reported  a case  of 
marked  edema  within  G hours  following  a mas- 
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sive  extradural  hemorrhage  in  a child  of  six 
months  and  Holman  and  Scott’s(6)  case  of  skull 
fracture  in  boy  of  ten  years  who  showed  a well- 
developed  papilledema  within  eight  hours,  show 
that  this  rule  is  not  invariable. 

2.  Blood  from  nose,  mouth,  ear,  beneath  con- 
junctiva or  retromastoid  ; cerebrospinal  fluid  from 
nose  (rhinorrhea). 

3.  Neurologic  signs,  either  of  cranial  nerves 
(hemiplegia,  facial  paralysis,  strabismus)  or 
pyramidal  tract  involvement  (contralateral  hemi- 
plegia). 

4.  Palpation  of  fracture,  either  directly  or 
after  incision.  Moorhead  and  Weller(5)  advise 
that  if  there  is  doubt  in  the  differential  diagnosis 
between  hematoma  and  fracture,  incision  should 
be  made  down  to  the  skull  to  palpate.  It  seems 
somewhat  radical  to  convert  a closed  wound  into 
a compound  one,  merely  for  the  sake  of  deter- 
mining a fracure’s  existence,  as  operative  inter- 
vention is  indicated  by  increased  intra-cranial 
pressure,  not  by  a fracture. 

5.  X-ray  of  skull  is  very  difficult  to  inter- 
pret in  children  due  to  the  puzzling  suture  lines 
and  movement  of  the  child.  Fracture  may  be 
overlooked,  even  when  carefully  searched  for(1L 

TREATMENT 

1.  If  no  signs  or  symptoms  of  cerebral  injury, 
conservative ; rest  in  bed  for  four  weeks,  quiet, 
bromides  by  mouth  or  rectally  (if  needed),  as- 
surance of  daily  bowel  movement ; temperature, 
pulse,  respiration  records  every  hour  for  first  24 
hours.  Repeated  blood  pressure  determinations 
and  ophthalmoscopic  examinations,  when  pos- 
sible. Lumbar  puncture  should  not  be  done  as 
routine ; Dandy  believes  that  it  is  dangerous, 
should  never  be  performed. 

2.  If  very  brief  unconsciousness  is  followed 
by  a period  of  several  minutes  to  an  hour  of  con- 
sciousness (“latent  period’’),  then  gradual  drow- 
siness terminating  in  coma,  possibly  associated 
with  progressive  motor  loss  over  the  contralateral 
side  of  body  and  focal  (Jacksonian)  convulsions, 
a hemorrhage  extradurally,  usually  from  the  mid- 
dle meningeal  artery,  may  be  diagnosed  and  im- 
mediate exposure  of  the  artery  made  for  its  liga- 
tion, and  removal  of  the  clot.  This  type  of  in- 
jury is  apparently  more  rare  in  children  because 
the  arterial  groove  in  the  childs  skull  is  less  deep, 
therefore,  less  chance  of  its  being  torn.  (Bat- 
tley(1)  had  a case  of  massive  extradural  hemor- 
rhage in  6 months  child). 

3.  If  symptoms  of  increasing  intracranial  pres- 


sure and  breaking  decompensation  (repeated 
convulsions,  increasing  depth  of  unconsciousness, 
increasing  rate  and  arrhythmia  of  pulse  and  res- 
piration, elevation  of  temperature  above  102°) 
appear,  decompression  is  indicated.  Cushing(12) 
has  long  advocated  temporal  decompression  for 
these  reasons:  (a)  the  temporal  muscle  tends  to 
prevent  development  of  cerebral  hernia;  (b)  a 
middle  meningeal  hemorrhage  may  be  found ; 
(c)  the  temporal  lobe,  which  is  most  frequently 
lacerated,  can  be  directly  inspected;  (d)  under- 
lying cortex,  especially  on  right  side  in  right 
handed  persons,  is  fairly  “silent.” 

DaCosta(7)  supports  this  view,  advocates  such 
a decompression,  often  bilaterally,  in  fractures 
involving  the  middle  and  anterior  fossae.  Rose 
and  Carless(8)  state,  “If  convulsions  continue  in 
spite  of  (conservative)  treatment,  patient  will 
most  certainly  die  in  coma;  trephining  should  be 
done.” 

Our  reason  for  reporting  this  case : We  hope 
to  help  influence  the  shift  from  ultraconservatism 
and  folding  of  hands  in  the  treatment  of  head 
injuries. 
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NO  NOURISHMENT 
An  old  darky  was  sent  to  the  hospital  and  one 
of  the  nurses  put  a thermometer  in  his  mouth  to 
take  his  temperature.  Presently,  when  the  doctor 
made  his  rounds,  he  said : 

“Well,  Moses,  have  you  had  any  nourishment?” 
“A  lady  done  gimme  a piece  of  glass  to  suck 
on,  boss,  but  I’se  still  pow’ful  hungry.” 


THE  DIAGNOSIS  AND  TREATMENT  OF  ANEMIA 
III.  PERNICIA  ANEMIA 


JOHN  C.  SHARPE,  M.  D., 

From  the  Department  of  Internal  Medicine,  University  Hospital, 
University  of  Nebraska,  College  of  Medicine, 

Omaha,  Nebraska. 


In  a middle-aged  patient  presenting  a history 
of  progressive  weakness,  pallor,  sore  tongue,  and 
numbness  and  tingling  of  the  hands  and  feet ; 
and  who  upon  examination  reveals  a lemon-yel- 
low pallor,  a smooth  tongue,  and  loss  of  vibra- 
tory sense  over  the  lower  extremities ; and  in 
whom  the  laboratory  results  show  an  achlorhy- 
dria, and  a definite  anemia  of  the  “large  red 
cell”  (macrocytic)  type;  the  diagnosis  of  perni- 
cious anemia  would  be  relatively  simple.  How- 
ever, pernicious  anemia  does  not  always  produce 
such  a characteristic  picture,  and  too  often  the 
diagnosis  may  be  obscurely  hidden  behind  a pre- 
dominance of  gastro-intestinal  complaints  (an- 
orexia, dysphagia,  flatulence,  constipation,  severe 
retractible  diarrhoea),  or  symptoms  directly  at- 
tributed to  the  anemia  (weakness,  dizziness,  tin- 
nitis,  dyspnoea,  palpitation,  edema),  or,  finally, 
to  those  confined  chiefly  to  the  nervous  system 
(mental  disturbances,  paresthesias,  loss  of  vibra- 
tory and  position  sense,  abnormal  reflexes,  atax- 
ia). Such  a multiplicity  of  symptoms  and  signs 
occuring  in  pernicious  anemia  serves  to  confuse 
and  mislead  one  from  making  a correct  diagnosis, 
and  this  is  especially  true  in  those  cases  with  cord 
changes  with  little  or  no  anemia  present. 

Though  the  cause  of  pernicious  anemia  has 
not  yet  been  definitely  determined,  there  is  a 
more  or  less  general  agreement  of  opinion  that 
the  underlying  factor  in  the  etiology  is  that  of 
“deficiency.”  Through  the  brilliant  experimental 
work  of  Castle(1),  the  following  theory  is 
evolved  to  explain  the  occurrence  of  the  anemia 
on  such  a deficiency  basis : an  “extrinsic”  factor 
(at  first  thought  to  be  vitamin  B2,  but  now  con- 
sidered a protein)  contained  in  the  food;  plus  an 
“intrinsic”  factor  (probably  an  enzyme)  con- 
tained in  the  gastric  mucosa ; unite,  form,  and 
store  in  the  liver  the  so-called  “antianemic  prin- 
ciple.” For  some  unknown  reason,  patients  with 
pernicious  anemia  have  an  absence  of  the  “in- 
trinsic” gastric  factor  which  results  in  a defi- 
ciency of  the  “antianemic  principle”  which,  in 
turn,  causes  the  anemia.  This  deficiency  is  sup- 
plied by  liver  therapy. 

To  make  the  necessary,  early  diagnosis  of  per- 
nicious anemia,  the  physician  must  first  realize 
the  protean  nature  of  the  disease  and  guard 
against  sending  a patient  presenting  vague  gas- 
tro-intestinal symptoms  and  a slight  anemia  away 
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with  a reassuring  pat  on  the  back  and  a prescrip- 
tion containing  elixer  of  pepsin.  Anemia  is  a 
symptom  and  not  a disease,  and  no  matter  how 
slight  or  insignificant  it  may  be,  the  dangerous 
potentialities  demand  a careful  study  to  determine 
the  cause.  A blood  smear  may  show  the  charac- 
teristic large,  red  cell,  well  filled  with  hemo- 
globin ; the  pathognomonic  megalocyte  may  be 
present.  The  simple  and  accurate  hematocrit 
observations^  measuring  red  cell  size  (volume) 
is  especially  valuable  in  the  early  cases.  The  find- 
ing of  free  hydrochloric  acid  in  the  gastric  an- 
alysis automatically  rules  out  pernicious  anemia, 
but  in  those  presenting  an  achlorhydria  following 
the  ordinary  test  meal,  further  analysis  following 
histamine  stimulation  should  be  performed.  A 
stool  examination  to  determine  the  presence  or 
absence  of  occult  blood  should  be  done  in  all 
cases  of  anemia.  In  pernicious  anemia,  there  is 
an  increase  in  the  bilirubin  content  of  the  blood 
(icterus  index,  Vandenberg)  and  an  increased 
urobilin  excretion  in  the  urine. 

For  the  safe  of  emphasis,  the  practice  of  giving 
iron,  liver,  or  a combination  of  both,  to  a patient 
with  an  undetermined  type  of  anemia  should  be 
strongly  condemned.  The  premature  administra- 
tion of  the  drugs  may  so  mask  the  true  morpho- 
logical characteristics  of  the  red  cells  as  to  make 
an  accurate  diagnosis  extremely  difficult  or  even 
impossible.  There  will  be  no  doubt  an  improve- 
ment in  the  blood  picture  as  result  of  the  medi- 
cation, but  both  the  patient  and  the  doctor  will 
be  uncertain  as  to  the  advisibility  of  further,  con- 
tinued, maintenence  treatment  that  is  so  necessary 
in  pernicious  anemia,  but  not  nearly  as  vital  as 
in  the  types  of  so-called  “secondary”  anemias.  A 
correct  diagnosis  is  essential  before  beginning 
treatment. 

Due  to  the  excellent  results  of  adequate  liver 
therapy,  the  physician  is  now  directly  responsible 
to  his  patient  for  an  early  diagnosis ; to  improve 
and  maintain  the  blood  count ; and  to  prevent  the 
occurrence  of  and  to  arrest  the  progress  of  cord 
changes.  The  monotonous,  distasteful,  and  ex- 
pensive liver  diet  is  no  longer  necessary.  The 
development  of  a refined  and  concentrated  liver 
extract  is  a distinct  advantage  for  both  the  pa- 
tient and  the  physician.  Because  of  the  necessary 
brevity  of  these  articles,  proper  attention  cannot 
be  given  to  the  important  details  of  the  treatment 
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of  pernicious  anemia.  However,  for  the  discus- 
sion of  the  advantages  and  methods  of  the  paren- 
teral administration  of  liver  extract,  the  reader 
is  referred  to  the  excellent  article  by  Young(3). 
In  addition,  special  attention  and  emphasis  should 
be  placed  on  the  importance  of  continued,  ade- 
quate, maintenance  therapy,  especially  in  those 
patients  with  involvement  of  the  nervous  system ; 
the  necessity  of  periodical  blood  counts ; and  the 
need  of  increasing  the  dose  of  liver  in  the  pres- 
ence of  infections,  arteriosclerosis,  and  the  ap- 
pearance of  signs  of  relapse. 

SUMMARY 

1.  The  physician  must  be  aware  of  the  mul- 
tiple symptoms  and  signs  of  pernicious  anemia. 

2.  All  degrees  of  anemia  deserve  careful 
study  to  determine  the  cause. 

3.  A diagnosis  should  be  made  before  treat- 
ment is  administered. 

4.  Adequate  liver  therapy  should  be  ad- 
ministered to  improve  and  maintain  normal  blood 
counts,  and  to  prevent  the  occurrence  and  arrest 
the  progress  of  cord  changes. 
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SUB-ACUTE  BACTERIAL  ENDO- 
CARDITIS 

CLINICO-PATHOLOGICAL  CASE  REPORT— V 
From  the  Museum  of  the  Lancaster  County  Medical  Society. 

A white  male,  age  60,  was  admitted  to  the  hospital 
July  7,  1934,  complaining  of  shortness  of  breath, 
weakness,  fever  and  loss  of  weight.  He  was  perfectly 
well  until  March,  1934,  at  which  time,  while  visiting- 
in  the  south,  he  developed  an  acute  streptococcic 
gastroenteritis,  the  source  of  infection  being  con- 
taminated milk.  His  symptoms  at  that  time  were 
diarrhoea,  frequency  and  burning  on  urination  and 
intermittant  fever.  After  arriving  here,  shortly  after 
onset,  these  acute  symptoms  cleared  up  somewhat 
and  he  was  able  to  carry  on  his  business.  However, 
he  failed  to  gain  back  his  strength  and  suffered  loss 
of  weight  from  222  to  186  pounds.  Several  weeks  be- 
fore admission  he  developed  dyspnea  and  marked 
weakness.  These  symptoms  became  more  marked 
until  his  admission  to  the  hospital.  Examination  at 
this  time  revealed  pulsation  of  the  neck  vessels,  pe- 
techial hemorrhages  in  the  conjunctiva  and  axilla,  and 
a heaving  cardiac  impulse.  There  was  also  a mod- 
erate cardiac  enlargement.  There  was  an  apical  sys- 
tolic blow  and  a diastolic  blow  heard  best  in  the  third 
interspace  to  the  left  of  the  sternum.  There  was  also 
a systolic  blow  heard  at  the  aortic  area.  The  liver 
and  spleen  were  both  palpable.  The  urine  contained 
a small  amount  of  albumin;  the  specific  gravity  var- 
ied from  1.008  to  1.013.  Granular  casts,  white  and  red 
cells  were  found  in  some  specimens.  The  hemoglobin 


was  59%  and  the  red  count  3,080,000.  The  leukocyte 
count  was  10,900.  The  differential  showed  73%  seg- 
mented neutrophiles  and  27%  lymphocytes.  The  ag- 
glutination tests  for  typhoid,  jmratyphoid  and  undu- 
lant  fever  were  negative.  The  blood  culture  showed 
streptococcus  viridans.  The  course  after  admission 
was  essentially  retrogressive.  Petechial  spots  con- 
tinued to  appear,  the  patient  became  irrational  and 
the  fever  continued.  The  right  arm  became  spastic 
and  the  Babinski,  Oppenheim  and  Gordon  on  the 
right  became  positive.  Coma  with  pulmonary  con- 
solidation and  bronchial  breathing  developed  preced- 
ing death  which  occured  August  23. 

At  autopsy  which  was  performed  the  day  following- 
death,  the  heart  was  found  to  be  enlarged  and  some- 
what dilated.  There  was  a small  vegetation  on  the 
atrial  surface  of  the  anterior  leaflet  of  the  mitral 
valve  and  the  aortic  valve  was  the  seat  of  massive 
bacterial  vegetations.  The  heart  muscle  was  some- 
what pale  and  swollen  and  the  coronaries  were  not  re- 
markable. In  addition  there  was  bilateral  broncho- 
pneumonia; right  fibrinous  pleurisy;  cloudy  swelling 
and  fatty  metamorphosis  of  the  liver;  acute  focal 
nephritis;  embolic  infarction  of  the  spleen;  softening 
of  the  splenic  infarct  with  abscess  formation;  mul- 
tiple emboli  of  the  brain  with  multiple  areas  of  soft- 
ening; healed  ulceration  of  the  colon.  Cause  of  death, 
subacute  bacterial  endocarditis. 


INTRACLA  VICULAR  GUMMA 

MAX  EMMERT,  M.  D„ 

Omaha,  Nebraska. 

Mrs.  J.  S.  H.,  aged  32,  was  seen  April  30,  1919, 
because  of  a lump  on  her  collar  bone. 

P.  H.  Two  years  ago  was  thrown  from  an  auto- 
mobile and  broke  the  left  clavicle.  The  bone  healed 
without  complications.  About  five  months  ago  had 
two  boils  in  the  region  of  the  clavicle  which  healed 
in  two  weeks.  Influenza  in  1918.  Suffers  from  head- 
aches. 

P.  I.  Four  weeks  ago  noticed  a swelling  in  the 
region  of  the  broken  clavicle  with  a drawing  sensa- 
tion extending  up  to  the  mastoid  region  and  pain  in 
the  mass.  Last  few  days  pain  radiates  down  left 
arm.  At  times  it  becomes  inflamed. 

Examination:  General  examination  was  negative. 

The  mass  beneath  and  extending  slightly  over  the  left 
clavicle  is  tender,  slightly  fluctuating  but  shows  no 
surface  signs  of  inflammation.  Moro  tuberculin  test 
negative. 

X-ray  report:  Has  a large  dense  mass  about  an  old 
fracture.  Irregular  decalcification  to  the  inner  side 
of  the  fracture.  From  the  above  findings  one  would 
think  either  of  an  osteo-chondroma  or  an  incapsulated 
suppurative  process.  The  second  finding  has  some  of 
the  characteristics  of  an  osteomyelitis. 

Opinion:  Infective  osteomyelitis. 

Operation  May  3,  1919.  Excision  of  mass  which  was 
tightly  adherent  to  surrounding  tissue.  Exposure  of 
clavicle  revealed  no  sinus  nor  area  of  necrosis.  The 
mass  was  inflammatory  in  nature  containing  a center 
of  necrotic  tissue  and  granulations.  Unfortunately  it 
was  not  examined.  Subsequent  blood  examination 
revealed  a positive  Wassermann  and  patient  referred 
for  luetic  treatment. 

Gumma  occurs  in  tertiary  syphilis  and  while  it 
may  occur  in  any  part  of  the  body  the  tissues  most 
frequently  affected  are  skin,  the  mucous  membranes, 
the  viscera,  the  bones  and  the  nervous  system.  When 
connected  with  bone  they  form  an  ill-defined  mass 
which  is  painful  and  tender.  There  is  a tendency  for 
them  to  break  down  in  the  centre  due  to  poor  circu- 
lation from  the  fibroses  of  the  mass  proper.  They 
respond  nicely  to  anti-luetic  treatment  and  are  most 
frequently  confused  with  tuberculosis  and  sarcoma. 
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ANNUAL  COUNCILOR  MEETING 


Nebr.  S.  M.  Jour. 
March,  1936 


ANNUAL  COUNCILOR  MEETING 

JANUARY  13,  1936 

This  meeting  was  called  to  order  by  President 
Cooper,  held  in  the  Fontenelle  Hotel  in  Omaha,  Ne- 
braska. The  following  members  were  present:  Drs. 
Covey,  Platte,  King,  Conrad,  Boyer,  Brush,  Rork,  Bry- 
son, Cooper,  Overgaard,  Lehnhoff,  Davis,  and  Selby. 
Mr.  M.  C.  Smith,  Dr.  E.  S.  Wegner,  Dr.  R.  B.  Adams, 
Dr.  F.  A.  Long,  Herman  Jahr,  B.  F.  Bailey,  and  R. 
Collier  of  St.  Louis  were  present  as  guests. 

The  first  order  of  business  was  the  election  of  the 
president.  It  was  moved  and  seconded  that  Dr.  E.  L. 
Brush  of  Norfolk  be  elected  president  of  the  Council 
for  the  year  1936.  Carried. 

Dr.  A.  P.  Overgaard  of  Omaha  was  reelected  secre- 
tary. Dr.  Overgaard  read  the  minutes  of  the  special 
meeting  held  May  15,  1935,  and  also  those  of  the  spe- 
cial meeting  held  May  16,  1935.  These  minutes  were 
approved  as  read. 

Committee  reports  were  next  in  order  of  business. 

The  Committee,  appointed  by  the  Council  to  employ 
an  executive  secretary,  made  its  report.  Dr.  Selby, 
the  chairman,  reported  that  the  Committee  met  and 
considered  the  applicants  who  presented  themselves. 

The  Committee  unanimously  decided  to  employ  Mr. 
M.  C.  Smith  of  Curtis,  Nebraska.  Mr.  Smith,  began 
his  duties  October  1,  1935.  It  was  moved  that  this 
report  be  accepted  and  the  Committee  discharged. 
Carried. 

Mr.  M.  C.  Smith,  Executive  Secretary,  then  gave 
his  report.  Dr.  Bryson  moved  that  Mr.  Smith’s  report 
be  accepted  and  that  he  be  commended  for  the  work 
he  had  done  so  far  and  that  the  report  be  placed  on 
file.  Carried. 

Dr.  Overgaard  moved  that  the  same  committee  be 
reappointed  to  employ  Mr.  Smith  for  1936.  After  some 
discussion  Dr.  King  believed  a financial  report  neces- 
sary before  a plan  could  be  adopted  towards  this,  rel- 
ative to  Mr.  Smith.  Dr.  Davis  agreed  with  Dr.  King. 
Dr.  King  then  moved  that  Dr.  Overgaard’s  motion  be 
laid  on  the  table  until  later  in  the  meeting.  Second- 
ed and  carried. 

The  matter  of  the  probation  of  Dr.  Brewster  was 
declared  the  next  order  of  business.  Dr.  Rork  gave 
a written  report  of  the  conditions  concerned  in  the 
Brewster  affair  since  the  last  meeting.  Dr.  Davis 
moved  that  this  report  be  accepted.  Carried. 

Dr.  Brewster  was  given  the  privilege  of  the  floor. 
He  talked  at  length  describing  the  conditions  which, 
in  his  opinion,  had  caused  him  to  act  as  he  had.  He 
explained  the  recent  ad  in  the  paper  which  was  seen 
by  the  Councilors  present.  He  said  this  was  put  in 
without  his  permission. 

Dr.  King  called  attention  to  the  fact  that  Dr.  Brews- 
ter had  not  answered  as  to  how  he  had  conducted 
his  work  since  the  May,  1935,  meeting.  Dr.  Brewster 
said  that  he  had  stopped  all  advertising  and  had 
charged  fees  for  his  work  in  whatever  cases  where 
it  was  at  all  probable  that  they  would  be  paid.  Dr. 
King  moved  that  Dr.  Brewster  be  called  in  and  told 
that  the  Council  was  not  entirely  satisfied  and  that  it 
is  the  intention  of  the  Council  that  Dr.  Brewster  be 
kept  on  probation  one  year  from  date.  It  was  moved 
that  he  must  attend  this  meeting  and  the  annual 
meeting  in  April,  1936.  Seconded  and  carried.  Dr. 
Brush  instructed  Dr.  Brewster  accordingly. 

The  Secretary-Treasurer  then  gave  his  report. 

An  Auditing  Committee  consisting  of  Drs.  King, 
Davis,  and  Bryson  was  appointed  to  audit  this  report. 

Dr.  Overgaard  then  gave  the  report  on  the  Student 
Loan  Fund  Committee.  This  was  also  referred  to  the 
Auditing  Committee. 

Dr.  Roy  Fouts  gave  the  report  of  the  Medico-Legal 
Advisory  Committee.  Secretary  Adams  then  gave  the 


report  of  the  Program  Committee.  It  was  moved  that 
these  reports  be  accepted  and  placed  on  file. 

The  Secretary  read  the  report  of  the  Campaign 
Committee  which  was  referred  to  the  Auditing  Com- 
mittee. 

The  Secretary  also  read  the  report  of  the  Fracture 
Committee  which  was  accepted  and  ordered  published. 

Dr.  Long  gave  the  report  of  the  Journal  Committee. 
This  was  accepted  and  ordered  published. 

Dr.  R.  W.  Fouts  then  talked  on  the  general  subject 
of  Malpractice  Insurance.  He  stated  that  Lloyds  of 
England  were  coming  into  Nebraska  and  that  it  might 
be  again  possible  to  get  a Group  Policy  with  them. 

Dr.  Selby  moved  that  the  Council  recommend  that 
the  Insurance  Committee  investigate  along  the  lines 
of  this  insurance  and  report  to  the  Council  at  the 
April  meeting.  Seconded  and  carried. 

Dr.  Kelly  next  gave  a written  report  of  the  Cancer 
Committee.  It  was  moved  and  carried  that  this  re- 
port be  accepted  and  published  and  a report  placed 
on  file  and  the  Committee  be  commended,  especially 
the  chairman,  for  its  excellent  work.  Carried. 

It  was  moved  and  seconded  that  the  Council  write 
a letter  of  appreciation  to  Dr.  Potter  for  his  many 
years  of  service  as  Councilor.  The  same  to  be  signed 
by  each  councilor.  Carried. 

Dr.  A.  A.  Conrad  of  Crete,  newly  appointed  Coun- 
cilor of  the  7th  District,  was  introduced  to  the  Coun- 
cil by  President  Selby. 

President  Selby  stated  that  the  Nebraska  State 
Tuberculosis  Association  would  desire  a committee 
similar  to  our  Cancer  Committee  to  act  as  a connect- 
ing link  between  the  Nebraska  State  Medical  Asso- 
ciation and  it.  Dr.  Selby  moved  that  such  a commit- 
tee be  recommended  to  the  House  of  Delegates.  Sec- 
onded and  carried. 

At  this  point  adjournment  was  taken  for  dinner. 

The  evening  session  was  called  to  order  by  Dr. 
Brush. 

Dr.  Davis,  for  the  Auditing  Committee,  made  the 
following  report:  The  Auditing  Committee  accepts 

the  reports  submitted  and  assume  that  they  are  cor- 
rect. The  Auditing  Committee,  after  carefully  exam- 
ining the  financial  reports  submitted,  do  hereby  ap- 
prove the  same  and  recommend  the  same  for  your 
acceptance  and  that  the  same  be  published  in  the 
Journal.  Signed:  Homer  Davis,  R.  D.  Bryson,  and 

Dexter  D.  King. 

It  is  now  moved  by  Dr.  King  that  the  motion  con- 
cerning the  executive  secretary  which  was  laid  on 
the  table  at  the  afternoon  session  be  now  taken  from 
the  table.  Carried. 

After  much  general  discussion,  the  motion  was 
made  that  the  executive  secretary  be  retained  and 
that  the  committee  to  employ  him  should  be  appoint- 
ed. This  committee  to  have  the  same  personnel  as 
the  previous  committee  which  employed  him.  Car- 
ried. 

Dr.  King  moved  that  not  to  exceed  $5  per  member 
of  the  dues  be  allocated  to  this  committee  to  be  used 
for  the  expenses  of  the  executive  secretary.  This 
was  seconded  and  carried. 

Dr.  Hays,  chairman  of  the  Public  Activities  Com- 
mittee, gave  a verbal  report  on  this  committee.  He 
recommended  that  this  committee  be  disbanded, 
since  in  his  opinion,  the  function  of  this  committee 
has  been  taken  over  by  other  departments  of  the 
Association. 

However,  he  did  say  that  three  things  which  the 
Public  Activities  Committee  had  done  should  be  in 
his  opinion,  continued:  (1)  Health  Week  during  the 
annual  meeting,  (2)  State  Fair  Activity,  (3)  Pub- 
licity during  the  annual  meeting. 

It  was  moved  and  seconded  that  Dr.  Hays’  report 
be  accepted  with  the  exception  of  the  disbanding  of 
this  committee.  Carried. 
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Dr.  Lehnhoff  made  a motion  of  appreciation  for 
the  good  work  Dr.  Hohlen  had  accomplished  during 
the  past  years  as  Chairman  of  the  Campaign  Com- 
mittee and  it  was  with  regrets  that  he  could  not 
carry  on  further. 

There  being  no  further  business,  the  meeting  ad- 
journed. 


SECRETARY’S  REPORT 

During  the  year  1935  the  Nebraska  State  Medical 
Association  had  a membership  of  1,117.  This  was  a 
gain  of  7 members  over  1934.  59  new  members  were 

obtained,  27  old  members  were  reinstated  and  79 
became  delinquent.  As  usual  the  regular  letters  were 
sent  to  delinquents  and  eligible  non-members. 

The  year  1935  was  in  the  belief  of  the  Secretary 
one  of  the  most  important  years  in  the  history  of 
the  Association.  Due  to  the  hard  times  and  the 
creation  of  the  FERA  it  was  necessary  for  the  Asso- 
ciation to  connect  itself  with  the  latter  institution, 
as  it  carried  the  medical  service  as  part  of  its  pro- 
gram. The  Committee  on  Public  Policy  and  Legisla- 
tion and  the  Campaign  Committee  working  with  the 
Director  of  the  PERA  saw  the  Association’s  part  in 
the  program  brought  to  an  efficient  working  system. 
During  this  year  also  the  Association  saw  this  whole 
set-up  suddenly  smash  and  go  out  of  existence,  due 
to  the  change  in  directors  of  the  FERA. 

The  State  Legislature  was  a cause  of  much  con- 
cern and  work.  Forty  some  bills  of  interest  to  the 
Association  were  introduced  by  the  Legislature. 
Among  these  were  a State  Medicine  Bill,  a Welfare 
Bill  and  a new  Compensation  Bill.  These  bills,  in 
particular,  all  contained  serious  situations  for  the 
medical  profession.  A few  bills  introduced  were  fa- 
vored by  the  representatives  of  the  Association. 
These,  however,  were  minor  in  importance.  Working 
to  the  best  of  its  ability,  employing  as  usual  an  at- 
torney, and  accepting  assistance  from  friends  wher- 
ever this  was  available,  all  bills  were  satisfactorily 
taken  care  of  with  the  exception  of  one.  This  Bill 
took  the  nurses  out  from  under  the  control  of  the 
Department  of  Health  and  placed  them  under  the 
Department  of  Education.  The  Association’s  repre- 
sentatives were  in  respect  to  this  bill  placed  in  such 
a position  that  they  could  do  nothing  but  stand  by 
and  allow  the  Bill  to  become  a law. 

The  year  1935  also  saw  other  committees  doing  good 
work.  Details  of  these  will  be  found  in  the  respective 
reports  of  these  Committees. 

The  House  of  Delegates  increased  the  dues  to  $10.00. 
This  was  to  enable  the  Council  to  employ  a full  time 
Executive  Secretary.  In  September  it  was  thought 
best  for  several  reasons  not  to  wait  until  the  first  of 
the  year  and  President  Selby  called  a meeting  in 
September  at  which  $1,500.00  was  withdrawn  from 
our  reserves,  and  Mr.  M.  C.  Smith  was  employed.  Mr. 
Smith  began  work  October  1st,  and  has  been  working 
strenuously  ever  since,  From  numerous  contacts, 
through  the  mails  and  personal  your  Secretary  re- 
ports that  he  has  had  nothing  but  favorable  comments 
on  Mr.  Smith’s  work.  By  his  efforts  two  County  So- 
cieties have  been  revived  namely:  Northwest  Ne- 

braska Medical  Society  and  the  Four  County  Medical 
Society.  One  new  County  Society  has  been  organ- 
ized, the  Garden-Keith-Perkins  County  Medical  So- 
ciety. 

The  annual  meeting  was  the  second  largest  in  our 
history  and  had  been  thoroughly  reorganized. 

The  finances  of  the  Association  will  be  discussed  in 
another  part  of  this  report.  All  in  all  your  Secretary 
believes  1935  not  only  to  have  been  one  of  the  most 
important  years  in  the  history  of  the  Association  but 
also  one  of  its  most  successful. 

R.  B.  ADAMS,  Secretary. 


REPORT  OF  THE  COMMITTEE  ON 
JOURNAL  AND  PUBLICATION 

Economic  conditions,  while  still  decidedly  adverse, 
are  less  so  than  they  have  been  for  the  past  few 
years  and  we  all  look  more  hopefully  to  the  future. 

For  the  year  1935  the  reading  pages  of  The  Nebras- 
ka State  Medical  Journal  were  again  held  strictly  to 
forty  per  month.  All  the  illustrations  that  appeared 
in  the  Journal  were  paid  for  by  the  authors  of  the 
articles  to  which  the  illustrations  pertained.  The 
half  tone  of  the  president  was  the  only  one  charged 
to  the  Journal  fund.  That  is  a courtesy  due  the  high- 
est official  of  the  association.  The  cut  of  the  Wom- 
en’s Auxiliary  president  was  paid  for  by  her  husband. 
These  details  are  given  so  you  may  know  how  care- 
ful the  publication  board  has  been  to  keep  expenses 
within  reasonable  limits. 

For  two  years  past  the  business  manager  has  not 
received  any  compensation  for  his  services  as  busi- 
ness manager,  the  only  money  going  to  that  office 
being  the  amount  paid  to  the  office  assistant — $75.00 
per  month.  In  1934  the  printer — The  Huse  Publishing 
Co. — made  us  a special  reduction  of  7%  from  the 
contract  publication  price.  A new  contract  entered 
into  in  January,  1935,  was  on  a basis  of  ten  per  cent 
advance  over  the  former  contract.  Effective  July  1st, 
1935,  a special  reduction  on  the  contract  price  of  5% 
was  made  for  the  remainder  of  the  year  1935.  The  edi- 
tor remitted  his  December  salary  for  1935  as  his  con- 
tribution toward  balancing  the  budget.  Withdrawals 
from  investments  in  building  and  loan  associations 
amounting  to  $848.07  have  been  added  to  the  Journal 
working  fund. 

An  analysis  of  the  Report  of  the  Journal  Fund  dis- 
closes that  the  income  for  advertising  for  1935  ex- 
ceeded that  of  1934  by  approximately  $400  ($395.18), 
while  the  expense  for  publication  was  approximately 
$100  more  ($99.36). 

There  was  on  hand  in  the  Journal  Fund,  January  1, 
1935,  $218.48. 

The  publication  board  respectfully  requests  an  ap- 
propriation as  before  of  $1.50  per  member  for  the 
ensuing  year. 

F.  A.  Long,  Chairman. 


REPORT  OF  THE  STATE  CANCER 
COMMITTEE 

Since  the  last  report  made  on  January  14th,  1935, 
twenty-six  sub-committees  were  appointed  to  cover 
various  phases  of  cancer,  each  sub-committee  has  a 
chairman  and  from  three  to  nine  members.  Member- 
ship on  any  sub-committee  is  open  to  any  of  the  men 
interested  in  the  work  in  that  particular  field.  Some 
of  these  sub-committees  have  made  partial  reports  on 
the  results  of  their  work,  while  others  have  not  as 
yet  been  heard  from  but  all  are  quite  enthusiastic 
and  doing  some  work.  For  a complete  list  of  sub- 
committees see  page  344,  September,  1935,  Nebraska 
State  Medical  Journal. 

At  the  last  annual  medical  meeting  a cancer  hour 
on  the  program  sponsored  by  the  Cancer  Committee 
seemed  to  be  favorably  received.  The  program  was 
as  follows: 

“The  Schiller  Test  for  Cancer  of  the  Cervix,”  Earl 
Sage,  M.  D. 

“Recent  Developments  Concerning  Tumors  of  the 
Breast  with  Special  Reference  to  Transillumination,” 
Herbert  Davis,  M.  D. 

“Tumors  of  the  Testicle  with  Particular  Reference 
to  the  Aschheim-Zondek  Test,”  F.  C.  Hill,  M.  D. 

In  the  November  issue  of  The  Nebraska  State  Jour- 
nal, Dr.  F.  L.  Rector’s  report  on  Cancer  in  Nebraska 
was  published.  This  filled  practically  the  entire 
Journal  for  that  month  and  should  be  a valuable  ref- 
erence for  the  men  in  the  society. 

The  American  Society  for  the  Control  of  Cancer 
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showed  their  exhibit  at  the  annual  state  meeting.  It 
was  a very  interesting  and  instructive  and  well 
patronized  during-  the  meeting. 

In  late  November  a tentative  agreement  was  en- 
tered into  by  the  State  Cancer  Committee,  The  Am- 
erican Society  for  the  Control  of  Cancer  and  the  Ne- 
braska Division  of  the  Federation  of  Women’s  Clubs 
to  reach  the  members  of  the  women’s  organizations 
in  the  state  of  Nebraska  during  the  coming  year  with 
some  program  for  lay  education  on  cancer.  This  pro- 
gram is  not  yet  complete  but  it  will  be  the  first  work 
along  this  line  since  the  organization  of  the  Cancer 
Committee. 

A meeting  of  the  Cancer  Committee  was  called  for 
January  thirteenth  at  the  Fontenelle  hotel.  Drs. 
Covey  and  Kelly  attended. 

It  was  decided  that  the  program  of  lay  education 
should  be  started  by  cooperating  with  the  state 
branch  of  the  American  Federation  of  Women’s 
Clubs,  that  an  attempt  would  be  made  to  reach  all 
the  women  of  the  state  with  the  material  submitted 
for  the  education  of  the  laymen  by  the  various  sub- 
committees appointed  last  year.  If  this  can  be  ar- 
ranged satisfactorily  it  will  simplify  the  problem 
greatly  and  it  is  hoped  that  it  can  be  broadened  to 
include  the  entire  cancer  lay  education  program. 

In  reply  to  a letter  from  Dr.  Neely,  chairman  of  the 
exhibit  for  the  coming  state  medical  meeting,  it  was 
decided  that  some  cancer  exhibit  should  be  used  at 
that  time. 

The  matter  of  the  Cancer  Committee’s  activities  in 
the  coming  state  program  was  also  discussed  and  it 
was  decided  that  the  following  subjects  receive  some 
consideration:  breast,  rectum,  uterus  and  biopsy.  Dr. 
Max  Cutler  of  Chicago  has  been  secured  as  the  guest 
speaker  on  the  Cancer  Program  and  he  will  discuss 
“Breast.”  The  speakers  on  the  other  subjects  were 
tentatively  agreed  upon  but  their  acceptance  to  ap- 
pear has  not  yet  been  secured. 

It  is  requested  that  some  funds  for  carrying  on  the 
work  of  the  Cancer  Committee  be  authorized  by  the 
Council  of  the  State  Society.  Money  is  necessary 
for  stationery,  stamps  and  educational  pamphlets.  No 
charge  for  labor  is  anticipated. 

As  Chairman  of  the  Cancer  Committee,  I wish  to 
thank  the  members  of  the  Cancer  Committee,  the 
Officers  of  the  State  Society,  and  some  of  the  chair- 
men of  the  sub-committees  who  have  been  so  kind 
and  cooperative  in  their  work. 

Respectfully  submitted, 

James  F.  Kelly,  M.  D.,  Chairman. 


REPORT  OF  FRACTURE  COMMITTEE 

In  compliance  with  the  motion  adopted  at  the  last 
meeting  of  the  Nebraska  State  Medical  Association 
in  Omaha,  your  president,  Dr.  Claude  A.  Selby,  ap- 
pointed the  following  members  of  the  State  Fracture 
Committee: 

Sub-Committee:  Dr.  E.  F.  Leininger,  McCook;  Dr. 
W.  J.  Arrasmith,  Grand  Island;  Dr.  Ted  E.  Riddell, 
Scottsbluff;  Dr.  T.  J.  Kerr,  North  Platte;  Dr.  F.  H. 
Morrow,  Columbus;  Dr.  C.  G.  Moore,  Fremont;  Dr. 
A.  A.  Larsen,  Homer;  Dr.  R.  E.  Roche,  Sidney;  Dr. 
Joseph  Kuncl,  Alliance;  Dr.  A.  A.  Smith,  Hastings; 
Dr.  M.  D.  McDowell,  Chadron;  Dr.  F.  W.  Buckley, 
Beatrice;  Dr.  D.  O.  Hughes,  Fairbury;  Dr.  George 
Salter,  Norfolk;  Dr.  C.  L.  Hustead,  Falls  City;  Dr. 
R.  E.  Harry,  York;  Dr.  Charles  H.  Zimmerer,  Nebraska 
City. 

The  members  of  the  committee  consist  of:  Dr.  J.  E. 
M.  Thomson,  chairman;  Dr.  R.  D.  Schrock,  Omaha; 
Dr.  James  W.  Martin,  Omaha;  and  Dr.  C.  K.  Gibbons, 
Kearney. 

A meeting  of  this  Fracture  Committee  was  held 
October  28th,  1935,  at  the  Hotel  Paxton,  in  Omaha. 
As  the  result  of  this  meeting  the  program  of  its 
activities  for  the  coming  year  was  outlined,  as  fol- 
lows: 


I.  That  the  membership  take  an  active  interest  in 
the  local  fracture  problems,  not  from  a dictatorial 
standpoint,  but  rather  from  an  educational  angle. 

1.  First  by  acquainting  themselves  with  what  is 
recognized  as  adequate  first-aid  and  treatment  of 
fractures. 

2.  Second,  fostering  fracture  programs  and  dem- 
onstrations along  these  approved  lines  at  county  so- 
ciety meetings  and  councilor  district  meetings. 

3.  Third,  having  an  active  part  in  fracture  prob- 
lems of  their  particular  district,  and  promoting  intel- 
ligent understanding  of  the  layman’s  part  in  first-aid 
to  fractures. 

II.  The  committee  further  suggests  that  approved 
programs  be  developed  for  county  and  councilor  dis- 
trict meetings. 

III.  Also,  that  an  effort  be  made  to  have  a scien- 
tific exhibit  at  the  Nebraska  State  Medical  Meeting 
in  1936,  and  also  have  a fracture  symposium  at  that 
time. 

So  far,  several  councilor  district  meetings  have 
been  arranged  with  fracture  demonstrations;  and  a 
fracture  symposium,  as  well  as  scientific  exhibits, 
are  being  arranged  for  the  State  Medical  meeting 
this  year,  to  be  held  in  Lincoln. 

In  presenting  this  report  it  is  our  hope  that  the 
stimulus  furnished  by  our  efforts  throughout  the 
state,  and  at  the  State  Medical  Meeting,  will  justify 
our  existence.  Respectfully  submitted, 

J.  E.  M.  Thomson,  Chairman. 


GENERAL  FUND 

STATEMENT  OF  CASH  RECEIPTS  AND 


DISBURSEMENTS 
January  1,  1935  to  December  31,  1935 
Cash  Receipts: 

Membership  Dues  $5,546.00 

Dues  for  1934 10.00 


Total  Cash  Receipts $5,556.00 

Cash  Transferred  to  Other  Funds: 

Journal  Fund  $1,660.50 

Medico-Legal  Advisory  Fund 1,107.00 

Total  Cash  Transferred $2,752.50 

Balance  Available  for  General  Fund $2,788.50 

Withdrawals: 

Omaha  National  Bank,  Government  Bonds... .$1,565. 49 
Cash  on  Hand  January  1,  1935 686.17 


$5,040.16 

Cash  Disbursements: 

Salaries — R.  B.  Adams $ 600.00 

M.  C.  Smith 750.00 

Rent  $180.00 

Telephone  92.66 

Printing  74.00 

Bank  Charge  2.16 

Government  Check  Charge 2.99 

Check  Book  7.70 

Stamps  100.89 

Table  for  Mimeograph 4.00 

File  Cabinet  6.40 

Secretary  of  State 1.00 

Insurance  Premium  5.00 

Lincoln  Printing  Company 

(Membership  Cards)  14.75 

Flowers  (Tanner  and  Summers)..  15.00 

Dr.  F.  A.  Long  (1934  Expense) 100.00 

Debaters  Information  Bureau 

(Handbook  on  State  Medicine)  2.62 
Nebraska  Typewriter  Company 

(Repair  on  Mimeograph) 7.00 

Star  Mail  Publishing  Company 
(Envelopes  and  Stationery  for 
Dr.  F.  A.  Long) 10.25 

$ 626.42 
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Miscellaneous  Expense: 

M.  C.  Smith — Expense $831.81 

Councilor  Expense  328.48 

Huse  Publishing-  Company — Pro- 
grams   - 76.92 

Program  Committee  48.10 

Legislative  Committee  24.75 

Campaign  Committee  580.76 

Letters  Mailed  in  Re  Discontinu- 
ance of  FERA  Contract 56.60 

Rosa  Runge  (Expense  at  Meeting)  12.33 

Expense  of  Speakers  at  Meeting..  355.08 

All  Makes  Typewriter  Company 

(Rental  on  Typewriter) 2.00 

Rebate  on  Dues: 

W.  L.  Shaw $10.00 

Rudolph  Decker  1.00 

Clayton  Andrews  5.00 

W.  S.  Ramaciotti 5.00  21.00 


Convention  Expense: 

R.  W.  Fouts $ 83.75 

B.  F.  Bailey 89.15 

J.  Stanley  Welch 12.50 

Alice  Cary  Gilchrest 132.00 


$2,337.83 


$ 317.40 


Total  Disbursements  for  Year  1935 $4,631.65 

Balance  Cash  on  Hand  December  31,  1935 $ 408.51 

GENERAL  FUND 

STATEMENT  OF  INVESTMENTS 
January  1,  1935  to  December  31,  1935 
Investments  on  Hand  January  1,  1935: 

Cash  Held  by  Omaha  National 

Bank  $ 46.77 

Securities  Held  by  Omaha  Na- 
tional Bank  6,020.00 

$ 6,066.77 

Balance  in  Account  — ■ Omaha  Bldg. 

& Loan  Assn $1,117.09 

Balance  in  Account — Nebraska  Cen- 
tral Bldg.  & Loan 1,514.42 

Balance  in  Account  — Conservative 

Savings  & Loan 2,799.30 

Balance  in  Account  — United  Sav- 
ings & Loan 1,157.29 

$ 6,588.10 


Disbursements  During  Year  1935: 

Trustee  Fee  $ 10.00 

Purchase  of  Bonds: 

$550  U.  S.  Treasury  3*4%  @ 

$105.24  581.63 

Accrued  Interest  8.54 

$300  U.  S.  Treasury  3*4%  @ 

$105.15  316.41 

Accrued  Interest  4.36 

$450  U.  S.  Treasury  3%%  @ 

$106.30  481.22 

Accrued  Interest  7.11 

$ 50  U.  S.  Treasury  2%%  @ 

$100.15  plus  75c 50.98 

Accrued  Interest  .34 

$350  U.  S.  Treasury  2%%  @ 

$100.22  352.41 

Accrued  Interest  2.41 


$ 1,815.41 

Investment  on  Hand  January  1,  1936 $11,229.92 

Represented  by: 

Overdraft — Omaha  National  Bank  $ .92 

Securities  Held  by  Omaha  Nation- 
al Bank: 

W.  H.  Harms  Loan  6% $1,000 

Zannie  Z.  Marshall  5%%--  370 

John  O.  Wentworth  6% 2,500 

U.  S.  Treasury  Bond  3%....  400 

U.  S.  Treasury  Note  2^4%  100 

U.  S.  Treasury  Bond  3%%  50 

U.  S.  Treasury  Bond  3^4,%  450 

U.  S.  Treasury  Bond  3*4%  300 

U.  S.  Treasury  Bond  3*4%  150 

U.  S.  Treasury  Bond  2%%  400 


$5,720.00 


$ 5,719.08 

Balance  in  Account — Omaha  Bldg. 

& Loan  Assn $ 869.03 

Balance  in  Account — Nebraska  Cen- 
tral Bldg.  & Loan 1,194.42 

Balance  in  Account  — Conservative 

Savings  & Loan 2,290.10 

Balance  in  Account  — United  Sav- 
ings & Loan  Assn 1,157.29 


$ 5,510.84 


$12,654.87 

Transferred  to  General  Fund  Check- 
ing Account: 

Omaha  National  Bank: 

October  7th  $ 503.50 

November  7th  542.73 

December  6th  519.26 

$ 1,565.49 
$11,089.38 

Additions  to  Investments  During  Year  1935: 

By:  Interest  Credits — Omaha  Na- 
tional Bank  $ 181.90 

Dividend  Credits  — Omaha 

Bldg.  & Loan 23.40 

Dividend  Credits — Conserva- 
tive Savings  & Loan  Assn...  50.65 

$ 190.46 

Investment — Omaha  National 
Bank: 

U.  S.  Treasury $550.00 

U.  S.  Treasury 300.00 

U.  S.  Treasury 450.00 

U.  S.  Treasury 50.00 

U.  S.  Treasury 350.00  $1,700.00 

$ 1,955.95 


$13,045.33 


Total  Investments  on  Hand  January  1,  1935.... $11, 229. 92 


MEDICO-LEGAL  FUND 

STATEMENT  OF  CASH  RECEIPTS  AND 
DISBURSEMENTS 

January  1,  1935  to  December  31,  1935 
Cash  Receipts: 

Share  Dues  Received  from  Gen- 


eral Fund  $1,107.00 

Cash  on  Hand  January  1,  1935 1,524.80 


$2,631.80 

Cash  Disbursements: 

R.  W.  Fouts,  Salary $ 600.00 

Attorney  Fees: 

Haggart  & Haggart  (Re  E.  C. 

Hanisch)  150.00 


$ 750.00 

R.  W.  Fouts,  Expense $ 123.10 

Government  Check  Charge .48 


$ 123.58 


Total  Cash  Disbursements $ 873.58 


Balance  on  Hand  December  31,  1935 $1,758.16 
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MEDICO-LEGAL  FUND 

STATEMENT  OF  INVESTMENTS 
January  1,  1935  to  December  31,  1935 
Investments  on  Hand  January  1,  1935: 


Cash  Held  by  Omaha  National 

Bank  $ 120.43 

Securities  Held  by  Omaha  National 

Bank  5,500.00 

Balance  in  Account  — United  Sav- 
ings & Loan 1,157.29 

Total  January  1,  1935 $6,777.72 

Interest  Credited  During  Year: 

Omaha  National  Bank $ 188.69 

Addition  to  Investments: 

U.  S.  Treasuries  $100;  $100  and 
$1,150.00  1,350.00 

$1,538.69 


$8,316.41 

Cash  Transferred: 

Investment — 

Omaha  National  Bank — Govern- 
ment Bonds  $1,153.59 

Omaha  National  Bank — Govern- 
ment Bonds  105.75 

Omaha  National  Bank — Govern- 
ment Bonds  106.94 

Trustee  Fee  for  Year 10.00 

Interest  Accrued  8.00 

$1,384.28 


Investments  on  Hand  January  1,  1936 $6,932.13 

Represented  by: 

Cash  Held  by  Omaha  National 

Bank  $ 24.84 

Securities  Held  by  Omaha  Na- 
tional Bank  5,750.00 

Balance  in  Account — United  Sav- 
ings & Loan 1,157.29 

$6,932.13 


Publication  Expense: 

Huse  Publishing  Company $3,753.54  $3,613.04 

Baker- Docherty  Engraving 

Company  192.23  179.65 

Bank  Charge  3.19  4.70 

Government  Tax  Charge 1.10 

Universal  Press  Clipping 

Bureau  42.00  42.00 

Code  Authority  10.00 

Check  Book  for  Journal  Fund....  5.00  

Joyce  Ayres  Agency 60.25  28.18 

State  Journal  (Cuts) 27.92  7.10 


$4,084.13  $3,885.77 

Total  Direct  Disbursements $6,084.13  $5,985.77 


Excess  Disbursements  Over  Cash $ 77.28 

Excess  Cash  Over  Disbursements...^  141.54 

Cash  on  Hand  January  1 $ 76.94  154.22 

Total  Cash  on  Hand — Jan.  1,  1936.—$  218.48  

Total  Cash  on  Hand — Jan.  1,  1935 $ 76.94 


JOURNAL  FUND 

STATEMENT  OF  INVESTMENTS 
January  1,  1935  to  December  31,  1935 
Investments  on  Hand  January  1,  1935: 

Balance  in  Account — Omaha  Loan  & Bldg. 

Assn $1,935.29 

Balance  in  Account — Standard  Savings  & 

Loan  832.83 

Balance  in  Account — Union  Savings  & 

Loan  Assn 1,630.49 

Balance  in  Account — United  Savings  & 

Loan  840.19 

Balance  in  Account — Omaha  National 
Bank: 

Investments  $400.00 

Cash  on  Hand 23.87 

$ 423.87 


JOURNAL  FUND 

STATEMENT  OF  CASH  RECEIPTS  AND 
DISBURSEMENTS 

January  1,  1935  to  December  31,  1935  as  Compared  to 
January  1,  1934  to  December  31,  1934 


1935  1934 

Direct  Journal  Receipts: 

Advertising  Space  $3,298.48  $2,903.30 

Cuts  164.08  96.04 

Copies  Sold  13.46  10.40 

Subscriptions  to  Journal 28.25  48.50 

Dividend — Cooperative  Advertis- 
ing Agency  212.83  139.29 


Total  Direct  Receipts $3,717.10  $3,197.53 

Share  Dues  Rec’d — General  Fund....  1,660.50  1,651.50 

Withdrawals: 

Omaha  Bldg.  & Loan  Assn $ 387.00  $ 208.84 

Union  Savings  & Loan  Assn 377.79  181.82 

Standard  Savings  & Loan  Assn 83.28  323.88 

United  Savings  & Loan  Assn 300.00 


$ 848.07  $1,014.54 


Total  Receipts — All  Sources $6,225.67  $5,863.57 

Direct  Journal  Disbursements: 

Salaries: 

Dr.  F.  A.  Long $1,100.00  $1,200.00 

Rosa  Runge  Robertson 900.00  900.00 


$2,000.00  $2,100.00 


$5,662.67 

Additions  to  Investments  During  Year: 

Represented  by: 

Dividend  Credits — Union  Savings  & Loan: 


July  1,  1935 $ 12.62 

December  31,  1935— 12.75 

$ 25.37 

Dividend  Credits — Omaha  Bldg.  & Loan: 

July  1,  1935..„ $ 23.22 

December  31,  1935 19.64 

$ 42.86 

Government  Bonds — Omaha  National  Bank: 

Interest  During  1935 $ 10.95 


$ 10.95 


Cash  Transferred: 

Postage  and  Insurance  Bond  to 
Lincoln  for  Endorsement $ 


$5,741.85 


.30 


Mailing  Expense  in  Connection 
With  Exchange  of  Called 

Fourth  Liberty  .25 

Withdrawals: 

Omaha  Bldg.  & Loan  Assn 387.00 

Union  Loan  & Savings  Assn 377.79 

Standard  Savings  & Loan  Assn.  83.28 


$ 848.62 


Total  Investments  on  Hand  January  1,  1936— $4,893.23 


Volume  21 
Number  3 


ANNUAL  COUNCILOR  MEETING 


105 


Represented  by: 

Balance  in  Omaha  Bldg1.  & Loan  Assn $1,591.15 

Balance  in  Standard  Savings  & Loan  Assn.  749.55 

Balance  in  Union  Savings  & Loan  Assn 1,278.07 

Balance  in  United  Savings  & Loan  Assn 840.19 

Balance  in  Account — Omaha  National  Bank: 

Investments  $400.00 

Cash  on  Hand 34.27  434.27 


$4,893.23 


FINANCIAL  STATEMENT 
STUDENT  LOAN  FUND  1935 


DEBITS 

Jan.  1.  1935 — Cash  on  Hand $450.25 

Feb.  1,  1935— Int.  No.  6 6.00 

Feb.  1,  1935 — Int.  and  Loan  No.  5 106.00 

Feb.  28,  1935— Int.  No.  3 6.00 

Mar.  21,  1935 — Int.  and  Loan  No.  4 25.00 

April  8,  1935 — Int.  and  Loan  No.  4 25.00 

June  10,  1935 — Int.  and  Loan  No.  4 25.00 

Sept.  3,  1935 — Int.  and  Loan  No.  4 25.00 

Oct.  31,  1935 — Int.  and  Loan  No.  4 25.00 


Total $693.25 

CREDITS 

Feb.  1,  1935 — Loan  No.  6 $100.00 

Mar.  1,  1935 — Loan  No.  7 100.00 

Oct.  1,  1935— Loan  No.  7 100.00 

Oct.  1,  1935— Loan  No.  8 100.00 


Total $400.00 

SUMMARY  OF  NOTES 

Student  No.  1 — Note  and  Interest $118.00 

Student  No.  2 — Note  and  Interest 354.00 

Student  No.  3 — Note  and  Interest 218.00 

Student  No.  4 — Note  and  Interest 210.00 

Student  No.  5 — Paid  in  Full 

Student  No.  6 — Note  and  Interest 412.00 

Student  No.  7 — Note  and  Interest 200.00 

Student  No.  8 — Note  and  Interest 100.00 


Student  Loan  Fund  Committee: 
F.  A.  LONG 
J.  H.  LEHNHOFF 
A.  P.  OVERGAARD 


FINANCIAL  STATEMENT 

January  9,  1936 

CAMPAIGN  COMMITTEE 


RESOURCES 

Balance  on  Hand,  May  13,  1935 $162.69 

Received  from  Secretary  of  Nebraska  State 

Medical  Association,  July  2,  1935 261.05 

Received  from  Secretary,  Nebraska  State 
Medical  Association,  December  2,  1935 19.71 


Total  Cash  on  Hand $443.45 

DISBURSEMENTS 

Long  Distance  Calls  and  Telegrams $ 50.80 

Salary  ' 11.40 

Postage,  Stationery,  Mimeograph  Supplies 78.20 

Attorney  Fees  303.05 


Total  Disbursements  $443.45 


RECTAL  GONORRHEA  IN  WOMEN 
Clement  L.  Martin,  Chicago  ( Journal  A.  M. 
A.,  Jan.  19,  1935),  points  out  the  fact  that  rectal 
gonorrhea,  especially  in  women,  is  a more  fre- 


quent complication  of  genital  gonorrhea  than  is 
generally  known.  The  chief  reason  why  it  is  re- 
garded as  rare  is  that  it  is  often  overlooked.  The 
conception  that  the  infection  usually  causes  a 
severe  rectal  inflammation  is  not  true ; anal  ulcer, 
rhagades  or  condylomas  are  not  common  con- 
comitants. Perhaps  too  many  students  and  phy- 
sicians have  obtained  their  present  notions  of 
rectal  gonorrhea  from  the  free  clinic  or  hospital 
dipensary,  where  Negroes  are  treated  and  where 
proctitis  obliterans  patients  are  seen  and  the  prob- 
able relation  of  gonorrhea  to  the  stricture  has 
been  stressed.  In  111  cases,  three  presented 
superficial  fissures ; perianal  suppurative  disease 
was  found  in  three  cases : two  presented  fistulas 
and  one  a short  sinus  communicating  with  an 
inflamed  fibrosed  crypt.  In  four  patients  the 
mucosa  of  the  terminal  rectum  had  a nodular 
surface ; i.  e.,  the  early  polypoid  change  that  re- 
sults from  chronic  mucosal  infection.  Superficial 
erosions,  in  small  spots  from  1 to  2 mm.  in  di- 
ameter were  observed,  on  the  mucosa  just  above 
its  junction  with  the  skin  in  four  instances.  No 
rectal  or  anal  ulcers  were  encountered.  Although 
a number  of  these  cases  were  examined  with  the 
proctoscope  very  early  in  the  course  of  their  gen- 
ital and  rectal  infections,  the  very  severe  cases 
described  bv  some  writers  were  not  observed. 
Some  of  the  women  had  much  discomfort,  espe- 
cially at  defecation,  but  not  many,  and  the  ano- 
rectal inflammation  was  not  uniformly  propor- 
tionate to  the  complaint  of  the  patients.  Stubmer 
has  described  four  phases  of  the  disease.  Only 
the  last  twro  usually  are  seen.  In  the  first  phase 
the  mucosa  is  swollen  and  fiery  red,  the  mucosal 
folds  are  obliterated,  the  lumen  is  quite  filled  with 
swollen  mucosa,  and  the  central  orifice  is  square, 
irregular  or  arch  shaped.  The  mucosa  bleeds 
easily  and  on  it  there  is  greenish  yellow  mucopus. 
The  anus  is  reddened  and  very  sore.  In  the  sec- 
ond phase  the  swollen  redundant  mucosa  recedes, 
the  normally  arched  lumen  reappears,  the  redness 
lessens,  seedlike  swellings,  the  color  of  the  ad- 
jacent mucosa,  are  seen,  the  pus  becomes  thicker 
and  does  not  adhere  to  the  wall,  and  inflamma- 
tion still  is  present  in  the  anus.  The  third  phase 
appears  after  one  or  two  days ; this  is  the  procto- 
scopic picture  commonly  seen.  There  is  consid- 
erable swelling  and  redness  of  the  mucosa ; the 
seeded  appearance  still  is  generally  present,  and 
thread-like  pus,  is  noted,  which  is  quite  adherent 
to  the  intestinal  wall.  The  fourth  phase  is  char- 
acterized by  the  persistence  of  pus  on  the  normal 
mucosa.  Routine  rectal  smears  should  be  made 
of  all  women  who  exhibit  a gonococcic  infection 
of  the  urethra  or  the  cervix. 
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ANNUAL  MEETING,  LINCOLN 
APRIL  7,  8,  p 
CORNHUSKER  HOTEL 

l 

CALL  FOR  DUES 

Your  annual  dues  if  not  paid  by  this  time 
makes  you  a delinquent,  not  entitled  to  Medical 
Defense  or  to  the  Journal.  On  prompt  payment 
of  dues  you  will  be  reinstated.  Due  to  the  fact 
that  a traveling  or  executive  secretary  has  been 
employed  the  dues  have  been  raised  to  ten  dol- 
lars. Please  send  ten  dollars,  plus  your  county 
society  dues  to  your  county  secretary-treasurer 
at  once  and  be  placed  in  good  standing. 


BUT  FIVE  WEEKS  AHEAD 

The  annual  meeting  is  just  five  weeks  in  the 
future. 

It  is  a time  when  we  meet  and  greet  our 
friends  in  the  profession,  make  new  friends,  get 
the  other  physicians’  ^viewpoint,  study  their  men- 
tal reactions,  talk  medical  economics — perhaps  a 
little  politics — and  have  a good  time  generally. 

A physician’ s private  career  is  a monotonous 
one  and  he  needs  the  association  and  fellowship 
of  his  kind  occasionally  to  arouse  him  from  a life 
of  introversion  to  the  glories  of  the  world  about 
him. 


THE  PRESIDENT-ELECT  SPEAKS  ON 
ORGANIZED  MEDICINE 

Differences  in  opinion  form  the  basis  of  ad- 
vancement in  medicine.  It  is  only  when  doctors, 
either  through  their  own  neglect  or,  more  often 
through  compulsion  of  government  or  church,  ac- 
cept and  follow  tradition  to  the  exclusion  of  con- 
stant search  for  new  truths  that  medicine  stag- 
nates. 

Some  of  the  outstanding  discoveries  of  our 
profession  have  been  made,  not  in  laboratories, 
but  at  the  bedside.  Work  that  will  live  forever 
in  the  history  of  medicine  has  been  done  by  the 
sense  and  senses  of  the  clinician.  Every  physi- 
cian in  our  organization  is  potentially,  therefore, 
a research  worker. 

Doctors  are  said  to  be  poor  business  men ; 
they  are  on  everybody’s  “sucker  list;”  their  in- 
comes are  far  too  low  compared  to  the  services 
rendered ; they  give  too  freely  of  their  time,  mon- 
ey and  strength  ; they  neglect  family  and  friends. 
These  things  do  not  indicate  incompetence,  but 
that  their  professional  interest  outweighs  all  oth- 
er considerations  in  their  lives. 

By  the  same  tokens  none  of  us  can  competent- 
ly care  for  the  needs  of  organized  medicine.  Our 
organization  has  been  too  loose  and  our  efforts 
too  spasmodic  to  accomplish  as  much  as  is  nec- 
essary toward  carrying  out  our  purposes.  Our 
course  has  been  too  much  one  of  resistance  to 
encroachment  on  our  rights,  rather  than  aggres- 
sive advancement. 

Whatever  our  differences  of  opinion  may  be 
medically  speaking,  we  must  have  unity  as  an 
organization.  On  the  other  hand  doctors  must 
be  left  free  to  devote  their  energy  to  professional 
work,  to  research  and  experimentation,  to  the 
care  of  the  sick,  to  prevention  of  disease,  “to  the 
enlightenment  and  direction  of  public  opinion”  in 
medical  things  and  to  all  the  other  “purposes”  set 
forth  in  the  paragraph  quoted  by  your  president, 
Dr.  Claude  Selby,  in  the  January  number  of  your 
Journal. 

To  these  ends  the  profession  of  our  State  took 
a most  important  step  last  May  when  money  was 
provided  to  employ  an  Executive  Secretary.  The 
program  outlined  to  our  secretary  when  he  en- 
tered this  work  last  October  has  gained  consider- 
able momentum.  The  results  have  been  all  we 
could  expect  in  the  short  period  of  three  months. 
The  plans  laid  out  for  the  coming  year  give 
promise  of  going  a long  way  toward  making  a 
unified  Nebraska  State  Medical  Association — 
one  that  presents  an  aggressive  front,  that  as- 
sures both  the  physician  and  the  public  the  best 
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we  can  possibly  give,  yet  one  that  leaves  each  of 
us  free  to  pursue  his  scientific  work  with  all  the 
energy  he  will. 

As  we  enter  the  new  year  your  officers  look 
forward  to  being  of  service  to  you.  We  welcome 
suggestions  and  criticisms.  We  trust  each  of  you 
will  value  your  membership  in  our  association 
and  will  take  an  active  part  in  the  conduct  of  its 
affairs.  Your  County  society  is  the  first  link  in 
the  chain  of  organization  and  merits  your  active, 
wholehearted  support. 

— George  W.  Covey,  Lincoln. 


THE  ANNUAL  MEETING  AND  THE 
PROGRAM 

During  the  past  year  mention  has  been  made 
in  the  State  Medical  Journal  of  the  aims  and  am- 
bitions of  your  program  committee  in  its  endeav- 
or to  provide  you  with  a scientific  program  merit- 
ing your  attendance  during  the  annual  meeting. 
Reasons  have  been  cited  by  your  president  and 
members  of  the  committee,  why  in  their  opinion, 
these  meetings  should  have  the  support  of  the 
entire  membership.  The  opportunity  to  express 
unity  of  purpose  as  a society,  interested  primarily 
in  community  health,  finds  little  outlet  for  pub- 
licity beneficial  to  the  layman  except  through 
meetings  of  this  type.  Here  it  is  that  opportun- 
ity abounds  for  the  exchange  of  experiences  in 
the  everyday  life  of  the  physician,  which  togeth- 
er with  the  new  ideas  to  be  obtained  from  the 
essayists,  is  at  least  stimulating  and  thought  pro- 
voking. Such  reactions  cannot  but  be  reflected 
in  the  physicians’  work  long  after  the  meeting  it- 
self has  been  forgotten. 

The  program  for  this  year’s  meeting  is  well 
diversified.  Full  half  day  sessions  have  been 
turned  over  to  those  primarily  interested  in  Ob- 
stetrics and  Orthopedic  Surgery.  One  hour  ses- 
sions will  be  held  for  those  interested  in  Cancer 
and  Tuberculosis.  Two  of  the  contagious  dis- 
eases, one  of  which  reached  epidemic  proportions 
this  year- — scarlet  fever,  and  cerebro-spinal  men- 
ingitis will  be  discussed  by  two  of  our  distin- 
guished guests,  whose  qualifications  to  discuss 
such  entities  are  well  established.  Other  guests 
by  invitation  will  have  messages  on  such  live  sub- 
jects as  the  care  of  injuries  of  the  hand,  coronary 
disease,  medical  and  surgical  care  of  gallbladder 
disease,  and  fractures — all  of  this  to  be  rounded 
out  by  carefully  chosen  and  well  prepared  papers 
by  members  of  the  Association. 

The  program  committee  would  again  like  to 
emphasize  the  need  of  carrying  through  the  day 
schedule  on  time,  and  would  remind  the  essayists 
and  discussants  that  not  more  than  twenty  and 


three  minutes  respectively,  will  be  permitted  for 
paper  and  completion  of  discussion. 

A real  effort  has  been  made  this  year  to  pro- 
vide opportunity  for  those  interested  in  the  dis- 
play of  scientific  exhibits.  Such  exhibits  should 
be  a feature  of  future  meetings  and  your  com- 
mittee is  working  toward  that  end. 

The  usual  good  fellowship  to  be  found  during 
the  Nebraska  State  Medical  Meeting,  well  known 
to  all,  will  be  ushered  in  by  the  trap  shoot  (and 
golf  if  weather  permits)  and  specialty  group 
meetings  Monday,  April  6th,  to  be  followed  by 
round  table  luncheons  and  dinners. 

It  has  been  said  that  every  physician  needs  his 
medical  association,  it  having  a nourishing  influ- 
ence necessary  to  the  physician  and  not  provided 
for  in  any  other  way.  It  may  also  be  said  that 
the  medical  association  needs  every  physician,  if 
we  are  to  provide  that  very  necessary  united 
front  against  disease  and  the  protection  of  the 
physicians’  interests. 

Try,  therefore,  and  attend  YOUR  state  medi- 
cal association  meeting  this  year.  Remember  the 
dates,  April  7th,  8th  and  9th,  and  the  place — 
Hotel  Cornhusker,  Lincoln. 

— .1.  D.  McCarthy, 
of  Program  Committee. 


DO  YOU  GET  YOUR  JOURNAL 
REGULARLY? 

The  business  manager  and  the  editor  have  a 
lot  of  trouble  with  subscribers  who  for  one  rea- 
son or  another  fail  to  get  the  Journal  regularly. 
Subscribers  who  change  locations  should  at  once 
notify  the  business  manager  at  Lincoln  of  their 
change  of  address  to  get  the  service  they  expect. 
Occasionally,  through  mischance,  a name  is  drop- 
ped from  the  list,  possibly  by  the  printer,  in  mak- 
ing changes  which  occur  from  month  to  month. 
Failure  to  get  any  number  of  the  Journal  should 
at  once  be  reported  to  the  business  manager.  Dr. 
R.  B.  Adams,  Center  McKinley  Bldg.,  Lincoln, 
N’ebr. 

The  editor,  while  always  glad  to  help  any  sub- 
scriber in  his  troubles,  is  not  the  proper  person 
to  address  in  subscription  matters,  since  he  does 
not  have  the  mailing  or  subscription  list. 

Finally,  ‘‘To  err  is  human”;  tell  us  promptly 
of  failures  to  get  the  Journal  and  you  shall  be 
accommodated,  promptly. 


Maybe  the  reason  Methusaleh  lived  to  such  an 
age  was  because  he  didn’t  have  to  worry  about 
his  vitamins. — Atlanta  Constitution. 
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THE  OLIVER  WENDELL  HOLMES  MEM- 
ORIAL TROPHY  OF  NEBRASKA 
This  trophy  was  created  about  a year  ago  and 
the  first  award  is  to  be  made  at  the  next  annual 
meeting,  Nebraska  State  Medical  Association, 
April  7-9,  in  Lincoln.  We  understand  that  the 
Oliver  Wendell  Holmes  Memorial  Trophy  of  Ne- 
braska offered  by  the  department  of  Obstetrics 
and  Gynecology  of  the  University  of  Nebraska, 
for  the  stimulation  of  interest  in  the  lessening  of 


OLIVER  WENDELL  HOLMES  MEMORIAL  TROPHY 


maternal  and  foetal  mortality  in  Nebraska  is  to  be 
awarded  yearly  to  the  councilor  district  with  the 
lowest  maternal  mortality  in  the  preceding  year 
from  January  first  to  December  thirty-first,  in- 
clusive. The  award  will  be  based  on  statistics 
compiled  from  the  bureau  of  vital  statistics  and 
made  by  a committee  from  the  obstetrical  depart- 
ment. The  first  award  will  be  made  at  the  193(i 
meeting  of  the  Nebraska  State  Medical  Associa- 
tion. 

Double  classification  of  maternal  death  shall 
be  set  up. 

a.  Deaths  of  puerperal  origin. 

b.  Deaths  of  maternity  origin. 


Very  hearty  cooperation  has  been  received 
from  the  bureau  of  vital  statistics  in  making  the 
maternal  mortality  records  available.  In  the  year 
1934,  there  were  137  deaths  classified  as  maternal 
mortality.  Revising  them  under  the  rules  formu- 
lated for  the  award  of  this  trophy  it  will  give  a 
markedly  different  corrected  mortality.  The 
questionnaire  sent  out  elicits  very  interesting 
data.  One  person,  of  whom  the  death  certificate 
was  signed  as  secondary  anemia  following  child- 
birth, was  revealed  as  having  been  delivered  three 
years  previously  in  Chicago  and  died  very  sud- 
denly in  Nebraska  without  having  a doctor  pres- 
ent. The  family  had  told  the  doctor  that  the 
woman  had  suffered  with  anemia  since  her  deliv- 
ery. Many  other  just  as  interesting  incidents 
have  occurred. 

The  pamphlet  giving  all  the  details  governing 
the  award  of  the  Trophy  is  manifestly  too  volum- 
inous  for  reproduction  here,  but  may  be  obtained 
by  addressing  the  University  College  of  Medicine 
at  Omaha.  Suffice  it  to  say  that  the  intent  of 
the  Trophy  is  to  stimulate  improved  obstetrics, 
and  a clearer  classification  of  deaths  in  order  to 
eliminate  from  the  classification,  maternal  deaths, 
those  cases  clearly  attributable,  on  investigation, 
to  other  causes. 


HONORARY  MEMBERS 

In  1924  the  House  of  Delegates  adopted  an 
amendment  providing  for  honorary  membership 
in  the  Nebraska  State  Medical  Association,  as 
follows : 

“Honorary  Members.  Honorary  membership  in  this 
Association  may  be  conferred  upon  any  member  by  a 
two-thirds  vote  of  the  House  of  Delegates  in  regular 
session,  upon  the  recommendation  of  the  county  so- 
ciety of  which  he  is  a member,  and  the  approval  of 
the  Board  of  Councilors.  Such  membership  shall  be 
for  life,  unless  said  membership  is  revoked  by  the 
society  of  the  county  in  which  he  resides.” 

Through  some  mischance  this  amendment  is 
not  found  in  the  Revised  Constitution  and  By- 
Laws  as  published  in  1929,  but  it  is  a part  of  the 
law  nevertheless. 

The  by-law  implies  full  membership  including 
The  Nebraska  State  Medical  Journal  and  was  in- 
tended by  its  sponsors  to  show  an  interest  to- 
ward those  members  to  whom  the  world  had  not 
been  kind  in  a substantial  sense  and  who  find 
themselves  in  the  later  years  unable  to  keep  up 
a membership. 

There  are  probably  a few  such  members,  or 
former  members,  in  the  state  at  this  time.  A care- 
ful reading  of  the  above  by-law  will  show  that 
the  initiative  for  honorary  membership  must 
come  from  the  local  county  society  of  the  member 
to  be  honored,  and  this  is  written  to  apprise  the 
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profession  of  the  possibilities  for  honorary  mem- 
bership and  to  present  the  steps  to  be  taken  to 
that  end. 

It  goes  without  saying  that  honorary  mem- 
berships should  only  go  to  a selected  few  whose 
circumstances  are  such  as  to  justify  it. 

In  the  past  about  twenty  such  honorary  mem- 
berships were  granted  among  whom  were  four 
medical  missionaries  in  foreign  fields.  With  a 
few  exceptions,  all  have  passed  away. 


NEBRASKA  SOCIETY  FOR  CRIPPLED 
CHILDREN 

It  will  soon  be  time  for  the  second  annual 
Easter  or  Opportunity  seal  sale  for  the  Nebraska 
Society  for  Crippled  Children. 

This  society  organized  in  Omaha  a little  over 
a year  ago  has  established  and  maintained  head- 
quarters. Calls  have  been  received  for  help  for 
a number  of  indigent  crippled  which  have  been 
taken  care  of  either  directly  or  by  interesting 
some  service  club  in  the  cases.  Two  calls  came 
by  way  of  Washington,  D.  C.,  i.e.,  the  parents 
wrote  to  President  or  Mrs.  Roosevelt  and  by 
them  were  referred  to  the  International  Society 
who  in  turn  referred  them  to  the  Nebraska  So- 
ciety. 

This  shows  the  need  of  a widespread  organ- 
ization in  this  state  with  active  committees  in  each 
county.  An  endeavor  is  now  being  made  to 
establish  these  county  organizations.  Several 
county  medical  organizations  have  been  influ- 
ential in  setting  up  committees  and  it  is  hoped 
more  will  do  so,  for  it  is  only  through  close  co- 
operation of  the  medical  profession  that  the  pur- 
pose may  be  accomplished.  Here  is  a rare  op- 
portunity for  real  service. 

At  the  recent  annual  meeting,  Col.  W.  R. 
Brooks  was  elected  president.  The  medical  ad- 
visory committee  is  composed  of  Drs.  J.  P.  Lord, 
H.  Winnett  Orr,  J.  W.  Martin,  R.  D.  Schrock, 
J.  E.  M.  Thomson. 

RADIO  PROGRAMS  STARTING 

Radio  programs  sponsored  by  The  Nebraska 
State  Medical  Association  under  the  direction  of 
the  executive  secretary  and  with  the  assistance 
of  members  of  the  Association  who  have  charge 
of  the  programs  at  each  station  have  been  inaug- 
urated during  the  past  month.  These  programs 
are  to  carry  to  the  people  of  this  state  the  mes- 
sage of  organized  medicine  as  well  as  health  talks 
which  are  to  be  of  a distinct  public  welfare. 

Plans  have  been  carefully  made  that  these  pro- 


grams will  be  given  exactly  as  scheduled  and  the 
material  presented  will  be  of  interest  as  well  as 
of  benefit  to  the  listening  public. 

We  ask  that  the  physicians  give  these  programs 
as  much  publicity  as  possible  in  their  commun- 
ities over  the  state  that  the  public  as  well  as  the 
medical  profession  may  derive  the  greatest  bene- 
fit from  them. 

It  has  been  so  arranged  that  there  will  be  a 
medical  program  given  in  the  state  on  the  first 
five  days  of  the  week.  One  of  the  stations, 
Scottsbluff,  has  not  yet  started,  but  will  be  on 
the  air  with  our  program  in  a short  time. 

Following  is  the  list  of  stations  and  the  time 
when  the  programs  will  be  presented.  Each 
station  has  a program  entirely  different  from  any 
other  station,  so  you  may  recommend  to  your 
friends  that  they  listen  to  all  programs : 

KMMJ  Clay  Center Monday  2 :15-2  :30 

KGBZ  York  Tuesday  9:00-9:15 

WJAG  Norfolk  Thursday  2:15-2:30 

WAAW  Omaha  Friday  4:45-5:00 


MENTAL  PATIENTS  BROADCAST : 

RESULT  OF  BROADCASTING 

Once  a month  the  patients  of  the  Norfolk  State 
Hospital  broadcast  over  WJAG  in  Norfolk,  Ne- 
braska. 

The  programs  include  such  items  as  a ladies’ 
vocal  quartet,  ladies’  vocal  trio,  harmonica  en- 
semble, a piano  duet,  and  stringed  instrumental 
solos,  duets,  trios  and  groups.  The  violins  and 
guitars  were  made  by  other  patients. 

During  a recent  program  the  following  re- 
marks were  made  by  the  superintendent,  Dr. 
G.  E.  Charlton : 

You  may  be  interested  in  knowing  that,  at  the 
Norfolk  State  Hospital  this  afternoon,  there  are 
at  least  eight  hundred  out  of  over  a thousand 
patients  anxiously  listening  to  their  fellow  pa- 
tients entertain  you,  listening  with  the  same  in- 
terest, joy  and  enthusiasm  as  a college  student 
might  watch  his  fellow  students  in  a college  con- 
test, and  with  the  hope  and  wish  that  you  also 
may  enjoy  this  program.  The  patients  at  the  in- 
stitution are  pleased  and  appreciate  the  courtesies 
and  privileges  extended  to  them  by  Station 
WJAG. 

As  one  patient  expressed  it,  “I  would  like  to 
go  home,  of  course,  but  if  it  is  necessary  that  I 
be  at  the  Hospital,  I am  glad  that  we  are  putting 
on  these  radio  programs,  as  my  relatives  and 
friends  will  understand  the  whole  thing  better 
and  will  not  feel  so  badly  about  my  sickness.” 
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Two  lady  patients  in  particular  were  quite 
anxious  that  the  Hospital  program  should  con- 
tinue because,  using  their  own  words,  “We  think 
the  public  should  know  more  of  mental  sickness 
and  get  away  from  those  old  ideas  of  insanity,” 
and  we  hear  many  more  like  expressions. 

It  is  to  be  remembered  that  the  activities  of  a 
hospital  organization  must  he  extended  beyond 
the  walls  of  the  institution,  and  the  usefulness  of 
a hospital  for  mental  disorders,  as  a healing 
agency,  is  to  be  measured  by  what  it  is  able  to  do 
for  the  individual  patient  entrusted  to  its  care. 
The  sum  of  its  success  with  the  individual  pa- 
tient, constitutes  its  principal  service  to  the  com- 
munity. Other  services  it  may,  and  should  ren- 
der in  the  way  of  education,  prevention  and  re- 
search, but  its  immediate  value  must  be  reckoned 
in  terms  of  what  it  accomplishes  for  the  indi- 
vidual. 

The  hospital  Radio  program,  and  the  manner 
in  which  it  is  conducted  by  Mrs.  C.  D.  Young, 
our  musical  director,  we  find  very  helpful  in 
treating  a large  number  of  patients,  as  one  of 
our  problems  is  to  prevent  too  great  a deperson- 
alization of  the  individual  and  his  submergence 
in  crowd  conditions  and  crowd  management.  This 
has  always  been  a problem  in  large  hospital  prac- 
tice, though  we  have  been  quite  free  from  this 
practice  for  the  reason  that  for  years  we  have 
realized  that  only  by  individual  care  and  treat- 
ment can  we  be  assured  of  any  measure  of  success. 

To  illustrate  to  you  just  what  we  mean  by  in- 
dividual care  and  treatment,  let  me  cite  another 
incident  of  a patient,  who  recovered  after  a period 
of  hospital  treatment,  much  to  the  surprise  of 
her  friends  and  relatives  who  considered  her  con- 
dition hopeless.  When  asked,  sometime  after- 
wards, what  it  was  at  the  Hospital  that  had  done 
so  much  for  her,  her  reply  was,  “They  under- 
stood.” 


SOME  EARLY  NEBRASKA  PHYSICIANS: 
DR.  SAMUEL  B.  McGLUMPHY 

The  name,  Dr.  Samuel  B.  McGlumphy,  should 
have  a place  in  Nebraska  history.  He  was  the 
first  president  of  the  Dakota  Medical  Association 
organized  in  1882  when  the  two  Dakotas  were 
one.  Born  in  Cannonsburg,  Pa.,  he  was  gradu- 
ated from  Rush  Medical  College  in  1864. 

After  practicing  medicine  in  Illinois  eight 
years  he  moved  to  Nebraska,  became  a member 
of  the  Nebraska  State  Medical  Society.  Lie  was 
appointed  assistant  superintendent  of  the  Ne- 
braska Hospital  of  the  Insane  at  Lincoln  in  1874, 
remaining  there  until  1879.  He  was  then  ap- 


pointed superintendent  of  the  Dakota  Hospital 
for  Insane  at  Yankton,  and  held  the  position  un- 
til 1886,  when  he  resigned  to  enter  private  prac- 
tice, in  Yankton.  After  twelve  years  in  Yankton 
he  moved  to  Sioux  City  and  after  five  years  he 
again  moved,  this  time  to  Vermilion,  S.  D.,  in 
1903,  where  he  remained  until  his  death  in  1917, 
according  to  an  account  in  the  February,  1936, 
Journal-Lancet.  He  was  a man  of  high  ideals  in 
medicine  as  is  evidenced  by  his  presidential  ad- 
dress before  the  Dakota  Medical  Association,  on 
“Our  Professional  Likes  and  Dislikes,”  repub- 
lished in  the  journal  above  noted. 


MEETING,  MISSOURI  PACIFIC  MEDICAL 
ASSOCIATION 

Under  the  direction  of  Dr.  O.  B.  Zeinart,  St. 
Louis,  chief  surgeon  of  the  Missouri  Pacific 
Railroad,  ably  assisted  by  Dr.  J.  W.  Duncan, 
Omaha,  division  surgeon,  of  the  same  lines,  the 
seventh  annual  meeting  of  the  Medical  Associa- 
tion of  the  Missouri  Pacific  Railroad  was  held  at 
the  Paxton  Hotel,  Omaha,  January  31  and  Febru- 
ary 1 with  an  attendance  of  over  300  registered. 
A special  train  brought  the  St.  Louis  contingent 
and  regular  trains  brought  surgeons  from  Kan- 
sas City  and  elsewhere  on  the  lines. 

Manifestly  it  would  be  unprofitable  to  repub- 
lish the  entire  program.  Suffice  it  to  say  there 
were  14  papers  presented  on  the  regular  program 
Friday  and  in  addition  the  eye,  ear,  nose  and 
throat  section  held  a round  table  discussion  fol- 
lowing the  noon  luncheon  at  which  three  topics 
were  discussed  while  the  dental  section  also  held 
a round  table  discussion  at  the  same  time,  dis- 
cussing five  topics.  About  forty  attended  each 
sectional  meeting. 

Saturday  morning  Dr.  J.  W.  Duncan  held  a 
general  surgical  clinic,  Dr.  Maurice  E.  Grier  a 
gynecological  clinic  and  Dr.  J.  W.  Martin  an 
orthopedic  clinic,  all  at  St.  Joseph’s  hospital. 

The  banquet  Friday  evening,  presided  over 
by  Dr.  J.  W.  Duncan  as  toastmaster,  was  at- 
tended by  420  persons. 

The  entire  meeting  was  accounted  one  of  the 
most  successful  and  most  largely  attended  yet 
held.  The  chief  surgeon  expressed  his  grateful- 
ness to  the  profession  of  Omaha  for  their  part 
in  the  success  of  the  meeting. 

Dr.  J.  W.  Duncan,  Omaha,  was  elected  presi- 
dent of  the  association  for  the  coming  year. 


“What  is  your  daughter  working  for  at  col- 
lege, an  M.A.  or  an  M.D.  ?” 

“Neither.  An  MRS.” 
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VENEREAL  DISEASE  INFORMATION 

Venereal  Disease  Information  is  a monthly  publica- 
tion prepared  by  the  U.  S.  Public  Health  Service  for 
distribution  among  the  medical  profession  throughout 
the  United  States.  It  measures  approximately  6 by  9 
inches  and  ranges  in  size  from  25  to  75  pages. 

It  is  the  purpose  of  the  Public  Health  Service  in 
issuing  this  publication  to  provide  in  condensed  form 
a monthly  summary  of  the  scientific  developments  in 
the  diagnosis,  treatment,  and  control  of  syphilis  and 
gonorrhea.  More  than  three  hundred  American  and 
foreign  journals  are  reviewed  for  this  work.  Abstracts 
are  made  of  articles  describing  laboratory,  pathologic, 
and  clinical  work  in  the  field  of  venereal  diseases. 

The  most  important  literature  on  every  phase  of  the 
subject  is  presented  in  the  form  of  brief  abstracts 
that  are  easily  read.  An  index  for  the  year  is  pub- 
lished with  the  December  issue. 

During  the  past  year  thousands  of  physicians  found 
this  publication  useful  in  enabling  them  to  keep 
abreast  with  developments  in  venereal  disease  work. 

The  cost  of  this  publication  is  only  fifty  cents  per 
annum,  payable  in  advance  to  the  Superintendent  of 
Documents,  Government  Printing  Office,  Washington, 
D.  C.  It  is  desired  to  remind  the  reader  that  this 
nominal  charge  represents  only  a very  small  portion 
of  the  total  expense  of  preparation,  the  journal  being 
a contribution  of  the  Public  Health  Service  in  its  pro- 
gram with  state  and  local  health  departments  directed 
against  the  venereal  diseases.  If  you  wish  to  secure 
the  valuable  service  which  this  monthly  magazine 
provides,  send  fifty  cents  to  the  Superintendent  of 
Documents,  Government  Printing  Office,  Washington, 
D.  C. 


VENEREAL  DISEASE  CONTROL  IN 
SWEDEN 

Comprehensive  legislation  looking  toward 
venereal  disease  control  in  Sweden  was  first 
enacted  in  1919.  The  principles  thereof  were 
outlined  by  Dr.  Einar  Reitz,  health  officer  of 
Stockholm,  before  the  American  Public  Health 
Association  at  Milwaukee  last  fall: 

Compulsory  treatment  of  infected  persons. 

Free  medical  care,  free  medicines  and  free  hospital 

care. 

Notification  of  cases  without  the  name. 

Notification  of  sources  to  one  health  officer  in  each 
county  or  city. 

Certain  compulsory  measures  against  persons  who 
are  sources  or  may  have  discontinued  treatment. 

Persons  suffering  from  venereal  disease  in  an  in- 
fectious stage  prohibited  from  marrying  or  transmit- 
ting infection. 

Cost  of  . venereal  disease  control  borne  by  the  cen- 
tral government. 

Since  1919  syphilis  has  decreased  from  about 
6,000  to  431  ; gonorrhoea  to  about  only  half  its 
previous  figure. 

Denmark  and  Norway  also  have  regulations 
of  somewhat  similar  nature. 

Thus  it  appears  that  venereal  diseases  can  be 
controlled  by  stringent  legislation,  and  strict  en- 
forcement. 

‘‘Did  you  have  a local  anesthetic?” 

“No.  I went  to  a hospital  in  Boston.” 

— Dartmouth  Jack  O’Lantern. 


“DIAPLEX” 

An  out-state  physician  wrote  to  know  about  a 
product  named  “Diaplex”  being  retailed  to  the 
profession  of  Nebraska  as  a remedy  for  diabetes. 

We  promptly  sent  the  letter  and  accompanying 
circular  to  the  offices  of  the  American  Medical 
Association  in  Chicago  and  received  the  following 
letter : 

“We  axe  sorry  that  we  have  not  much  definite  in- 
formation on  ‘Diaplex.’  We  find  that  just  last  month 
the  Food  and  Drug  Administration,  in  a report  sum- 
marizing its  November  activities,  announced  the 
seizure  of  a consignment  of  Diaplex  shipped  in  inter- 
state commerce.  The  report  described  the  stuff  as  a 
“dried  herb  mixture  for  diabetes,’’  but  did  not  spe- 
cifically say  what  herbs  were  found  in  it.  It  is,  of 
course,  an  affront  to  reputable  physicians  to  presume 
to  interest  them  in  any  such  nostrum.” 


AMERICAN  COLLEGE  OF  SURGEONS, 
SECTIONAL  MEETING,  OMAHA, 
MARCH  11,  12,  13 

A three  day  meeting  of  the  College  of  Sur- 
geons will  be  held  at  the  Hotel  Paxton,  March 
11-13,  with  the  following  states  participating: 
Nebraska,  Iowa,  Wyoming,  North  Dakota,  South 
Dakota,  Minnesota,  Kansas  and  Colorado. 

Some  of  the  distinguished  visitors  who  will  be 
present  on  this  occasion  are : Dr.  A.  W.  Adson, 
Rochester,  Neurosurgeon  at  Mayo  Clinic ; Dr. 
Frank  E.  Adair,  New  York,  Attending  Surgeon, 
Memorial  Hospital ; Dr.  George  Crile,  Cleveland, 
Director,  Cleveland  Clinic,  Chairman  Board  of 
Regents,  American  College  of  Surgeons ; C.  C. 
Little,  Sc.  D.,  New  York,  Managing  Director, 
American  Society  for  the  Control  of  Cancer; 
Dr.  Charles  L.  Scudder,  Boston,  Consulting  Sur- 
geon, Massachusetts,  General  Hospital ; Dr.  Rob- 
ert H.  Kennedy,  New  York,  Surgical  Director, 
Beekman  Street  Hospital ; Dr.  Edward  Jackson, 
Consulting  Editor,  American  Journal  of  Oph- 
thalmology ; Dr.  Donald  C.  Balfour,  Rochester, 
Professor  of  Surgery,  University  of  Minnesota 
Medical  School,  President  American  College  of 
Surgeons ; Dr.  Thomas  E.  Carmody,  Denver, 
Oral  Surgeon  and  Bronchoscopist,  Children’s 
Hospital;  Dr.  Frederic  A.  Besley,  Waukegan, 
Professor  of  Surgery,  Northwesten  University 
Medical  School ; Dr.  Bowman  C.  Crowell,  Chi- 
cago, Associate  Director,  American  College  of 
Surgeons ; Dr.  Malcolm  T.  MacEachern,  Chicago, 
Associate  Director,  American  College  of  Sur- 
geons; Robert  Jolly,  Houston,  Superintendent, 
Memorial  Hospital,  and  Past  President,  Amer- 
ican Hospital  Association. 

A cordial  invitation  to  attend  this  most  inter- 
esting meeting  is  extended  not  only  to  the  Fel- 
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lows  and  hospitals  of  the  various  states  included, 
but  to  the  entire  medical  profession  at  large. 

There  will  be  no  registration  fee. 

Following  is  a part  of  the  preliminary  pro- 
gram : 

WEDNESDAY,  MARCH  11 
Morning’ 

9:00  to  12:00 — Operative  and  Non-Operative  Clinics, 
General  Surgery,  Local  Hospitals. 

9:  30  to  12:  00 — Hospital  Conference,  Main  Banquet 
Room,  Hotel  Paxton. 

Afternoon 

2:00  to  5:00 — Hospital  Conference,  Main  Banquet 
Room,  Hotel  Paxton. 

5:  00  to  5:30 — Annual  Meeting,  Fellows  of  the  Amer- 
ican College  of  Surgeons,  election  of 
officers  for  each  state,  Main  Banquet 
Room,  Hotel  Paxton. 

7:  00  to  8:00 — Medical  Motion  Pictures,  Main  Banquet 
Room,  Hotel  Paxton. 

Evening 

8:00  to  10:30 — Scientific  Sessions,  General  Surgery, 
Main  Banquet  Room,  Hotel  Paxton. 

8: 00  to  10:  00 — Hospital  Round  Table  Conference,  St. 
Joseph’s  Hospital. 

THURSDAY,  MARCH  12 
Morning 

9:00  to  12:  00 — Operative  and  Non-Operative  Clinics, 
General  Surgery,  University,  St.  Joseph, 
and  Douglas  County  Hospitals. 

Eye,  Ear,  Nose  and  Throat  Surgery, 
Methodist  Hospital. 

9:  30  to  12: 00 — Hospital  Conference,  Immanuel  Hos- 
pital. 

Afternoon 

2:  00  to  5:00 — Scientific  Sessions: 

(a)  General  Surgery,  Main  Banquet 
Room,  Hotel  Paxton. 

(b)  Eye,  Ear,  Nose  and  Throat  Surgery, 
Room  206,  Hotel  Paxton. 

2:  00  to  5:00 — Hospital  Conference,  Methodist  Episco- 
pal Hospital. 

Evening 

8:  00  to  10: 00 — Community  Health  Meeting,  Technical 
High  School. 

FRIDAY,  MARCH  13 
Morning 

9:00  to  12:00 — Cancer  and  Fracture  Clinics,  University 
of  Nebraska  and  St.  Joseph’s  Hospitals. 
9:00  to  12:00 — Operative  Clinics,  Eye,  Ear,  Nose  and 
Throat  Surgery,  University  Hospitals. 

Afternoon 

2:  00  to  5:00 — Scientific  Sessions: 

(a)  General  Surgery,  Main  Banquet 
Room,  Hotel  Paxton. 

(b)  Eye,  Ear,  Nose  and  Throat  Surgery, 
Room  206,  Hotel  Paxton. 


MEDICO-LEGAL— MEDICAL  TESTIMONY 

Medicine  has  not  escaped,  and  cannot  escape, 
the  March  of  Time.  Twenty-five  years  ago  the 
doctor  was  rarely  a witness  in  court,  and  in 
those  days,  the  expert  medical  witness  was  looked 
upon  as  a most  unusual  doctor.  Today,  in  all 
probability,  doctors  will  be  witnesses  in  sixty  per 
cent  of  the  cases  in  each  term  of  court. 


In  court,  as  in  the  home,  the  hospital  or  in 
public,  certain  conventions  prevail  and  the  doctor, 
who  conforms  to  these,  finds  it  advantageous. 

With  this  thought  in  mind,  a discussion  of  some 
of  the  rudiments  of  medical  testimony  is  at- 
tempted. 

The  court  is  an  adjudicating  tribunal  depend- 
ent upon  three  fundamental  elements  for  its  suc- 
cess. These  are : First : the  Determination  of 
Facts.  Second : The  LTnderstanding  of,  or  knowl- 
edge of  the  Law,  and  Third : The  Application  of 
the  Law  to  the  Facts.  The  doctor’s  role  in  this 
adjudicating  tribunal  is  to  aid  the  court  in  the 
determination  of  the  facts.  The  established  cus- 
tom of  securing  the  facts  is  by  the  use  of  wit- 
nesses and  their  testimony,  a procedure  which  is 
controlled  by  established  rules  of  evidence.  The 
physician,  as  a witness,  is  governed  by  the  same 
rules  of  evidence  as  governs  any  other  witness.  I 

For  all  practical  purposes,  testimony  is  divided 
into  Fact  testimony  and  Opinion  testimony.  When 
testimony  is  restricted  to  facts,  or  purported  facts, 
the  witness  is  an  ordinary  or  fact  witness.  An 
ordinary  witness  narrates  facts  from  which  con- 
clusions are  to  be  drawn  and  which  may  be  veri- 
fied by  the  adjudicating  tribunal.  When  the  wit- 
ness assumes  certain  facts  to  exist  or  has  personal 
knowledge  of  certain  facts  about  which  he  has 
testified  and  from  these  assumed  facts  or  known 
facts  arrives  at  a conclusion,  through  a process 
of  reasoning  in  his  special  field  of  knowledge 
which  in  fact  is  an  opinion,  he  is  an  expert  wit- 
ness. The  expert  witness  is  an  opinion  witness 
and  testifies  to  conclusions  which  cannot  be  veri- 
fied by  the  adjudicating  tribunal,  but  which  aid 
that  tribunal  in  arriving  at  a sound  conclusion. 

The  value  of  either  ordinary  non-expert  testi- 
mony and  opinion  testimony  is  measured  by  pre- 
cisely the  same  standard,  subject  to  the  same 
tests  and  receives  the  credit  and  weight  the  jury 
may  be  disposed  to  give  it,  for  the  jury  is  the 
sole  and  exclusive  judge  of  credit  and  weight  to 
be  given  testimony.  As  a general  rule,  however, 
fact  testimony  has  greater  weight  than  opinion 
testimony. 

The  physician,  when  giving  medical  testimony, 
may  be,  and  usually  is,  an  ordinary  witness  most 
of  the  time  and  an  expert  witness  part  of  the 
time.  Fie  is  an  ordinary  witness  when  stating  a 
fact  and  an  expert  when  stating  an  opinion.  As 
an  illustration,  let  us  suppose  that  the  medical 
witness  has  attended  a patient,  who  has  been  in- 
jured, and  has,  as  a result  of  the  injury,  a paral- 
ysis of  the  hand  which  prevents  him  using  it  in 
a normal  way.  As  a medical  witness  for  this 
patient  the  doctor  is  asked  if  he  attended  this  pa- 
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tient,  the  claimant ; where  he  attended  him ; what 
his  condition  was ; when  he  attended  him ; what 
he  did  for  him  and  what  the  present  physical  con- 
dition of  the  patient  is.  His  answers  are  based 
on  facts.  His  testimony  therefore  is  fact  testi- 
mony. Having  established  these  facts,  by  testi- 
mony, the  attorney  then  asks  the  witness,  whether 
or  not  the  claimant  has  any  disability.  A dis- 
ability being  a recognizable  and  measurable  dis- 
turbance of  function  or  changes  in  the  character, 
form  or  type  of  tissue,  and  it  being  a fact  that 
this  does  not  exist,  the  doctor  bases  his  answer  on 
the  fact.  The  answer  being  fact  testimony.  But 
circumstances  may  arise,  wherein  the  question  of 
whether  he  has  a disability  or,  if  he  has,  the  de- 
gree of  disability  is  in  dispute.  In  such  a case 
the  doctor  may  be  asked  to  assume  certain  facts 
and  the  answer  would  be  based  upon  these  as- 
sumed facts.  The  answer  would  be  opinion  or 
expert  testimony. 

Now  suppose  the  attorney  says  in  substance, 
"Doctor  from  the  information  gained  by  treat- 
ing this  case,  your  medical  knowledge  and  experi- 
ence can  you  say  whether  or  not  this  disability  is 
the  result  of  the  accident?”  The  witness  would 
not  be  permitted  to  answer  this  question  because 
it  calls  for  a conclusion  of  the  witness.  Whether 
or  not  it  was  the  result  of  the  accident  is  for  the 
jury  to  determine,  not  the  witness.  As  a matter 
of  fact,  the  doctor  cannot  truthfully  say  whether 
or  not  it  is  the  result  of  the  accident,  for  he  does 
not  know  of  his  own  personal  knowledge  whether 
it  is  or  is  not.  He  may  have  an  opinion  that  it 
is,  or  is  not,  and  that’s  all.  For  this  reason  the 
attorney  would  say  in  substance,  "Doctor,  taking 
into  consideration  the  condition  found  upon  your 
examination,  the  history  given  to  you,  the  infor- 
mation you  have  gained  by  treatment  and  subse- 
quent examinations,  together  with  your  experi- 
ence and  medical  knowledge  have  you  an  opinion 
whether  or  not  the  present  disability  of  this  claim- 
ant is  the  result  of  the  accident?”  This  is  a 
hypothetical  question,  based  on  assumed  facts  and 
the  doctor  arrives  at  a conclusion,  by  a process  of 
reasoning,  and,  by  this  means,  forms  an  opinion. 
When  he  does  this,  he  is  an  expert  witness  and 
his  testimony  is  opinion-expert-testimony.  This 
opinion  together  with  other  testimony  will  pre- 
sumably be  weighed  in  the  determination  of  the 
claim.  The  distinction  between  ordinary-fact- 
testimony  and  opinion-expert-testimony  is  so  ob- 
vious that  any  physician  should  recognize  it. 
And  it  is  essential  that  the  medical  witness  does 
recognize  the  distinction,  for  when  he  is  asked  to 
give  an  opinion  on  some  assumption,  his  qualifi- 
cations to  do  so,  may  be  challenged,  a contingency 
which  every  medical  witness  must  contemplate 


and  be  prepared  to  meet.  When  it  occurs,  he  will 
be  required  to  submit  his  qualifications  and  the 
court  will  decide  whether  or  not  he  is  qualified 
to  answer.  He  is  a prudent  doctor  who  recog- 
nizes his  limitations  and  prudence  and  honesty 
are  valuable  weapons  in  a court  of  law.  The  hon- 
est witness  need  have  no  fear  that  he  will  not  be 
given  ample  protection  and  consideration.  The 
experienced,  prudent  and  well  qualified  witness 
does  not  hesitate  to  say  he  cannot  give  an  opin- 
ion when  he  does  not  have  accurate  information 
upon  which  to  base  his  opinion,  nor  will  he  give 
an  opinion  on  subject  matter  of  which  he  is  not 
qualified.  The  two  elements  which  an  expert 
witness  should  have  constantly  in  mind  are:  1st: 
Is  the  field  of  inquiry  one  in  which  the  witness 
by  education  and  experience  is  qualified,  and  2nd : 
Are  the  facts  which  the  witness  is  asked  to  as- 
sume adequate  to  support  an  opinion. 

The  question  is  frequently  asked : “What  are 
the  requirements  necessary  to  be  an  expert  wit- 
ness.” As  a rule  the  qualifications  are  skill  and 
experience,  but,  there  is  no  precise  rule  as  to  the 
mode  in  which  skill  and  experience  must  be  ac- 
quired. The  expert  may  become  qualified  by  ac- 
tual experience  or  long  observation,  without  hav- 
ing- made  a study  of  the  specific  subject,  or,  he 
may  become  qualified  by  study  of  a subject,  with- 
out any  actual  experience  or  practice  in  his  busi- 
ness or  profession.  The  expert  witness  cannot 
express  an  opinion  upon  his  own  qualifications, 
but,  other  witnesses  may  be  called,  and,  those 
qualified,  may  give  opinion  thereon.  The  expert 
witness  may  be  examined  by  the  attorney  for 
either  plaintiff  or  defendant,  as  to  his  opportun- 
ities and  means  of  knowledge  of  the  subject  un- 
der inquiry.  And  the  court  may  give  the  examin- 
er unlimited  latitude  in  testing  the  expert’s 
knowledge  and  credibility.  The  court  determines 
whether  the  subject  is  one  on  which  expert  opin- 
ion can  be  received  and  what  the  qualifications 
are,  or  shall  be,  to  entitle  the  witness  to  testify. 
The  prevailing  rule  is  that  competency  of  the  ex- 
pert is  a preliminary  question,  resting  in  the  dis- 
cretion of  the  court.  In  the  last  analysis  the 
court  determines  whether  or  not  the  witness  has 
the  requisite  qualifications.  The  witness  himself, 
if  he  is  qualified  must  determine  whether  the  facts 
justify  an  opinion. 

Volumes  have  been  written  on  the  subject  of 
testimony  for  the  benefit  of  lawyers.  No  clear 
thinking  physician  has  any  illusions.  He  knows 
he  is  not  prepared  by  education  or  training  to 
invade  the  field  of  law.  But  from  time  to  time 
whether  doctors  like  it  or  not,  they  must  be  med- 
ical witnesses.  And  it  is  not  too  much  to  desire 
that  under  such  circumstances  they  will  give  a 
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good  account  of  themselves.  If  the  doctor  can 
acquire  even  a little  knowledge  of  a thing  that 
he  may  have  to  do,  he  will  be  better  prepared  to 
do  it,  than  he  would  be  with  no  knowledge  of  it. 
This  applies  with  equal  force  to  testimony  in 
courts  of  Law. 

— Czar  Johnson,  Lincoln. 

EDITORIAL  PARAGRAPHS 

Seneca  said : It  is  part  of  the  cure  to  wish  to 
be  cured. 

The  Sixth  International  Congress  of  Physical 
Medicine  will  be  held  in  London,  May  12-1G. 

Sound,  healthy  teeth  in  a clean  mouth  are  like 
a well-guarded  gate  which  keeps  many  enemies 
out  of  the  body. 

The  1936  annual  Clinical  Congress  of  the 
American  College  of  Surgeons  will  be  held  in 
Philadelphia,  October  19-23. 

It  is  estimated  that  the  loss  due  to  smoke  in 
Pittsburg  for  1933  amounted  to  $10,000,000  or 
$20  for  every  man,  woman  and  child. 

A recent  medical  writer  points  out  that  as  AAA 
was  unconstitutional  so  would  State  Medicine  as 
proposed  be  unconstitutional.  Most  of  us  would 
like  to  think  so. 

Humanity  has  grown  two  inches  in  average 
height  during  the  last  century,  according  to  Dr. 
Edith  Boyd,  of  the  Minnesota  University  De- 
partment of  Anatomy. 

New  advertisers,  Menninger  clinic,  Topeka; 
Petrolagar  Laboratories,  Inc.,  Petrolagar;  W.  A. 
Baum  Co.,  Baumanometer  blood  pressure  ap- 
paratus. Patronizing  the  advertisers  helps  the 
Journal. 

The  increasing  number  of  cases  of  trench 
mouth  is  attributed  to  uncleanliness  in  glasses 
used  in  taverns  and  eating  establishments  serv- 
ing alcoholic  beverages,  by  Dr.  Don  C.  Lyons,  of 
Jackson,  Mich. 

Rudolph  Virchow,  who  gave  to  biology  the  im- 
petus which  formed  the  foundation  for  the  study 
of  heredity,  was  interested  enough  in  politics  to 
be  a member  of  the  German  Reichstag  many 
years  of  his  life. 

The  time  for  the  annual  meeting  of  the  Ne- 
braska State  Medical  Association  in  Lincoln  is 
approaching.  Remember  the  date  April  j,  8,  p, 
Cornhusker  hotel,  and  plan  to  attend  one  of  the 
most  attractive  programs  ever  offered. 

Particular  attention  is  called  to  the  fact  that 
the  sectional  meeting  of  the  American  College  of 


Surgeons  to  be  held  in  Omaha  March  11-13  is 
free  to  all  physicians  and  a cordial  invitation  is 
extended  to  the  profession  to  attend. 

All  that  is  needed  for  a condemned  criminal  to 
get  consideration  and  even  a reprieve  in  the  face 
of  overwhelming  evidence  is  for  his  crime  to  be 
heinous  and  sensational  enough  to  attract  the 
wonderment  of  large  numbers  of  people. 

Last  year  the  common  cold  cost  more  than 
$5,000,000  in  loss  of  wages.  More  absences  from 
work  are  due  to  it  than  any  other  illness.  When 
you  have  a cold,  stay  home,  and  if  it  is  severe, 
remember  pneumonia  as  a possible  danger. 

Two  hundred  physicians  attended  the  annual 
meeting  of  the  Sioux  Valley  Medical  Society  un- 
der the  presidency  of  Dr.  S.  A.  Campbell,  Nor- 
folk, Nebraska.  Nebraskans  on  the  program  were 
Dr.  W.  A.  Cassidy  and  Dr.  C.  T.  Uren,  Omaha. 

Hearts  of  animals,  transplanted  to  other  ani- 
mals, have  kept  on  beating  for  three  months  or 
more,  according  to  a report  rendered  the  Zoolog- 
ical Society  of  America  by  Drs.  W.  H.  Wright 
and  H.  Collins,  of  the  University  of  Pittsburgh. 

The  secretary-treasurer  reports  the  dues  are 
coming  in  well  in  spite  of  the  advance  from  five 
to  ten  dollars.  The  profession  generally  under- 
stands the  need  for  greater  activity  in  medical  or- 
ganization and  understanding,  will  respond.  We 
have  faith  in  the  profession. 

“Asylum”  by  William  Seabrook,  a new  book,  j 
is  an  account  of  an  inebriate’s  experiences  and 
mental  reactions  while  undergoing  care  and  treat-  I 
ment  in  an  institution  for  the  insane.  It  is  very 
enticing  reading  and  would  be  a good  introduc-  ■ 
tion  to  the  study  of  psychiatry. 

Protamine  insulinate  is  a new  product  still  in 
the  laboratory  stage,  not  commercially  available, 
but  it  is  expected  to  become  a valuable  adjunct 
to  insulin  in  the  care  of  severe  cases  of  diabetes. 

It  is  the  product  of  Danish  investigators.  It  re- 
tards  the  action  of  insulin  and  it  is  stable  for  only 
a few  weeks  at  its  best. 

Statistics  show  that  one  per  cent  of  all  cases  | 
of  carcinoma  occur  in  persons  under  thirty,  three 
per  cent  between  the  ages  of  thirty  and  thirty-  I 
nine,  18  per  cent  between  forty  and  forty-nine, 

31  per  cent  between  fifty  and  fifty-nine,  and  39 
per  cent  between  sixty  and  sixty-nine.  The  re- 
maining eight  per  cent  occurring  in  those  over 
seventy. 

Doctors  think  of  what  they  call  the  "clinical 
picture”  in  studying  their  cases.  “What  is  spok- 
en of  as  a clinical  picture,”  says  Dr.  Francis  W. 
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Peabody,  Professor  of  Medicine,  at  Harvard 
Medical  School,  “is  not  just  a photograph  of  a 
man  sick  in  bed ; it  is  an  impressionistic  painting 
of  the  patient  surrounded  by  his  home,  his  work, 
his  relations,  his  joys,  sorrows,  hopes  and  fears.” 

Syphilis  became  epidemic  in  Barcelona  in  1495 
only  three  years  after  the  discovery  of  America 
by  Columbus.  By  the  end  of  the  fifteeth  cen- 
tury it  had  spread  over  France,  Germany,  Hol- 
land, Greece,  Scotland,  Hungary,  Russia,  India. 
It  was,  and  is  still  thought  by  some  writers,  that 
syphilis  was  a sailor  borne  disease  brought  by  the 
sailors  of  Columbus  from  Haiti  where  it  was  epi- 
demic. 

Relief  in  a second  from  the  agonizing  pain  of 
angina  pectoris  by  the  inhalation  of  trichlorethy- 
lene,  a chloroform-like  substance,  was  reported 
by  Dr.  John  C.  Krantz,  Jr.,  before  the  American 
Association  for  the  Advancement  of  Science  at 
the  recent  meeting  held  in  St.  Louis.  Crushing 
an  ampule  in  a handkerchief,  and  inhaling  night 
and  morning  makes  attacks  less  frequent  by  one- 
third  or  one-half. 

The  recently  acclaimed  anti-pain  liquid  discov- 
ered by  Dr.  Leroy  L.  Hartman  of  Columbia 
University  and  for  which  formula  he  was  offered 
$250,000,  but  refused  and  gave  the  formula  to 
the  medical  and  dental  professions  as  his  humble 
contribution  to  humanity  has  the  following  form- 
ula : Thymol,  one  and  a quarter  parts.  Ethyl 

alcohol,  one  part.  Sulphuric  ether,  two  parts. 
It  is  applied  to  the  dentine,  not  the  enamel  to 
be  sure. 

History’s  outstanding  example  of  the  value  of 
hygienic  living  is  Luigi  Cornaro,  whose  serious 
sickness  when  he  was  forty  years  of  age  directed 
his  attention  to  regulating  his  habits  of  life.  In- 
stead of  dying  before  fifty,  as  a result  of  what 
was  considered  a starvation  diet,  he  lived  to  be 
one  hundred.  In  his  eighty-fourth  year  he  wrote 
his  celebrated  book  showing  how  he  had  achieved 
health,  high  spirits  and  an  unfailing  interest  in 
the  life  of  his  age. 

A postgraduate  course  in  “Neuropsychiatry  in 
General  Practice”  will  be  held  at  the  Menninger 
Clinic,  Topeka,  Kansas,  April  20-25  inclusive. 
The  course  given  last  year  will  be  repeated  with 
revisions.  Lectures,  case  studies,  and  seminars 
included  in  the  five  and  a half  day  course  will  be 
exclusively  directed  to  the  application  of  modern 
neuropsychiatric  principles  to  the  cases  which  the 
general  practitioner  frequently  sees  in  this  field. 
The  course  will  be  given  by  the  members  of  the 
staff  of  the  Menninger  Clinic,  assisted  by  others 
to  be  announced  later. 


Until  Dr.  Theobald  Smith  discovered  the 
cause  of  Texas  cattle  fever  in  1888,  the  annual 
loss  from  this  disease  was  $40,000,000  per  year. 
Dr.  Smith  performed  experiments  in  the  South- 
west, as  an  employee  of  the  United  States  De- 
partment of  Agriculture,  and  by  means  of  observ- 
ing healthy  and  unhealthy  animals  kept  in  en- 
closed pastures  under  controlled  conditions,  and 
by  means  of  vivisection,  he  was  able  to  find  the 
tick  causing  the  disease,  which  for  thirty  years 
previous  to  that  time  had  impoverished  many 
cattle  raisers  in  all  sections  of  the  world. 

The  lay  press  has  been  replete  with  exciting 
stories  of  the  doctors’  heroic  attempts  to  reach 
distant  homes  before  the  arrival  of  the  stork  dur- 
ing the  recent  period  of  snow  storms  and  snow 
blockaded  roads,  usually  reaching  the  home  30 
minutes  after  the  arrival  of  the  stork.  All  this 
demonstrates  that  mothers  can  still  bring  forth 
their  offspring  by  their  own  efforts.  The  older 
members  of  the  profession — those  who  were  a 
part  of  horse  and  buggy  days — can  enjoy  the 
tales  told  of  the  younger  physicians’  struggles 
through  a few  snow  drifts,  for  with  the  elders  it 
was  an  almost  every  winter  experience. 


OBITUARY 

Francis  A.  Wells,  Lincoln;  native  son;  Nebraska 
University  College  of  Medicine,  1901;  practitioner  suc- 
cessively at  Comsto-ck,  Strang,  Virginia  and  Kene- 
saw,  before  locating  in  Axtell  in  1914;  in  army  med- 
ical corps  during  the  World  war,  from  which  in  1919 
he  was  mustered  out  a captain;  returning  to  Axtell 
he  continued  private  practice  until  1925  when  he  be- 
came connected  with  the  veterans  bureau  in  which 
he  served  at  Minneapolis,  Des  Moines,  Alexander, 
La.,  and  Kansas  City;  resigning,  located  in  Lincoln 
in  1927;  member,  Nebraska  State  Medical  Associa- 
tion; a rather  reserved,  kindly  man,  liked  by  all  who 
had  the  pleasure  of  his  acquaintance;  died  February 
5,  1936,  as  a result  of  being  run  down  by  an  auto  on 
the  streets  of  Lincoln  January  11,  1936,  aged  fifty- 
nine  years. 

A widow,  daughter  and  son  survive. 

William  M.  Th  omas,  Edgar,  Nebr.;  University  Med- 
ical College,  Kansas  City,  Mo.,  1897;  physician  at  Ed- 
gar for  twenty- two  years;  former  practitioner  at 
Bern,  Kansas;  died  of  a heart  affliction  February  6, 
1936,  aged  sixty-six  years. 

A widow  and  daughter  survive. 

Michael  J.  Ford,  Omaha;  Creighton  University 
School  of  Medicine,  1901;  prominent  surgeon  of  Oma- 
ha for  a number  of  years;  builder  of  the  Ford  hos- 
pital conducted  by  him  for  about  ten  years,  when 
owing  to  a street  car  accident  he  became  disabled 
for  a number  of  years,  which  in  turn  resulted  in  the 
closing  of  the  hospital;  a railroad  man  in  his  early 
manhood  he  worked  his  way  through  medical  school; 
life  member  of  the  Switchman's  Union  of  North  Am- 
erica and  service  medalist  in  the  same  organization; 
founder  of  the  Creighton  Medical  Bulletin;  for  years 
a prominent  member,  Nebraska  State  Medical  Asso- 
ciation; first-honor  graduate  of  the  class  in  medical 
school;  died  suddenly  from  a heart  lesion,  February 
19,  1936,  aged  sixty-four  years. 
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AUXILIARY  NEWS  NOTES 

A meeting  of  state  and  county  auxiliary  officers 
was  held  at  Lincoln,  Monday,  Jan.  20,  to  make  plans 
for  the  annual  meeting  April  7,  8,  9.  Mrs.  C.  C.  Tom- 
linson, state  president,  and  her  committee  is  plan- 
ning an  interesting  program  of  speakers  and  social 
affairs  which  will  appeal  to  every  doctor’s  wife  in  the 
state. 

****** 

“WHY  AN  AUXILIARY?” 

(From  the  N.  Y.  State  J.  M.,  October  15,  1935) 

“We  might  as  well  ask  ‘Why  a Wife?’  Medical  or- 
ganization went  on  for  nearly  a century  in  a state 
of  single  blessedness.  Like  an  old  bachelor  it  never 
seemed  to  realize  that  it  was  doing  many  odd  jobs 
which  could  be  done  by  a helpmate  and  that  its  stand- 
ing in  the  community  was  being  sorely  neglected. 
Then  one  spring  morning  some  10  years  ago  came  a 
comely  lady,  who  announced  herself  as  Mrs.  Aux- 
iliary, rolled  up  her  sleeves,  nudged  Mr.  Medicine  in 
the  side,  and  said,  ‘Shove  over- — I’m  going  to  pitch  in, 
help  get  your  house  in  order,  and  I'm  going  to  be 
your  partner.’  The  old  fellow,  unaccustomed  to  team 
work,  grumbled  and  still  sputters  at  times,  but  dowp 
in  his  heart  realizes  how  efficient  she  has  been.  Dur- 
ing the  years  she  has  grown  and  developed  into  a 
buxom  housewife,  on  whom  he  has  learned  to  depend 
more  and  more.  She  has  been  helpful  in  more  ways 
than  he  realizes  and  she  can  do  more  and  more  for 
him  as  time  goes  on  and  he  learns  more  to  rely  on 
her.  Her  main  job  is  to  improve  his  standing  in  the 
community.  He  has  been  a hermit  and  has  covered 
up  his  sterling  qualities  and  his  good  deeds.  He  has 
had  few  contacts  with  others  and  she  can  do  much 
in  bringing  about  a better  appreciation  of  his  work 
and  of  his  worth.” 

Minutes  and  Reports  of  the  Thirteenth  Annual 
Meeting  of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  held  at  Atlantic  .Tune,  1935,  a 
booklet  of  65  closely  printed  pages,  is  off  the  press. 
One  of  its  interesting  features  is  the  report  of  the 
health  education  chairman,  Mrs.  Arthur  B.  McGloth- 
lan,  who  is  retiring  after  ten  years  of  auxiliary  serv- 
ice. She  says  that  the  most  encouraging  thing  in 
the  year’s  work  has  been  the  development  of  strik- 
ingly interesting  state  programs  “of  which  perhaps 
Nebraska  and  Wisconsin  head  the  list.” 

Reports  of  state  chairmen  of  public  relations  show 
that  only  two  states  have  worked  for  free  immuniza- 
tion of  diphtheria.  Educational  programs  have  been 
carried  on  along  the  lines  of  preventive  medicine,  but 
provision  has  been  made  for  fair  remuneration  for 
the  physician. 

****** 

Outstanding  Work  by  States 

Alabama — Eight  of  eleven  county  auxiliaries  have 
public  relations  chairmen. 

Florida — Promoted  health  examinations  for  house- 
hold servants. 

Georgia — Presented  a recommendation  to  the  na- 
tional auxiliary  advocating  “Doctors’  Day.” 

Idaho — One  health  program  in  every  woman’s  club. 

Illinois — Sponsored  lectures  on  cancer  for  Chicago 
Woman's  Club. 

Iowa — Food  demonstrations  for  emergency  relief. 

Kentucky — Radio  programs  developed. 

Louisiana — Subscribed  for  the  national  news  letter 
for  each  of  its  county  presidents. 

Mississippi — Essay  contests  in  high  schools  on  pre- 
vention of  tuberculosis. 

Missouri — Third  annual  high  school  health  essay 
contest.  Subject,  “The  Doctor’s  Contribution  to  a 
Half  Century  of  Progress.” 

New  Jersey — Eleven  county  auxiliaries  held  public 
relations  meetings. 


Oregon — 1,200  national  study  envelopes  used  in 
parent-teacher  associations. 

Texas — Twenty-two  counties  donated  to  the  Stu- 
dent Loan  Fund. 

Utah — Book  Reviews:  “Nothing  succeeds  so  well 

from  an  educational  point  of  view  as  topics  prepared 
by  our  own  members.” 

****** 

The  Bureau  of  Health  and  Public  Instruction  of 
the  A.  M.  A.  has  seventy  collections  of  clippings  on 
various  subjects  that  may  be  borrowed  by  members 
who  want  to  write  papers.  These  clippings  may  be 
kept  ten  days,  and  the  borrower  must  pay  return 
postage.  Also  available  is  material  in  the  form  of 
exhibits  suitable  for  use  at  expositions,  fairs,  schools, 
and  other  places  where  the  public  may  gather.  Aux- 
iliary groups  may  secure  any  of  these  exhibits  for 
use  in  their  communities.  The  only  expense  involved 
is  transportation  charge  one  way.  Address  Dr.  Thom- 
as G.  Hull,  535  North  Dearborn  Street,  Chicago,  111. 

During  the  past  year  there  has  been  an  increase  of 
2,138  subscriptions  to  Hygeia.  Wisconsin  led  with 
total  subscriptions  of  1,199  and  Michigan  was  second 
with  1,143.  The  total  number  of  subscriptions  ob- 
tained by  the  auxiliary  for  the  year  was  4,674.  Mis- 
souri state  auxiliary  has  the  slogan,  “Every  Auxil- 
iary Member  a Subscriber  to  Hygeia.” 

****** 

American  Medical  Association  broadcasts  continue 
over  the  national  broadcasting  system  every  Tues- 
day at  4 p.  m.  Febr.  11  the  following  “Tips  on  Home 
Hygiene”  were  dramatized: 

Pain  anywhere,  any  time,  is  a danger  signal. 

A cathartic  in  case  of  acute  appendicitis  is  flying 
in  the  face  of  death. 

Cuts  require  particular  care. 

Croup  is  not  a deadly  disease. 

Starvation  cures  those  who  are  choosey  about  their 
food. 

The  ideal  temperature  for  the  house  is  68-70  de- 
grees with  40%  humidity. 

Men  dress  too  warmly  indoors  and  women  too  light- 
ly outdoors. 

****** 

Members  of  all  Nebraska  Medical  Association  aux- 
iliaries were  invited  by  Mrs.  C.  C.  Tomlinson,  state 
president,  to  attend  a breakfast  at  the  Fontenelle  Ho- 
tel Saturday,  Febr.  15,  when  Mrs.  Rogers  N.  Herbert 
of  Nashville,  Tenn.,  president  of  the  national  auxil- 
iary, was  guest  of  honor.  In  spite  of  inclement 
weather  65  reservations  were  made.  Among  those 
present  were  Mrs.  J.  M.  Woodward,  president-elect 
of  the  state  auxiliary,  and  Mrs.  J.  E.  M.  Thomson, 
president  of  Lancaster  County. 

Mrs.  Tomlinson  presided  at  the  meeting  which  fol- 
lowed the  breakfast  and  very  gracefully  introduced 
Mrs.  Herbert  who  addressed  the  auxiliary  on  objec- 
tives and  ideals  of  the  national  organization.  Our 
problem,  she  said,  is  the  problem  of  health  education 
and  the  auxiliary  is  a service  organization,  a public 
relations  department  of  the  medical  profession,  which 
should  be  made  up  of  leaders  and  followers  so  that 
there  is  no  loss  of  continuity  in  thought  and  effort. 
Of  Hygeia,  she  said,  “It  is  the  one  piece  of  work  del- 
egated to  the  40  state  auxiliaries  by  the  American 
Medical  Association.  It  is  the  one  way  of  sponsoring 
a scientific  health  program.” 

Mrs.  Tomlinson  was  assisted  by  the  courtesy  com- 
mittee of  the  Omaha- Douglas  County  Auxiliary  and 
its  president,  Mrs.  J.  Harry  Murphy. 

****** 

Because  of  weather  conditions  the  regular  Febru- 
ary meeting  of  the  Lancaster  County  Auxiliary  was 
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abandoned.  Mrs.  J.  E.  M.  Thomson,  auxiliary  presi- 
dent, accompanied  Dr.  Thomson  when  he  attended 
the  Central  Fracture  Committee  of  the  College  of 
Surgeons  at  Chicago,  111.,  Jan.  14  and  15. 

* * * * * * 

Mrs.  H.  Winnett  Orr  accompanied  Dr.  Orr  when 
he  attended  the  Post-Graduate  Medical  Assembly 
held  at  San  Antonio,  Texas.  The  auxiliary  to  South- 
West  Texas  District  Medical  Society  entertained  the 
doctors’  wives  in  attendance  at  a luncheon  at  the 
St.  Anthony  Hotel.  By  request,  Dr.  Orr  was  on  the 
Auxiliary  program  and  talked  on,  “Medical  History 
and  the  Romance  of  Surgery.”  Other  features  of  the 
program  dealt  with  the  coming  Centennial.  Dr.  and 
Mrs.  Orr  were  away  from  Lincoln  from  Jan.  24  to 
Febr.  6.  Other  places  visited  were  Houston  and 
Galveston. 

**«*«* 

Mrs.  Elmer  Hansen,  state  treasurer,  is  making  her 
reports  to  the  national  auxiliary  on  new  style  reports 
this  year.  New  county  treasurers'  membership  and 
remittance  sheets  will  greatly  simplify  the  work  of 
national  officers  by  eliminating  the  use  of  individ- 
ual, handwritten  membership  slips. 

*##*** 

Members  of  Omaha-Douglas  County  Auxiliary  as- 
sisted with  the  Christmas  seal  sale  and  more  recently 
with  the  registration  of  aged  applicants  for  federal- 
state  old  age  assistance. 

— Mrs.  A.  P.  Overgaard. 


TUBERCULOSIS  ABSTRACTS 

TEACHING  THE  TUBERCULOUS  PATIENT 

By  training,  inclination  and  the  tacit  consent  of  the 
patient,  the  doctor  is  a dictator.  Fortunately,  the 
really  sick  person  wants  to  be  bossed — until  he  is 
convalescent,  when  he  begins  again  to  exercise  his 
cantankerous  democratic  rights.  But  absolute  dicta- 
torship does  not  work  in  the  treatment  of  tubercu- 
losis. Here  we  are  dealing  with  a long-drawn-out 
struggle,  the  outcome  of  which  depends  almost  en- 
tirely upon  what  the  patient  is  willing  to  do  for  him- 
self. The  patient’s  own  conscience  and  understand- 
ing must  guide  his  course  in  the  innumerable  petty 
and  critical  situations  of  daily  life.  He  cannot  be 
under  the  constant  supervision  of  his  doctor  and  one 
foolish  act  may  undo  the  gains  purchased  by  months 
of  expensive  care. 

The  active  case  of  tuberculosis  is  like  a ship  shat- 
tered by  stormy  seas.  He  needs  first  and  foremost, 
repairs.  That’s  why  he  is  in  the  sanatorium.  But 
what  is  going  to  enable  him  to  stand  further  stress? 
For  the  patient  to  resign  himself  to  a millpond  ex- 
istence for  the  rest  of  his  life  is  intolerable  defeat- 
ism. And  the  hope  of  restoring  the  staunchness  of 
his  vessel  once  strained  by  tuberculosis  is  a fatuous 
one.  For  these  reasons  the  patient  himself  must 
learn  to  command  his  own  ship.  Time  and  again  he 
may  have  to  call  upon  his  doctor  for  special  piloting 
but  in  the  end,  he  is  the  captain  in  a voyage  which 
lasts  for  life.  It  is  therefore  not  enough  that  the 
sanatorium  be  a drydock,  it  must  also  be  a training 
station  for  the  patient. 

Of  course  we  hear  objections  to  the  proposal  that 
patients  should  be  taught  to  understand  their  own 
pathological  condition.  Self-treatment  and  introspec- 
tion create  an  unhealthy  mental  attitude;  many  are 
not  capable  of  learning,  and  so  on.  These  objections 
are  none  of  them  valid,  but  they  are  each  to  be  re- 
spected and  should  guide  us  so  to  plan  the  train- 
ing of  the  patient  as  to  avoid  committing  these  errors. 

All  this  implies  that  the  superintendent  of  the  san- 
atorium should  be,  in  effect,  educator  as  well  as 
doctor.  Everyone  of  his  assistants,  nurses,  orderlies 


and  servants  is  a teacher  under  his  supervision  and 
shares  with  him  the  responsibility. 

What  should  the  tuberculous  patient  be  taught?' 
His  curriculum  might  be  divided  into  three  main 
groups:  (1)  a way  of  life,  (2)  an  understanding  of 
tuberculosis,  particularly  his  tuberculosis,  and,  (3) 
knowledge  of  how  to  protect  others. 

(1)  The  essence  of  the  cure  (for  most  cases  at 
least)  consists  in  learning  a new  way  of  life.  While 
the  tubercle  bacillus  is  the  sole,  direct  cause  of  the 
disease,  environment*  (in  its  broad  sense)  tips  the 
scale  in  favor  of,  or  against,  the  infected  person.  Of 
the  many  people  who  are  invaded  by  bacillus  tu- 
berculosis, only  those  few  whose  mode  of  life  or  en- 
vironment or  attitudes  (again  in  a broad  sense)  vio- 
late nature’s  demands,  are  most  likely  to  develop  the 
disease.  And  if,  after  arrest  of  the  disease  has  been 
achieved,  the  patient  returns  to  his  old  ways  and  at- 
titudes, he  is,  almost  surely  doomed  to  relapse.  It  is 
essential,  therefore,  to  make  a diagnosis  of  the  pa- 
tient’s habits  of  living  and  thought  pattern.  Mental 
attitude  perhaps  comes  first,  for  hope,  cheerfulness 
and  confidence  are  the  patient’s  staunchest  allies,  and 
depression  of  spirits  his  cruelest  enemy. 

However,  cheerfulness  that  is  put  on  like  a top 
coat  or  like  a cosmetic  will  not  outlast  the  grueling 
experience  of  the  cure  with  its  many  ups  and  downs. 
No,  unless  well  grounded  in  a sound  philosophy  of 
life,  hope  is  likely  to  give  way  to  deeper  despair. 
Self-deception  is  not  called  for.  Indeed  for  most  pa- 
tients the  only  tenable  policy  is  to  face  frankly  the 
fact  that  an  unwelcome  guest  has  established  head- 
quarters in  his  lungs  and  that  for  the  rest  of  his  life 
he  must  effect  a truce  with  the  invader,  the  terms  of 
which  call  upon  the  patient  to  surrender  cherished 
desires  for  guarantee  of  bacterial  peace. 

(2)  Long  ago  Dr.  Lawrason  Brown  instituted  his 
famous  Question  Box  for  patients  at  Trudeau  Sana- 
torium. This  was  acknowledgement  of  the  conviction 
that  patients  have  a right  to  know  the  answers  to 
their  personal  questions.  By  skillful  guidance  and 
deft  answers  he  managed  in  these  group  meetings  to 
teach  his  patients  what  he  believed  they  should  know, 
in  well-rounded  form.  Today  every  sanatorium  fol- 
lows that  precedent  in  principle  at  least. 

Understanding  of  the  basic  biological  principles  un- 
derlying tuberculosis  is  necessary  if  the  patient  is  to 
be  motivated  in  the  right  direction  or  to  change  his 
attitudes.  Our  job  as  teachers  and  trainers  is  to  in- 
terpret the  highly  technical  knowledge  that  we  have, 
in  terms  which  people  of  ordinary  intelligence  can 
grasp.  The  basic  facts  of  tuberculosis  are  simple  and 
a child  can  understand  them,  if  the  teacher  is  com- 
petent. 

There  is  perhaps  a basic  alphabet  which  all  pa- 
tients should  master.  To  catalogue  here  the  several 
facts  and  concepts  which  the  patient  should  learn,  is 
not  necessary,  for  these  are  contained  in  several 
books  and  treatises  written  for  the  patient.  But  we 
might  profitably  resurrect  a few  “pointers”  given 
us  by  Dr.  Brown  in  his  original  essay.  For  example: 

Carefully  explain  to  the  patient  the  nature  of  a 
fresh  tubercle  and  show  him  how  exertion  may  undo 
its  protective  tendencies.  Then  the  patient  is  per- 
suaded to  “elect”  bed  rest.  Since  his  choice  is  of  his 
own  volition  based  on  intelligence  the  act  becomes 
his  own  and  he  may  be  depended  upon  not  to  break 
training. 

Smatterings  of  knowledge  are  worse  than  none — 
take  time  to  lay  a sound  foundation. 

Do  not  discuss  the  patient’s  physical  findings  nor 
his  complications  with  him,  for  that  leads  to  intro- 
spection, but  encourage  objective  study. 

In  teaching  the  patient  to  recognize  symptoms  let 

♦Environment  includes  opportunities  for  massive  infection. 
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it  be  with  the  understanding  that  symptoms  are 
to  be  regarded  as  red  and  green  signal  lights  and  not 
something  to  worry  about. 

The  educational  vehicles  at  the  disposal  of  the  san- 
atorium are  abundant:  the  printed  word,  spoken  word, 
the  library,  motion  pictures  and  stereopticon  slides. 
Surpassing  all  these  methods  is  the  personal  contact 
of  the  doctor  with  the  patient.  He  best  knows  the 
time  and  place  for  imparting  this  or  that  particular 
bit  of  information.  By  far  the  most  potent  educa- 
tional force  is  actual  practice.  We  learn  to  do  by 
doing.  To  what  extent  can  the  practice  of  the  sana- 
torium be  carried  back  to  the  home,  factory  and  shop? 
What  is  the  use  of  achieving  in  the  sanatorium  a 
technical  perfection  which  cannot  later  be  duplicated 
in  principle,  in  the  home? 

(3)  The  third  broad  grouping  of  the  patient’s 
training  has  to  do  with  the  prevention  of  the  spread 
of  his  disease.  Furnishing  a patient  with  a sputum 
cup  and  installing  an  incinerator  may  be  the  alpha 
of  prophylaxis  but  it  is  not  the  omega.  He  should 
learn  of  course  why  such  scrupulous  attention  is 
paid  to  sputum  disposal.  But  he  should  learn  also 
the  numerous  ways  in  which  tubercle  bacilli  migrate 
from  one  person  to  another.  He  should  develop  auto- 
matic habits  of  safety — something  akin  to  the  sur- 
geon’s “aseptic  conscience.”  To  learn  by  rote  that 
kissing,  spitting,  the  use  of  common  eating  utensils, 
etc.  are  “verboten,”  is  well  but  not  enough. 

It  is  better  to  teach  simply  and  clearly  the  general 
biology  of  the  disease,  the  manner  in  which  the  germ 
gets  from  one  person  to  another,  and  how  it  does  its 
deadly  work.  Give  the  average  person  an  under- 
standing background  and  a few  specific  examples,  and 
he  will,  himself,  regulate  his  conduct  to  the  best  in- 
terests of  others  and  his  own  good. 

From  an  understanding  of  his  own  tuberculosis 
and  the  desire  to  avoid  infecting  his  loved  ones  and 
friends,  is  but  a short  step  to  the  cultivation  of  an 
interest  in  the  larger  problem  of  combating  the  pan- 
demic, tuberculosis.  Every  patient  who  leaves  the 
sanatorium  should  have  a good  grasp  of  the  broad 
epidemiologic  picture  of  tuberculosis.  The  graduate 
of  a sanatorium  should  be  a crusader  striking  his 
blows  in  season  and  out  of  season.  In  him  burns  an 
everlasting  fire.  There  are  thousands  like  him. 
Against  the  cumulative  effect  of  such  force  the  old, 
old  enemy  is  bound  sooner  or  later  to  crumble. 

Address — Tuber.  San.  Conference  of  Metro.,  N.  Y., 
Jan.  8,  1936,  H.  E.  Kleinschmidt,  M.  D. 


THE  SOCIETIES 

The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  January  14.  The  meeting 
was  called  to  order  by  President  McMartin. 

The  report  of  the  Finance  Committee  brought  be- 
fore the  Council  on  December  10,  raising  the  dues 
$5.00  to  correspond  with  the  increase  in  state  dues 
was  brought  before  the  Society  as  a whole  for  action. 
It  was  moved  and  seconded  that  the  report  be  ac- 
cepted. 

Dr.  E.  L.  MacQuiddy  was  called  upon  to  introduce 
the  guest  speaker  of  the  evening,  Dr.  A.  T.  Henrici, 
Associate  Professor  of  Bacteriology,  University  of 
Minnesota.  Dr.  Henrici  addressed  the  Society  on 
“Fungi  in  Disease.” 

At  the  regular  meeting  of  January  28,  Dr.  M.  C. 
Howard  presented  a case  of  primary  bronchiogenic 
carcinoma  of  the  lung  showing  slides  and  specimens. 
He  was  assisted  by  Dr.  Herman  F.  Johnson  and  Dr. 
Clarence  S.  Moran. 

In  the  scientific  program  which  followed  Dr.  John 
F.  Allen  gave  a paper,  entitled  “Tuberculosis  Re- 
view.” His  paper  was  discussed  by  Dr.  John  F. 


Gai'diner,  Dr.  J.  W.  Duncan,  Dr.  Joseph  Weinberg 
and  Dr.  M.  Margolin. 

The  second  paper  on  “The  Treatment  of  Tubercu- 
losis by  Pneumothorax”  was  presented  by  Dr.  Max 
Fleishman.  Dr.  Ben  Slutzky  discussed  the  paper. 

The  Lancaster  County  Medical  Society  held  its  reg- 
ular meeting  January  21,  Dr.  W.  C.  Becker,  president, 
presiding.  There  were  about  45  members  present. 

Dr.  E.  B.  Brooks  showed  several  cases  of  calculi 
of  the  salivary  ducts. 

The  first  paper  of  the  evening  was  on  “Some  Per- 
sonal Experiences  and  Observations,”  by  Dr.  H.  B. 
Mueller.  This  paper  was  discussed  by  Dr.  Under- 
wood. 

The  second  paper  of  the  evening  on  "Ileitis  or  Ap- 
pendicitis,” was  presented  by  Dr.  E.  E.  Rider,  and 
discussed  by  Drs.  Marshall  Neely,  John  Thompson, 
C.  F.  Andrews,  G.  W.  Covey,  and  E.  B.  Reed. 

Regular  meeting  of  the  Lancaster  County  Medical 
Society  was  held  January  21,  with  about  forty  mem- 
bers present.  Dr.  W.  C.  Becker  presided. 

The  first  paper  of  the  evening  was  on  “Childhood 
Tuberculosis,”  and  presented  by  Drs.  E.  S.  Wegner  and 
E.  W.  Hancock.  Dr.  Hancock  included  the  Tubercu- 
losis survey  made  in  the  Lincoln  High  School  in  1933- 
34.  This  paper  was  discussed  by  Drs.  Colburn,  Mar- 
shall Neely,  Orr,  Covey,  Bailey,  and  Reed. 

The  second  paper  of  the  evening  was  on  “Operative 
Lengthening  of  the  Lower  Extremities,”  by  Dr.  Fritz 
Teal.  Dr.  Alcorn  presented  two  clinical  cases  dem- 
onstrating operative  lengthening  of  the  lower  extrem- 
ities, which  is  being  done  at  the  Nebraska  State  Or- 
thopedic Hospital.  This  paper  was  discussed  by  Drs. 
J.  E.  M.  Thomson  and  Ferciot. 

The  January  meeting  of  the  Madison-Six  County 
Medical  Society  was  held  January  21,  at  the  Perry 
hotel,  South  Norfolk,  preceded  by  a dinner  to  thirty- 
five  physicians  and  their  ladies.  The  papers  were  of 
more  than  usual  interest  as  may  be  seen  by  the  fol- 
lowing: 

“Treatment  of  Some  of  the  More  Common  Skin 
Diseases  in  Infancy” — Dr.  Clayton  Weigand,  Instruct- 
or of  Medicine,  University  of  Nebraska. 

“Clinical  Significance  of  Haematuria,”  lantern 
slides — Dr.  Payson  Adams,  Instructor  of  Urology, 
University  of  Nebraska. 

“Hyperthyroidism  Complicated  by  Other  Diseases,” 
lantern  slides — Dr.  J.  Dewey  Bisgard,  Instructor  of 
Surgery,  University  of  Nebraska. 

“Atypical  Endocrine  Problems  (Hypoparathyroid- 
ism, Hyperparathyroidism,  Myxedema,  Addison’s  Dis- 
ease, and  Hyperinsulinism)” — Dr.  Frank  Conlin,  Pro- 
fessor of  Medicine,  University  of  Nebraska. 

The  Otoe  County  Mediccal  Association  held  its  reg- 
ular meeting  and  election  of  officers  in  St.  Mary’s 
hospital,  Nebraska  City,  January  22. 

Officers  elected  were:  President,  Dr.  T.  L.  Gritzka; 
Vice  President,  Dr.  J.  P.  Gilligan,  Secretary  and 
Treasurer,  Dr.  Wm.  Ramacciotte.  Delegates  elected 
to  represent  Otoe  county  at  the  state  medical  con- 
vention were  Dr.  D.  D.  Stonecypher  and  Dr.  Bruce 
Hay. 

The  Garden-Keith- Perkins  County  Medical  Society 

held  at  the  Duchess  hotel,  Oshkosh,  January  30,  fol- 
lowing dinner  participated  in  by  the  ladies.  Dr.  Bay- 
singer  of  Chappell  read  a paper. 

The  Colfax  County  Medical  Society  met  in  the 

Kolouch  hospital,  Schuyler,  late  in  January  and 
elected  Dr.  S.  B.  Koory,  Schuyler,  president;  Dr.  W.  J. 
Kavan,  Clarkson,  secretary-treasurer;  Dr.  C.  D.  Eby, 
Leigh,  delegate. 

The  Scotts  Bluff  County  Medical  Society,  February 
13,  held  a meeting  with  an  afternoon  and  evening 
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program.  The  guest  speakers  were  Dr.  Rex  Murphy 
and  Dr.  Paul  Conner  of  Denver.  Dr.  Murphy  talked 
on  Otitis  Media  and  Mastoiditis  and  also  on  Sinus 
Diseases.  Dr.  Conner  gave  a lecture  on  Hypothyroid- 
ism and  also  a stereopticon  lecture. 

The  Saline- Fillmore  Counties  Medical  Society  ban- 
quet with  Dr.  A.  C.  Blattspieler  of  Tobias  as  host, 
occurred  January  13,  at  Tobias. 

About  fifty  invited  guests,  including  the  members 
of  the  Fillmore  and  Saline  Counties  Medical  societies, 
partook  of  a bountiful  wild  game  banquet.  To  say 
that  they  did  justice  to  the  repast  is  stating  it  but 
tritely.  Venison,  wild  duck,  partridge,  and  other 
game  furnished  the  meat  of  the  meal.  The  trimmings 
that  went  with  them  were  epicurean  in  taste  and 
character.  With  three  experts  dishing  out  the  pro- 
vender  which  was  served  cafeteria  style,  it  was  not 
long  before  all  were  served,  every  man  doing  justice 
to  his  plate  in  a he-man  way.  Having  eaten  and 
“drunken,”  the  partakers  were  in  a good  mood  as 
listeners  and  sightseers,  which  faculties  were  called 
upon  hearing  and  seeing  colored  movies  of  an  Alaskan 
trip  one  of  their  number  had  taken  last  August.  The 
colored  pictures  were  very,  much  a work  of  art  and 
spoke  well  not  only  of  the  photographer  taking  the 
films  but  of  the  company  that  manufactures  them  and 
services  them.  Having  been  regaled  both  mentally 
and  physically,  business  meetings  were  held  by  the 
two  societies  separately  to  elect  their  officers  for 
1936,  and  then  jointly  to  elect  the  officers  of  the  joint 
society,  Dr.  F.  J.  Stejskal,  of  Crete,  being  elected 
president,  and  Dr.  R.  K.  Johnson,  of  Friend,  the  sec- 
retary-treasurer of  the  latter. 

Dr.  Blattspieler  received  and  deserved  many  words 
of  appreciation  for  the  splendid  menu  and  entertain- 
ment for  one  of  the  best  meetings  of  medics  held  in 
this  state.  This  was  the  sixth  of  such  banquets  that 
Dr.  Blattspieler  has  served  to  his  colleagues  and  the 
event  has  become  an  annual  affair  much  looked  for- 
ward to  by  those  in  the  profession. 

— V.  V.  Smrha,  Milligan. 
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Dr.  C.  L.  Garcia  has  located  in  Crete.  He  comes 
from  St.  Louis. 

Dr.  R.  H.  Murdoch,  Blair,  was  reported  in  an  Omaha 
hospital  last  month. 

Dr.  C.  F.  Kirkpatrick,  Ashland,  is  spending  part  of 
the  winter  in  Florida. 

Dr.  J.  M.  Willis,  McCook,  is  president  of  the  local 
chamber  of  commerce. 

Dr.  E.  E.  Clark,  Ashland,  was  reported  ill  in  a Lin- 
coln hospital  recently. 

Dr.  A.  L.  Asa,  Morrill,  fell  down  steps  and  broke 
some  ribs  not  long  ago. 

A Medical  Center  is  being  built  in  Benson  by  a 
number  of  the  Benson  profession. 

Dr.  A.  J.  Cameron,  Herman,  submitted  to  an  oper- 
ation on  one  of  his  hands  recently. 

Dr.  O.  R.  Platt,  North  Platte,  and  Miss  Mary  K. 
McHugh  of  Murdock,  were  married  recently. 

Dr.  and  Mrs.  H.  E.  Potter,  Fairbury,  are  spending 
the  last  half  of  winter  in  southern  California. 

Dr.  H.  B.  Landis,  Broken  Bow,  has  returned  from 
the  Mayo  clinic  where  he  received  surgical  care. 

Dr.  W.  H.  Morrison,  formerly  of  Omaha,  has  taken 
a residency  in  the  Illinois  Eye  and  Ear  Infirmary. 

Dr.  Sherman  Pinto,  Omaha,  has  become  one  of  the 
staff  physicians  of  the  Walter  Reed  hospital,  Wash- 
ington. 

Dr.  Theo  Peterson,  Holdrege,  has  acquired  the 
Holdrege  hospital,  heretofore  conducted  by  Miss 
Lilian  Steele. 

Dr.  P.  C.  Mockett,  Kimball,  spent  two  months  in 
California  visiting  his  son  at  San  Francisco,  and  also 
spent  some  time  in  Los  Angeles. 


Dr.  F.  J.  Rosenberg,  Lexington  medical  patriarch, 
is  spending  the  latter  part  of  winter  with  his  son, 
Dr.  Earl  Rosenberg,  at  San  Diego. 

Dr.  C.  R.  Trimble,  Omaha  health  department  physi- 
cian, was  last  week  reported  critically  ill  from  scarlet 
fever  contracted  in  the  line  of  duty. 

Dr.  Robert  S.  Dinsmore,  Cleveland,  gave  an  illus- 
trated lecture  before  the  Omaha-Douglas  County 
Medical  society  on  the  thyroid  gland. 

Dr.  E.  A.  Harvey  has  recently  sold  his  hospital  and 
practice  at  Fairfield  to  Dr.  J.  R.  Bell  and  will  succeed 
Dr.  E.  P.  Murdock  at  Ogallala,  Nebr. 

Dr.  John  T.  McGreer,  Lincoln,  has  gone  to  Ann 
Arbor  where  he  will  be  connected  with  the  depart- 
ment of  roentgenology  of  the  University. 

Regional  members  of  the  American  College  of  Phy- 
sicians met  for  a dinner  at  the  Paxton  hotel,  Omaha, 
the  last  of  January.  Dr.  A.  G.  Pohlman  of  Creighton 
Medical  College  was  the  principal  speaker. 

The  Phi  Chi,  international  medical  fraternity,  gave 
an  annual  dinner  at  the  Fontenelle,  Omaha,  recently. 
Dr.  Eben  J.  Cary,  Milwaukee,  dean  Marquette  Uni- 
versity College  of  Medicine,  gave  the  address. 

The  Lord  Lister  hospital,  Omaha,  has  been  pur- 
chased by  the  Clarkson  hospital  organization.  Pos- 
session will  be  given  April  first.  The  present  Clark- 
son hospital  property  will  be  abandoned  for  hospital 
purposes. 


BACK  STRAIN  AND  SCIATICA 

Frank  R.  Ober,  Boston  ( Journal  A.  M.  A., 
May  4,  1935),  points  out  that  when  roentgeno- 
grams of  the  sacro-iliac  and  lumbosacral  joints 
are  presented  which  show  no  evidence  in  this 
region  of  any  pathologic  condition,  either  con- 
genital or  acquired,  it  would  seem  difficult  to 
make  a positive  diagnosis  of  either  sacro-iliac  or 
lumbosacral  strain.  One  is  frequently  troubled 
by  the  fact  that  there  is  a negative  roentgenogram 
of  a patient  whose  clinical  signs  and  symptoms 
are  those  of  extreme  irritation  in  the  sacro-iliac 
or  lumbosacral  joints.  As  a result  of  observa- 
tion and  examination  of  a number  of  cases  of  this 
type,  it  has  been  discovered  that  the  iliotibial 
band  is  an  exceedingly  important  factor  in  the 
occurrence  of  lame  backs,  with  or  without  an 
associated  sciatica.  It  has  been  observed  in  many 
patients  with  low  back  disturbances  that  the  ilio- 
tibial band  is  extremely  tight  and  prominent  when 
the  patient  is  lying  on  his  back,  with  the  knees 
together,  or  when  he  is  in  the  erect  position.  The 
band  is  very  rigid,  almost  bone-like  in  consis- 
tency when  under  tension,  usually  about  one-half 
inch  wide,  and  is  raised  above  the  level  of  the 
fascia  lata,  with  which  it  connects  anteriorly  and 
posteriorly.  Patients  who  have  this  contracture 
complain  of  the  low  back  pain  as  a sensation  of 
strain  in  the  lower  part  of  the  back  in  the  region 
of  the  lumbar  and  sacral  bones  or  in  the  sacro- 
iliac articulations.  Severe  sciatica  is  associated 
quite  often  with  the  condition  and  there  also  may 
be  pain  along  the  lateral  femoral  cutaneous  nerve 
and  occasionally  along  the  distribution  of  the 
femoral  nerve.  Those  who  have  the  double  con- 
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tracture  may  show  sciatic  irritation  on  one  side  or 
both  sides,  or  alternating  attacks.  The  author 
concludes  that  the  contracted  fascia  lata  is  a com- 
mon cause  of  lame  backs  and  has  been  unrecog- 
nized. If  this  is  so,  it  would  seem,  in  the  presence 
of  normal  roentgen  studies,  that  fusion  of  the 
sacro-iliac  or  lumbosocral  regions  should  not  be 
done.  When  the  fascia  lata  is  contracted,  it  must 
produce  bad  posture.  Therefore,  apparatus  de- 
signed to  hold  the  abdomen  or  the  back,  or  exer- 
cises given  to  straighten  the  back  will  be  ineffec- 
tual against  such  severe  contractures.  The  treat- 
ment of  this  condition  is  the  relief  of  the  contrac- 
ture. In  those  cases  in  which  there  is  no  sciatica 
or  other  pain,  the  low  back  pain  may  be  relieved 
by  stretching  exercises  and  in  those  cases  in 
which  there  is  a severe  sciatica,  operation  is  indi- 
cated and  the  method  of  procedure  is  given. 


PRESENT  STATUS  OF  TETANUS,  WITH 
ESPECIAL  REGARD  TO  TREATMENT: 
REPORT  OF  FURTHER  CASES  FROM 
THE  MASSACHUSETTS  GENERAL 
HOSPITAL 

Richard  H.  Miller  and  Horatio  Rogers,  Boston 
( Journal  A.  M.  A.,  Jan.  19,  1935),  report  thirty- 
three  additional  cases  of  tetanus  from  the  Massa- 
chusetts General  Hospital,  making  a total  of  149 
cases.  Since  1896,  when  antitoxin  was  first 
used,  the  mortality  has  declined  from  80  to  less 
than  47  per  cent.  Prophylactic  injection  of  anti- 
toxin (1,500  units)  is  indicated  in  cases  of  deep 
or  puncture  wounds  that  may  be  contaminated. 
In  unusually  suspicious  cases  this  should  be  re- 
peated once  or  even  twice  at  intervals  of  ten  days. 
The  wound  should,  when  possible,  be  debrided 
and  kept  open.  After  the  onset  of  tetanus,  every 
effort  should  be  made  to  conserve  the  patient’s 
strength  by  the  maintenance  of  nutrition  and 
fluid  balance,  and  by  the  combating  of  muscle 
spasms.  Tribrom-ethanol  is  a useful  drug  for 
the  control  of  spasms.  As  soon  as  the  diagnosis 
is  made,  serum  should  be  given  intravenously,  in- 
tramuscularly or  both  in  daily  doses  of  from  20 
to  80  thousand  units  up  to  a total  of  300  thousand 
units.  In  hypersensitive  subjects  the  process  of 
desensitization  must  be  instituted  as  soon  as  pos- 
sible. There  are  no  theoretical  or  practical 
grounds  for  the  recommendation  of  the  intra- 
spinal  administration  of  antitoxin.  Serum  reac- 
tions may  be  expected  in  about  one-third  of  all 
cases  treated.  The  immediate  reactions  are  com- 
monest from  two  to  five  days  after  the  initial 
dose  of  serum,  and  the  delayed  reactions  from  the 
tenth  to  the  fifteenth  day.  No  fatal  reactions 
were  encountered  in  the  present  series. 
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OPERATIVE  OBSTETRICS* 

JOSEPH  L.  BAER,  M.  D., 
Chicago,  Illinois. 


Mr.  Chairman,  Members  and  Friends  of  the 
Nebraska  State  Medical  ssociation:  I appreciate 
the  honor  of  appearing  before  you  this  afternoon, 
and  I shall  try  to  justify  the  action  of  your  pro- 
gram committee. 

The  situation  in  this  country  in  connection  with 
operative  obstetrics  is  about  as  follows : The  Am- 
erican brand  of  operative  obstetrics  is  largely  re- 
sponsible for  the  lowly  position  that  we  occupy 
in  the  international  scale.  Some  years  ago  we 
were  listed  as  next  to  the  highest  in  sixteen  civ- 
ilized countries  in  maternal  mortality,  whereupon 

•Guest  speaker  address  before  the  annual  meeting  Nebraska 
State  Medical  Association,  Omaha,  May  12-14,  1935. 


a great  furore  arose  with  attempted  explanations 
and  justifications.  There  were  charges  that  our 
mortality  list  included  septic  abortions,  deaths 
from  tubal  pregnancy,  etc.,  and  that  if  we  were 
properly  classified  we  would  make  no  such  poor 
showing. 

The  Committee  at  the  White  House  Confer- 
ence, in  response  to  that  clamor,  reanalyzed  all 
the  work  that  this  country  is  doing  in  this  way: 
They  sent  the  data  concerning  something  over 
a thousand  maternal  deaths  to  all  the  other  coun- 
tries listed,  asking  them  to  classify  those  deaths 
of  ours  on  their  basis  of  classification.  The  net 
result  in  that  revision  is  that  we  are  twelfth  from 
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the  top,  instead  of  fifteenth.  In  other  words, 
there  is  something  radically  wrong  with  the  prac- 
tice of  obstetrics  in  our  United  States.  It  is  my 
belief  that  incompetent  or  ill-advised  operative 
obstetrics  is  an  important  factor. 

Operative  obstetrics  is  of  two  kinds — that 
which  aims  at  delivery  of  the  patient,  and  all  other 
types  of  operative  interference. 

The  field  is  large.  We  shall  have  to  go  over 
the  subject  rather  hastily  and  we  will  cover  a 
variety  of  operative  procedures — those  aimed  at 
delivery,  and  many  others. 

The  first  type  is  induction  of  labor.  One  might 
consider  induction  of  labor  to  be  of  minor  con- 
sequence, but  it  must  be  remembered  that  in- 
duction of  labor  is  merely  the  beginning  of  a 
sequence  of  events  that  may  result  in  the  death 
of  the  mother,  the  death1  of  the  fetus,  or  both. 
Some  years  ago — in  1926  and  1927 — we  analyzed 
our  series  of  inductions  at  the  Michael  Reese 
hospital.  The  vast  majority  comprised  patients 
at  term  or  later  in  whom  the  fetal  head  was  large, 
but  not  disproportionate.  Methods  included  var- 
ious combinations  of  castor  oil,  quinine,  pituitary 
extract  with  and  without  stripping  of  the  mem- 
brane, and  bag  induction.  I had  a fetal  death 
about  that  time  from  quinine.  The  patient  had 
an  idiosyncrasy.  Before  we  could  anesthetize, 
the  fetus  was  dead  in  utcro.  Since  then  we  have 
completely  discontinued  the  use  of  quinine.  Dr. 
Gellhorn  of  St.  Louis  reported  two  cases  shortly 
thereafter  with  similar  results. 

I believe  induction,  when  indicated,  is  accom- 
plished most  satisfactorily,  with  safety,  by  a two- 
ounce  dose  of  castor  oil,  and  a one  minim  dose 
of  pituitary  extract  at  20-  to  30-minute  intervals 
for  eight  to  ten  doses,  controlling  each  dose  by 
the  condition  of  the  fetal  heart  and  the  response 
of  that  patient.  Once  the  patient  is  in  labor,  in- 
duction procedures  must  cease.  If  she  does  not 
go  into  labor,  she  should  be  let  alone  from  24  to 
48  hours. 

Artificial  rupture  of  the  membranes  has  had 
a recrudescence  in  the  last  two  years.  My  own 
feeling  is  that  it  is  an  additional  risk,  and  may  lead 
to  intra-partum  fever,  and  is  not  necessary  in 
ordinary  induction.  Loosening  or  stripping  of 
the  membranes  from  the  lower  uterine  segment, 
in  addition  to  castor  oil  and  pituitary  extract 
when  necessary,  is  adequate. 

Bag  induction  produces  the  highest  morbidity, 
27  per  cent.  I dislike  the  bag  method  for  ordi- 
nary induction.  Stripping  is  preferable.  It  adds 
little  or  nothing  to  the  morbidity. 


Occipito-posterior  has  been  a bugaboo  of  ob- 
stetrics for  many  years.  If  labor  progresses,  we 
do  not  interfere  with  occipito-posteriors.  In  the 
vast  majority  of  instances,  the  occiput  will  rotate 
and  the  patient  will  terminate  as  an  occipito- 
anterior. Only  if  labor  ceases  to  progress  do  I 
consider  it  justifiable,  with  the  head  in  the  pel- 
vis, and  the  cervix  dilated,  to  undertake  rotation 
either  manual  or  instrumental.  Either  one  is 
major  obstetric  surgery. 

Now  we  come  to  the  question  of  cervix  repair. 
The  cervix  under  normal  conditions  dilates  spon- 
taneously. If  the  remainder  of  the  delivery  is 
normal,  I see  no  justification  for  exposing  and 
exploring  the  status  of  the  cervix.  Routine  ex- 
posure of  the  cervix,  in  my  opinion,  serves  no 
purpose  other  than  to  add  to  the  risk  of  the  pa- 
tient. If  the  delivery  is  an  operative  delivery 
involving  jeopardy  to  the  cervix,  then  indeed  is 
it  permissible,  if  proper  conditions  of  asepsis  can 
be  achieved,  to  expose  the  cervix  and  if  neces- 
sary, repair  it.  The  trauma  in  most  instances 
will  be  found  in  the  lateral  thinned  out  walls. 
When  that  uterus  is  completely  involuted,  that 
lateral  trauma  will  no  longer  be  a tear  of  one  or 
two  centimeters.  It  will  be  merely  a nick — a phy- 
siological nick  in  the  cervix  converting  the  ex- 
ternal os  from  a dimple  to  a transverse  slit.  At- 
tempts at  reuniting  those  thin,  torn  edges  are 
largely  futile.  If  there  is  eversion,  it  can  be 
taken  care  of  three  months  later  with  ordinary 
cauterization.  If  a real  tear  is  found,  the  pro- 
cedure should  be  immediate  repair.  The  first 
stitch  should  be  above  the  angle  of  the  tear  in 
order  to  catch  a possible  retracted  arterial  bleed- 
er. Catgut  sutures  are  placed  at  one  centimeter 
intervals  and  tied  for  approximation  only. 

There  is  no  objection  to  multiple  incisions 
(Duhrrsen’s)  when  indicated.  There  is  an  oc- 
casional patient  in  whom  dilatation  does  not  pro- 
gress to  completion  and  the  indication  arises  for 
termination  of  labor.  I think  it  good  obstetrics 
to  incise  such  a cervix,  placing  the  incisions  at 
10  or  2 o’clock,  or  both,  if  necessary. 

In  most  instances  if  labor  is  progressing,  rest- 
ing the  patient,  preferably  under  morphine,  will 
permit  that  cervix  to  reach  complete  dilatation. 

Episiotomy  is  another  operative  procedure  that 
is  the  subject  of  much  debate  in  obstetrical  cir- 
cles. My  position  is  this : The  construction  of 
the  pelvic  floor  and  the  vulvar  outlet  are  such 
that  spontaneous  delivery  with  little  perineal  in- 
jury is  usual.  Routine  episiotomy  in  order  to 
achieve  extraction  of  the  fetal  head  is  a super- 
fluous operative  procedure  which  can  only  add 
to  the  morbidity  of  the  patient. 
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The  elasticity  of  the  perineal  body  can  be  de- 
termined by  placing  two  fingers  on  the  posterior 
vaginal  surface  and  stretching  posteriorly.  This 
reveals  the  presence  of  transverse  fibrous  bands ; 
the  absence  or  presence  of  proper  elasticity.  If 
the  perineal  body  is  elastic,  let  the  fetal  head 
emerge  over  it.  If  there  is  a transverse  whitening 
on  the  skin  surface  which  indicates  undue  stretch- 
ing is  taking  place,  or  an  edema  of  the  perineal 
body,  or  if  operative  delivery  is  indicated  and 
you  fear  that  with  simple  forceps  manipulation 
you  will  have  a tear,  then  episiotomy,  median  or 
medio-lateral,  is  indicated.  Sound  judgment 
protects  both  the  patient  and  the  sphincter  ani. 

How  can  one  tell  about  the  functional  status  of 
the  levator  at  the  final  examination?  Place  the 
index  finger  of  one  hand  on  the  posterior  vaginal 
wall,  palm  down,  then  tap  with  that  thumb 
against  the  buttock  of  the  patient  and  say, 
“squeeze  my  finger,”  or  “pull  in  here.”  It  will  be 
noted  that  the  patient’s  bosom  rises.  Simultane- 
ously, she  is  contracting  her  levator  muscle.  This 
can  be  felt  readily  and  the  integrity  or  damage  to 
the  muscle  can  thus  be  determined.  Thus,  you 
will  learn  the  width,  depth,  thickness,  and  tone 
of  the  levator,  normal  or  injured. 

In  the  use  of  forceps  inability  to  fulfill  one 
condition  is  responsible  for  a great  deal  of  our 
obstetric  fetal  and  maternal  morbidity  and  mor- 
tality. The  man  who  applies  forceps  and  does 
not  have  an  accurate  knowledge  of  position,  at- 
titude and  level  of  the  head  is,  in  my  opinion, 
criminally  negligent. 

In  general,  these  are  the  indications.  No  pro- 
gress. A time  limit  may  be  set  in  one  institu- 
tion at  an  hour ; in  another,  at  two  hours ; but 
cessation  of  progress  is  the  one  factor  that  jus- 
tifies the  utilization  of  forceps,  provided  the 
necessary  conditions  are  satisfied.  Then  we  have 
miscellaneous  maternal  pathology  which  is  known 
to  all  of  you.  Finally,  is  the  question  of  jeopardy 
to  the  fetus.  To  do  an  emergency  forceps  to 
save  a fetal  life  at  the  risk  of  involving  gross  in- 
jury to  the  mother  is  a debatable  operative  pro- 
cedure which  must  be  determined  only  by  the 
man  on  the  job. 

In  the  application  of  forceps,  there  are  several 
points  of  technic.  The  blade  should  be  held  at 
the  juncture  of  the  handle  and  shank  in  a very 
loose  grip.  The  handle  starts  in  the  groin  of 
the  opposite  side  (right).  Two  fingers  of  the 
right  hand  are  in  the  left  posterior  quadrant  of 
the  vagina.  The  blade  is  introduced  by  pressure 
of  this  thumb  on  the  posterior  edge  of  the  blade 
into  the  space  provided  by  these  two  fingers,  and 


the  whole  blade  goes  into  the  posterior  quadrant. 
Only  after  it  is  fully  inserted,  do  the  inside  fin- 
gers lift  the  blade  to  its  lateral  position. 

The  after-coming  head ! Fetal  mortality  oc- 
curs in  breech,  by  premature  interference  and 
because  attempts  are  made  to  deliver  the  head 
by  a pull  on  the  fetal  body.  Pressure  from  above 
is  much  the  safer  force  to  apply  to  the  after- 
coming head.  When  this  does  not  succeed  eas- 
ily forceps  on  the  after-coming  head  is  compara- 
tively simple  if  the  fetal  body  is  lifted  out  of  the 
way.  That  is  true  not  only  when  the  head  is  in 
the  true  pelvis  and  application  and  extension  are 
simple,  but  it  is  equally  true  when  the  head  is 
above  the  pelvic  inlet. 

Walcher’s  position  is  just  as  good  today  for 
enlarging  the  anteroposterior  diameter  of  the  in- 
let as  it  was  when  Walcher  first  called  attention 
to  it.  When  applying  forceps  to  an  inlet  level 
head,  either  after-coming  or  fore-coming,  drop 
the  thighs  in  hyperextension  and  gain  the  space 
it  gives  you. 

Version  and  extraction  is  an  operative  pro- 
cedure well  calculated  to  terminate  labor,  to 
rescue  the  fetus,  and  to  leave  both  mother  and 
babe  in  good  condition,  provided  the  man  doing 
the  work  sets  correct  indications  for  its  use  and 
executes  properly. 

Our  routine  anesthetic,  is  ethylene  oxygen ; but 
when  doing  version  extraction,  you  want  com- 
plete relaxation.  Ether  will  do  it.  Chloroform, 
likewise,  will  do  it  but  we  don’t  use  it. 

I think  Dr.  Potter’s  utilization  of  version  and 
extraction  is  entirely  wrong,  but  I do  think  he 
has  taught  us  some  things  about  the  technique. 
Dr.  Potter  does  all  his  work  with  the  patient 
under  chloroform  anesthesia.  He  has  ' an  anes- 
thetist who  has  been  with  him  a quarter  of  a 
century  and  does  a fine  job  of  anesthesia.  I call 
it  to  your  attention  because  I think  his  is  the  most 
deft  operative  technic  I have  ever  seen  in  a ver- 
sion and  extraction. 

In  our  total  of  15,000  women  delivered,  we 
did  a total  of  381  cesarean  sections— a frequency 
of  2.5.  This  2.5  frequency  is  not  a true  index. 
I should  say  that  4.4  is  a truer  index,  because  it 
represents  our  most  recent  figures  and  an  in- 
creased liberality  toward  the  indications  for  ce- 
sarian section.  Our  frequency  now  is  approxi- 
mately one  in  every  25  women. 

The  mortality  in  cesarean  section  is  2.3% 
which  is  the  uncorrected  mortality  for  all  types 
of  cesareans,  both  classical,  low,  and  Porro.  Our 
largest  number  of  deaths  occurred  in  the  low 
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cervical  type.  The  probable  cause  of  that  is  that 
the  low  cervical  group,  which  is  by  far  the  largest 
number,  included  some  patients  in  whom  we 
thought  it  still  safe  to  do  a low  cervical  type,  and 
on  whom  it  would  have  been  better  to  do  a Porro. 
Hence  this  little  group  of  five  deaths  in  the  low 
cervical  type — a mortality  of  2.33  per  cent. 

I should  like  to  make  this  statement.  The  fre- 
quency of  death  following  cesarean  section  in  the 
best  clinics  I know  of  in  this  country  and  abroad 
runs  somewhere  between  2 and  3 per  cent,  some 
as  high  as  4 per  cent.  To  improve  on  that  at 
present  I think  is  next  to  impossible.  It  is  only 
by  the  study  of  large  series  one  can  reach  figures 
that  are  significant.  If  we  had  taken  our  first 
100,  we  might  have  shown  a series  of  100  cesar- 
eans without  a death.  That  would  not  have  been 
a fair  criterion  of  our  work. 

I want  to  dwell  on  the  subject  of  morbidity  for 
a minute.  The  women  who  die  do  not  represent 
the  sum  total  of  poor  operative  obstetrics ; nor 
do  the  fetuses  who  die  complete  the  record.  It  is 
the  same  as  with  automobile  deaths.  For  every 
patient  who  dies  in  an  auto  accident,  twenty  are 
injured — more  or  less  permanently  disabled.  So 
it  is  with  these  maternal  and  fetal  mortality  fig- 
ures. The  morbidity  to  which  women  are  sub- 
jected gives  us  50  per  cent  of  our  gynecological 
material. 

A word  about  the  third  stage,  because  the  re- 
moval of  the  placenta  can  be  an  operative  pro- 
cedure in  obstetrics  that  terminates  in  the  death 
of  the  mother.  If  mechanism  is  normal,  the  pla- 
centa separates  in  five  minutes.  If  you  want  to 
know  about  separation  and  you  must  to  handle 
the  third  stage  intelligently,  put  a marker  on  the 
cord  the  instant  the  baby  is  born.  That  marker 
will  advance  a handbreadth  (10  cm.)  within  five 
minutes  after  delivery  of  the  patient,  in  most  in- 
stances. Thereafter  the  uterus  when  stony  hard 
may  be  used  in  simple  expression  to  drive  the 
placenta  out  through  the  vulva. 

If  the  placenta  is  separated  and  you  grasp  the 
recti  above  the  umbilicus  and  pull  them  together 
at  the  moment  of  a stony,  hard  contraction,  and 
ask  the  patient  to  bear  down,  she  will  expel  the 
placenta,  because  you  have  temporarily  restored 
her  intra-abdominal  pressure.  I call  this  indirect 
expulsion  of  the  placenta. 

Of  all  the  methods  of  resuscitation  of  the 
fetus,  the  tracheal  catheter  is  the  most  reliable 
and  least  productive  of  injury  to  the  fetus.  We 
have  discontinued  all  the  old  methods.  Our  first 
concern  is  to  make  sure  the  air  passages  are 
clear.  We  aspirate  mucus  from  the  pharynx  and 


let  the  baby  alone.  When  cyanosis  has  increased 
sufficiently,  the  infant  takes  its  primary  inspira- 
tion. If  it  fails  to,  and  the  circulation  slows  and 
the  skin  is  mottled,  we  insert  the  tracheal  catheter 
into  the  upper  larynx.  It  is  an  exceedingly  sim- 
ple procedure  on  all  infants  except  the  very  pre- 
mature. With  a little  puffing  at  the  rate  of  18 
to  20  a minute,  the  fetus  will  shortly  begin  to 
breathe.  We  have  the  Drinker  apparatus,  but 
use  it  only  very  occasionally. 

The  Michael  Reese  hospital’s  gross  mortality 
for  15,000  deliveries  was  0.25 — one-fourth  of  one 
per  cent — one  death  per  400  women.  That  com- 
pares rather  favorably  with  the  mortality  statis- 
tics in  most  institutions.  Please  remember  the 
mortality  figures  in  the  United  States  are  7 per 
1,000 — pretty  high. 

A sound  approach  to  the  consideration  of  the 
conduct  of  labor  requires  the  acceptance  of  two 
statements  of  fact.  Labor  is  the  high  point  in  a 
series  of  physiological  processes.  I regard  it  as 
physiological,  not  pathological.  Every  woman  in- 
labor is  a potential  emergency  major  surgical 
risk.  In  the  final  analysis,  the  outcome  will  de- 
pend on  the  judgment  and  ability  of  the  obste- 
trician. Not  every  man  who  does  obstetrics  is 
competent  to  do  major  obstetric  surgery.  Conse- 
quently it  is  on  that  man’s  conscience  to  determine 
whether  he  fulfills  this  closing  statement — 
whether  he  has  the  judgment  and  the  ability  to 
meet  the  situation.  There  is  no  way  of  improv- 
ing maternal  and  fetal  mortality  in  obstetrics  un- 
less and  until  the  profession  at  large,  which  does 
the  bulk  of  obstetrics  in  this  country,  is  willing 
to  analyze  itself  and  set  its  own  limitations  on  its 
own  activities.  I know  of  no  factor  that  will  ac- 
complish this  except  conscience. 


USE  OF  DILAUDID  IN  PAIN  OF  CANCER 

C.  Malone  Stroud,  St.  Louis  ( Journal  A.  M. 
A.,  Nov.  10,  1934),  found  dilaudid  to  be  an  effi- 
cient analgesic  in  the  control  of  constant  pain.  It 
is  more  helpful  in  cancer  than  any  other  opiate 
that  he  has  used.  In  order  to  obtain  continuous 
relief  of  constant  pain,  the  method  of  adminis- 
tration is  important.  The  doses  should  be  admin- 
istered with  sufficient  frequency  to  permit  con- 
tinuous effect.  Although  in  the  type  of  case  that 
he  observed  the  detection  of  habituation  was  dif- 
ficult, he  believes  that  dilaudid  is  less  habit  form- 
ing than  morphine.  There  was  less  deterioration 
of  character  and  better  morale  in  patients  who 
were  treated  with  dilaudid  than  in  patients  treated 
with  other  drugs.  The  untoward  side  effects 
were  less  troublesome  than  those  of  other  opiates. 
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Common  among  the  many  complaints  for 
which  mothers  of  new  born  infants  consult  their 
physicians,  are  those  concerning  the  skin.  Minor 
or  major,  it  matters  little,  some  visible  pathology, 
such  as  skin  lesions  manifest,  precipitates  a 
questionaire  on  what,  why,  and  what  to  do 
about  it.  These  questions,  particularly  when  all 
the  advice  of  the  grandmothers  and  neighbors  as 
to  what  it  is  and  what  to  do  for  it  has  been  tried, 
sometimes  proves  a little  exasperating.  It  is  not 
the  purpose  of  this  paper  to  break  over  into  the 
realm  of  dermatology  as  I am  of  the  firm  opin- 
ion that  there  are  many,  many  diseases  of  the 
skin  that  dermatologists  alone  are  competent  to 
handle.  This  paper  is  to  embrace  more  of  the 
simple,  everyday  complaints,  such  as  heat  rash, 
intertrigo,  Jacquet  dermatitis,  cradle  cap  and  the 
like. 

The  skin  of  the  infant  is  exceptionally  delicate 
and  constant  care  is  necessary  to  keep  it  in  a 
healthy  condition.  The  secret  of  a healthy  skin 
in  an  infant  is  in  the  proper  attention  to  all  the 
little  details  of  a baby’s  toilet.  Among  the  most 
common  complaints  are  those  of  a macular,  red- 
dish, rash  due  to  too  strong  a soap.  This  should 
never  be  used,  neither  should  too  vigorous  rub- 
bing be  indulged  in  either  during  or  after  the 
bath.  Should  this  rash  occur,  the  discontinuance 
of  the  use  of  soap  altogether,  substituting  olive 
oil  for  cleansing  and  the  free  use  of  a borated 
dusting  powder  or  fine  cornstarch  should  suf- 
fice. A bran  or  starch  water  bath,  without  soap, 
is  as  equally  effective  in  some  cases  as  olive  oil. 

Extremely  common  is  the  erythema  intertrigo, 
primarily  a simple  chafing  of  opposed  body  sur- 
faces. due  to  heat,  friction  and  moisture.  It  may 
be  additionally  aggravated  by  the  added  irrita- 
tion of  decomposing  sweat,  contamination  with 
urine  and  feces,  infection,  the  heat  of  warm 
weather  and  excessive  clothing.  It  is  seen  in  the 
intergluteal  cleft,  the  groins,  axillae,  flexures  of 
the  joints  and  about  the  neck.  Without  care, 
superimposed  bacterial  infection,  impetigo,  boils 
and  abscesses  may  develop.  Cleanliness  and  dry- 
ness are  essential  in  treatment.  The  affected 
part>  should  be  gently  washed  with  warm  soda 
water  and  thoroughly  dried  by  gentle  patting 
with  washed  gauze.  A dusting  powder  is  then 

•Read  at  the  Omaha  Mid-West  Clinical  Society,  October  31, 
1935,  and  before  the  Madison  Six-County  Medical  Society,  Nor- 
folk, Nebr.,  January  21,  1936. 


applied.  Anyone  of  the  following  are  satisfac- 
tory: Talcum  powder,  Fuller’s  earth,  a mixture 
of  ten  grains  of  powdered  camphor,  thirty  grains 
of  zinc  oxide  and  100  grains  of  talcum;  one  per 
cent  calomel  in  talc,  or  zinc  stearate.  To  prevent 
further  friction,  the  folds  of  the  skin  may  be  sep- 
arated by  a thin  layer  of  absorbent  cotton — 
changed  frequently.  Starch,  which  cakes,  and 
ointments  are  not  satisfactory  for  intertrigo. 

Allied  to  intertrigo  is  an  interesting  affection, 
erythemae  gluteal,  more  commonly  called  Jac- 
quet’s  dermatitis  or  napkin  erythema.  Unlike  in- 
tertrigo which  occurs  in  the  flexures,  gluteal  ery- 
thema is  seen  on  the  convex  surfaces.  It  may  be 
limited  to  the  genitals,  perineum  and  the  inner 
aspect  of  the  thighs  or  it  may  spread  to  the  but- 
tocks, the  lower  part  of  the  abdomen,  back  of  the 
thighs,  legs  and  heels.  In  the  mild  form  it  is 
merely  a shiny,  deep  red  erythema  and  in  the 
more  severe  form  there  may  be  vesicles,  papules 
or  ulcers.  It  occurs  more  commonly  in  the  win- 
ter time.  The  etiology  is  interesting  and  stands 
one  in  good  stead  in  explaining  the  never  failing 
question  of  “why  should  my  baby  have  this  hor- 
rible looking  skin  and  this  terrible  odor.”  Moth- 
ers mean  their  “why”  in  this  instance  liter- 
ally. The  ammonia  is  formed  in  the  wet  dia- 
per. in  situ,  by  the  growth  of  a saprophytic  ba- 
cillus (Bad.  ammonia  genes)  which  splits  the 
urinary  urea  into  ammonia.  This  bacterium  is  de- 
rived from  the  intestinal  contents,  and  infests  the 
diaper  area  as  a result  of  soiling  by  feces.  The 
treatment  is  simple.  The  diapers  after  washing, 
are  run  through  a final  rinse  water  prepared  by 
dissolving  two  7J4  grain  mercury  bichloride  tab- 
lets in  one  gallon  of  water.  Even  when  wrung 
thoroughly,  they  retain  three  to  five  ounces  of 
the  fluid.  When  dried,  preferably  in  the  sun, 
they  are  diffusely  impregnated  with  the  bichlor- 
ide and  when  later  wet  by  urine,  bacterial  growth 
and  ammonia  formation  is  prevented.  Usually 
no  evidence  of  any  skin  irritation  due  to  the  mer- 
curic chloride  occurs.  The  eruption  itself  dis- 
appears rapidly.  The  itching  during  the  regres- 
sion of  the  lesions  can  be  abated  by  an  ointment 
such  as  Lassar’s  paste  or  four  per  cent  balsam  of 
Peru.  Castor  oil  applied  locally  is  also  helpful. 
When  ulceration  is  present  a two  per  cent  am- 
moniated  mercury  ointment  is  beneficial.  If  this 
is  irritant  to  the  skin,  diluted  black  wash  (lotio 
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nigra)  may  be  substituted.  Far  less  efficacious 
because  of  its  lower  bactericidal  power  but  effec- 
tive in  mild  cases,  is  a saturated  solution  (1:20) 
of  boracic  acid.  Additional  treatment,  if  need- 
ed, consists  of  giving  one-third  of  a teaspoonful 
of  sodium  bicarbonate  daily  in  each  of  three  feed- 
ings. This  results  in  the  replacement  of  some  of 
the  ammonium  salts  in  the  urine  by  sodium  salts. 
A reduction  for  a few  days  of  the  amount  of  the 
fat  in  the  milk,  diminishes  the  amount  of  acids 
excreted  in  the  urine. 

Miliaria  rubra,  known  to  mothers  as  heat  rash 
or  prickly  heat  is  exceptionally  common.  The 
eruption  appears  suddenly  and  consists  of  pin- 
head sized  vesicles  or  papules.  They  are  close- 
ly set  and  do  not  coalesce.  It  is  due  to  excessive 
heat  resulting  from  hot  weather,  overheated 
houses,  or  an  undue  amount  of  warm  clothing  or 
bedding.  It  is  more  common  in  those  infants 
who  perspire  freely  and  in  fat  children.  It  is 
considered  to  be  related  to  the  sweat  function. 
A soda  bath  is  beneficial,  using  one  tablespoon  of 
bicarbonate  of  soda  to  one-half  gallon  of  warm 
water.  The  child  should  be  dried  by  patting  and 
not  with  friction.  The  underlying  cause,  natur- 
ally, should  be  corrected.  Bran  and  starch  baths, 
used  interchangeably  with  soda  baths  in  persist- 
ent or  frequently  recurring  cases,  are  of  service. 
One  cupful  of  bran  or  starch  is  mixed  with  two 
gallons  of  water.  Additional  treatment  may  con- 
sist of  salicylic  lotion  five-tenths  per  cent  in  fifty 
per  cent  alcohol.  This  is  very  effective.  It  may 
be  used  after  the  bath  or  in  place  of  it.  Cala- 
mine lotion,  calamine  powder  and  zinc  oxide  of 
each  sixteen  to  240.0  of  lime  water  may  be  patted 
on  and  allowed  to  dry. 

The  comedo  or  blackhead  is  often  seen  in  the 
newborn.  Acne  neonatarum,  sometimes  pustular, 
associated  with  oily  skin  is  also  a common  affec- 
tion. Both  of  the  above  usually  appear  about  the 
nose,  cheeks,  and  forehead.  They  disappear  spon- 
taneously, without  scarring,  in  a few  days  to  a 
few  weeks.  The  main  treatment  consists  in  re- 
assuring the  mother  of  this  fact.  In  persistent 
cases  treatment  by  mild  soap  and  water  friction 
and  a mild  sulphur  lotion  will  usually  suffice. 

Atheroma,  also  known  as  sebaceous  cyst  or 
wen  are  not  infrequently  seen.  They  are  reten- 
tion tumors  in  the  cutis  or  subcutaneous  tissue. 
These  should  be  excised  completely  to  prevent 
reformation. 

Some  babies  are  born  with  a dry  scaly  skin. 
These  infants  should  be  oiled  each  day  with  a 
little  olive  oil  at  the  conclusion  of  the  bath.  An 


area  of  scaliness  may  develop  on  the  top  of  the 
head  called  “cradle  cap.”  It  is  likewise  known 
as  milk  crust  and  pityriasis  capitus.  Combing 
the  scales  out  after  softening  with  oil  or  vaseline 
is  not  to  be  recommended,  as  injury  to  the  scalp 
and  hair,  unless  undue  precaution  is  taken  by  the 
mother,  may  occur.  One  factor  in  the  develop- 
ment of  this  scaliness  is  the  mother’s  fearing  to 
wash  the  head  thoroughly  over  the  “soft  spot” 
(anterior  fontanelle).  This  fear  of  hurting  the 
baby  is  groundless,  as  the  soft  spot  is  adequately 
protected.  The  scalp  should  be  thoroughly 
washed  each  day  with  soap  and  water.  If  a crust 
does  form,  oil  the  head  thoroughly  at  night  with 
olive  oil.  The  use  of  yellow  vaseline  gives  uni- 
formly good  results  following  a castile  soap  and 
water  shampoo.  This  condition  requires  prompt 
attention  as  it  may  spread  over  the  head  and  face. 
In  addition  to  the  above,  ordinary  cases  may  re- 
spond more  quickly  to  a one-half  to  two  per  cent 
salicylic  acid  in  fifty  percent  alcohol  or  a one  to 
three  per  cent  formalin  in  the  same  menstrum. 
Lotions  are  a little  more  pleasant  to  use  than  oils 
and  ointments.  For  more  severe  cases,  cold 
cream  containing  one  to  three  per  cent  salicylic 
acid,  rubbed  gently  into  the  scalp  once  daily  may 
be  used.  This  should  be  replaced  by  the  second 
week  with  a mild  lotion,  after  the  difficulty  is 
under  control. 

Herpes  simplex  or  fever  blisters  are  not  un- 
common in  childhood  and  needless  to  say  are 
very  bothersome.  In  recurrent  cases  quinine  in 
small  repeated  doses  has  been  advised.  Locally, 
applications  of  spirits  of  camphor  or  latio  alba 
are  of  service  and  will  sometimes  abort  the  le- 
sions. Compound  tincture  of  benzoin  is  a good 
protective  after  the  vesicles  have  erupted. 

Pemphigus,  characterized  by  rapid  develop- 
ment of  bullae,  often  on  apparently  normal  skin 
and  usually  accompanied  by  constitutional  symp- 
toms of  varying  degree,  is  not  commonly  seen 
but  should  be  mentioned.  There  is  no  specific 
remedy.  The  general  management  of  the  patient 
and  the  maintenance  of  a good  state  of  nutrition 
are  important.  The  bullae  should  be  punctured 
at  their  bases  and  evacuated.  It  is  important  to 
maintain  drainage  and  prevent  crustation,  thus 
the  use  of  ointments  with  antiseptic  properties 
are  more  desirable  than  powders,  although  the 
latter  are  more  efficacious.  Sterile  olive  oil  or 
calamine  emulsion,  to  which  one  per  cent  of  car- 
bolic acid  may  be  added  is  helpful.  Of  the  pow- 
ders magnesium  carbonate,  and  boric  acid  are 
effective,  in  liberal  application.  Yiosterol  by 
mouth,  in  what  seems  to  me,  overwhelmingly 
large  doses,  is  recommended  by  a group  of  Phil- 
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adelphia  physicians,  with  seemingly  good  results. 
They  apply  its  use  to  chronic  pemphigus.  (Ludy. 
De  Valin.  Hart-Drant). 

Infantile  eczema  is  a tremendous  subject.  The 
most  practical  treatise  covering  the  subject  brief- 
ly but  thoroughly,  may  be  found  in  the  Journal 
of  Pediatrics  2:133  (Feb.,  1933),  by  Lewis  Webb 
Hill  of  Boston.  A reprint  of  this  excellent  arti- 
cle will  be  furnished  by  Mead  Johnson  and  Com- 
pany, Evansville,  Indiana,  upon  request.  Classi- 
fication, skin  tests,  etiology,  and  practical  treat- 
ment are  given,  including  pharmacological  sug- 
gestions. I do  not  believe  one  could  do  bet- 
ter than  to  follow  his  suggestions  and  recom- 
mendations. In  looking  forward,  Hill  states  that 
“the  problem  of  infantile  eczema  is  not  yet  solved 
and  no  real  progress  will  result  until  a much 
more  definite  separation  of  the  various  skin  con- 
ditions in  infancy,  now  called  eczema,  is  made, 
and  until  we  have  some  means  at  our  command 
by  which  we  can  change  an  allergic  infant  into 
one  who  is  non  allergic.  Both  are  possible  of 
attainment.” 

Impetigo  is  of  common  occurrence  in  infancy 
and  childhood,  and,  when  recognized  and  proper- 
ly treated,  readily  yields  leaving  no  sequelae.  In 
the  epidemic  bullous  type  in  infants,  a small  num- 
ber succumb  to  the  disease.  In  ordinary  cases, 
bathing  the  lesions  with  boracic  acid  water  or 
tincture  of  green  soap,  the  latter  is  preferable, 
and  then  applying  two  to  five  per  cent  ammoniat- 
ed  mercury  in  a lanolin  base  will  suffice.  It  is 
important  to  open  the  lesions  and  evacuate  their 
contents.  The  remaining  shelving  edges  of  skin 
are  potential  seats  for  further  spread,  conse- 
quently, regardless  of  the  type  of  treatment  used, 
it  is  essential  that  the  medication  is  applied  in 
such  a manner  that  the  under  portions  of  these 
shelves  is  reached.  Usually  gentle  massage  us- 
ing a rotary  movement  is  sufficient.  It  is  also 
important  to  keep  all  crust  formation  removed,  or 
at  least  softened  and  saturated  with  an  effective 
parasiticide.  Some  cases  do  not  respond  readily 
to  ammoniated  mercury  treatment,  even  when 
using  the  higher  percentages.  Painting  the 
patches  with  a five  per  cent  silver  nitrate  solu- 
tion or  painting  them  with  gentian  violet  is  in- 
dicated. Ultra  violet  ray  and  air  exposure  are 
additional  adjuncts.  Merthiolate  has  been  highly 
recommended  as  a curative  agent,  the  solution 
to  bathe  the  areas  and  the  tincture  to  paint  upon 
them.  If  you  deem  it  desirable  to  cover  lesions 
to  prevent  irritation  and  consequent  spread  from 
ouside  sources,  the  following  method  of  treat- 
ment will  be  found  to  be  simple  and  effective. 

' The  skin  surface  surrounding  the  infected  area 


is  washed  with  soap  and  water  and  dried  thor- 
oughly with  absorbent  cotton.  The  lesion  is 
painted  with  several  layers  of  metaphen  1 :500 
in  collodion,  which  is  permitted  to  dry  layer  by 
layer.  In  twenty-four  hours  the  easily  removable 
outer  layers  of  the  metaphen-collodion  mixture 
are  removed  with  a tissue  forceps.  The  adherent 
part  is  left  on,  and  the  mixture  is  reapplied  in 
several  layers.  The  procedure  is  repeated  on  the 
third  day.  On  the  fourth  day  all  of  the  meta- 
phen-collodion preparation,  which  by  that  time 
has  curled  up  at  the  edges,  is  removed,  and  with 
it  the  underlying  incrustation.  If  the  underly- 
ing skin  is  dry,  light  annointing  with  two  per 
cent  ammoniated  mercury  is  carried  out.  If, 
however,  the  surface  is  still  moist  the  metaphen- 
collodion  mixture  is  applied  for  another  period  of 
three  days. 

The  advantages  of  the  use  of  the  metaphen- 
collodion  preparation  are : The  ease  of  applica- 
tion and  the  impervious  character  of  the  dress- 
ings, easily  confining  the  infection,  so  that  auto- 
inoculability  and  contagion  become  less  likely.  It 
is  suggested  that  in  school  children  with  this  type 
of  dressing,  mild  cases  with  but  few  lesions 
would  not  necessarily  need  to  be  excluded  from 
their  classrooms. 

Of  the  congenital  defects  one  may  see,  only 
one  need  be  specially  mentioned,  namely  ichthy- 
osis simplex  or  xerosis  commonly  called  fish  skin, 
in  which  the  skin  is  dry,  roug'h  and  scaly.  The 
sweat  and  oil  secretions  are  much  diminished  or 
apparently  absent.  Usually  the  general  health  is 
unaffected  but  the  disorder  remains  throughout 
life.  Internally,  extract  of  thyroid,  the  dosage 
dependent  upon  the  age,  usually  one-eighth  to 
one-quarter  grain  twice  daily  is  of  some  value. 
Warm  baths  followed  by  an  oily  preparation 
such  as  glycerine  one  part  and  olive  oil  three 
parts  will  control  the  simple  cases.  More  severe 
cases  are  certainly  a problem  for  the  dermatolo- 
gist. 

It  is  not  uncommon  to  see  umbilical  cord 
stumps  discharge  over  a longer  period  than  they 
should,  due  to  a mass  of  exuberant  granulations 
at  the  umbilical  stump — the  granuloma,  which  has 
a thin  and  purulent  discharge.  If  no  other  gross 
pathology  is  behind  the  discharge,  seventy  per 
cent  alcohol  applied  with  a sterile  pledget  of  cot- 
ton may  be  sufficient — this  once  daily  at  bath 
time.  Should  this  fail,  touching  the  weeping 
surfaces  with  five  per  cent  silver  nitrate,  followed 
by  alcohol  and  then  applying  a dusting  powder 
of  salicylic  acid  fifteen  grains,  starch  one  ounce 
and  powdered  zinc  oxide  one  ounce  will  usually 
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suffice.  Failing  this,  snipping  the  granulations 
off  with  scissors  and  applying  powdered  alum  is 
probably  the  best.  Another  absorbant  antiseptic 
powder  of  value  is  starch  two  parts,  boracic  acid 
one  part  and  aristol  one  part. 

In  considering  the  various  types  of  nevi,  which, 
unfortunately,  are  all  too  commonly  seen,  there 
are  but  few  that  one  not  specially  trained  in  the 
diseases  of  the  skin  and  the  technique  of  treating 
nevi,  should  attempt  to  handle.  Nevi  are  of 
three  general  types : vascular,  pigmented  and  cav- 
ernous. Many  infants  at  birth  have  vascular 
nevi  on  the  center  of  the  forehead,  eyelids,  or 
back  of  the  neck.  They  usually  fade  out  in  a 
few  months.  Other  vascular  nevi.  when  moder- 
ately small,  either  flat  or  somewhat  raised,  can 
be  successfully  treated  with  a carbon  dioxide  pen- 
cil or  with  dry  ice.  If  other  methods,  such  as 
x-ray  exposure,  radium  application,  electrolysis, 
boiling  water  injections,  or  excision  are  deemed 
necessary,  a competent  dermatologist  should  be 
consulted.  For  these  small  lesions,  refrigeration 
for  thirty  seconds  or  more  is  simple  and  effec- 
tive. The  carbon  dioxide  pencil  or  dry  ice  should 
be  fashioned  to  fit  the  lesion,  and  the  treatment 
sufficient  to  cause  enough  reaction  to  form  blis- 
ters with  subsequent  crust  formation.  About 
three  to  four  weeks  should  elapse  between  treat- 
ments and  usually  two  or  three  treatments  suf- 
fice. The  use  of  trichloracetic  acid,  carbolic  acid 


and  nitric  acid  should  be  frowned  upon  as  they 
may  cause  keloidal  scars. 

Sk'in  lesions  due  to  parasites  on  the  skin  and 
also  to  burrowing  parasites,  are  too  numerous  to 
consider  in  detail  here.  Most  of  them  respond 
readily  to  simple  treatments  of  which  most  of  you 
have  your  pet  suggestions.  Soothing  ointments 
and  lotions  are  the  basis  for  most  of  the  treat- 
ment after  removing  the  causative  agents.  Those 
of  us  who  are  affiliated  with  clinic  contacts 
frequently  see  parasitic  diseases,  much  more  often 
than  in  private  practice.  Pediculosis  capitis  and  I 
corporis,  bedbug  and  flea  bites  are  the  most  com- 
monly seen. 

In  the  management  of  any  skin  disease,  wheth- 
er it  be  simple  or  not,  proper  hygiene,  nourish- 
ing food,  fresh  air,  cod  liver  oil,  iron,  and  often 
rest  in  bed  are  essentials.  Inquiry  into  the  elim- 
ination functions,  and  into  the  condition  of  the 
throat  and  teeth  should  not  be  neglected. 

This  problem  may  seem  very  elementary,  but 
an  attempt  has  been  made  to  bring  before  you 
some  of  the  more  simple  but  effective  treatments 
for  some  of  the  more  simple  everyday  problems 
that  confront  the  infant’s  mother  and  directly  fall 
to  you  as  a responsibility.  Though  these  lesions 
are  perhaps  not  major  in  seriousness,  many  fast 
and  loyal  patients  have  been  won  by  the  practical 
application  of  simple  measures  to  minor,  but  both-  I 
ersome.  troubles. 


ONE  THOUSAND  PATIENTS  WITH  HEART  TRACINGS* 

MAINE  C.  ANDERSEN,  M.  D„  and  GUY  R.  McCUTCHAN,  M.  D„ 
Omaha,  Nebraska.  Council  Bluffs,  Iowa 

(From  the  Department  of  Medicine,  University  of  Nebraska 
College  of  Medicine,  Omaha,  Nebraska.) 


We  wish  to  present  a few  of  the  interesting 
findings  in  the  electrocardiographic  tracings 
taken  on  a thousand  patients  at  the  University- 
of  Nebraska  Plospital.  The  series  represents 
1,270  heart  tracings.  The  patients  were  re- 
ferred for  electrocardiographic  study  from  the 
Hospital  wards  and  the  Hospital  Despensary  be- 
cause they  presented  obvious  signs  and  symptoms 
of  heart  disease,  or  because  the  patient’s  physical 
findings  and  symptoms  were  suggestive  of  heart 
disease,  or  finally,  because  the  physician  refer- 
ring the  patient  wished  to  rule  out  the  possibility 
of  heart  disease  complicating  the  clinical  picture. 
Taken  from  this  wide  range  of  possibilities  of 
heart  disease,  the  thousand  patients  would  tend 
to  represent  a cross  section  of  the  incidence  of 
the  different  types  of  heart  disease  in  this  sec- 
tion of  the  country. 

’"Read  before  the  Omaha-Douglas  County  Medical  Society, 
November  12th,  1935. 


The  patients  were  classified  according  to  the 
etiology  of  their  cardiac  pathology.  When  a pa- 
tient had  a combination  of  more  than  one  type 
of  heart  disease,  we  classified  him  under  the  pre- 
dominate type  in  the  given  case  thus  avoiding 
duplication  and  confusion. 

2o2  of  the  thousand  patients  were  classified 
as  having  coronary  sclerosis  due  to  arterioscle- 
rotic vascular  changes.  These  patients  had  phys- 
ical findings  and  symptoms  which  could  be  at- 
tributed to  coronary  sclerosis  and  had  a systolic 
blood  pressure  not  over  180  and  a diastolic  blood 
pressure  not  over  100.  These  maximum  systolic 
and  diastolic  blood  pressure  readings  were  used 
arbitrarily  in  order  to  separate  conveniently  a 
hypertension  group  of  patients  from  the  coronary 
sclerosis  group  due  to  arteriosclerosis.  When 
arteriosclerosis  begins  as  such  and  then  ends 
with  a marked  hypertension,  or  when  hyperten- 
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sion  begins  as  such  (if  it  ever  does)  and  then 
ends  with  marked  arteriosclerotic  vascular 
changes,  is  very  difficult  to  ascertain.  We  are 
fully  aware  of  the  error  in  taking  the  blood  pres- 
sure readings  as  the  criteria  for  differentiating 
hypertensive  heart  disease  from  arteriosclerosis 
and  coronary  sclerosis,  however,  our  findings 
will  be  interesting  as  well  as  instructive. 

Using  the  above  classification,  25%  or  of 
the  patients  sent  for  electrocardiographic  study 
had  coronary  sclerosis  as  the  presenting  etiolog- 
ical background  for  their  clinical  picture.  If  we 
exclude  from  the  thousand  patients  the  patients 
who  were  finally  diagnosed  as  functional  or  nor- 
mal, and  also  a large  miscellaneous  group  with 
systemic  diseases  unrelated  to  the  cardiovascular 
system,  the  coronary  sclerosis  group  would  rep- 
resent 40%  of  the  patients  with  organic  heart 
disease.  In  other  words,  if  you  are  called  to  see 
a patient  with  heart  disease  in  this  section  of 
the  country  the  chances  are  40%  that  he  is  suf- 
fering from  coronary  sclerosis  due  to  arterio- 
sclerotic vascular  changes.  The  average  age  will 
be  62  years. 

The  usual  electrocardiographic  findings  in  pa- 
tients with  coronary  sclerosis  are  left  axis  devia- 
tion with  inversion  of  the  T-wave  in  lead  1,  or 
leads  1 and  2,  with  or  without  a shift  of  the  S-T 
segments  in  these  two  leads.  25%  of  the  pa- 
tients with  coronary  sclerosis  had  auricular  fibril- 
lation while  10%  had  entirely  normal  heart  trac- 
ings. In  the  entire  series  there  were  15  patients 
showing  complete  bundle  branch  block.  All  ex- 
cept one  of  these  belonged  in  the  coronary  scle- 
rosis group  of  patients.  The  exception  was  a 
patient  with  a luetic  aortic  aneurysm  and  aortic 
regurgitation.  He  was  42  years  of  age  and  died 
in  the  hospital.  The  average  age  of  the  coronary 
sclerosis  patients  with  complete  bundle  branch 
block  was  65  years.  Five  patients  or  2%  of 
the  coronary  sclerosis  patients  had  complete  heart 
block.  Other  interesting  electrocardiographic 
findings  were  intra-ventricular  defective  conduc- 
tion and  complete  occlusion  of  one  of  the  coro- 
nary branches. 

124  of  the  thousand  patients  were  classified 
in  the  hypertension  group.  This  group  included 
all  the  patients  with  a systolic  blood  pressure  of 
180  or  over  and  a diastolic  blood  pressure  of  100 
or  over  regardless  of  the  etiology  of  the  hyper- 
tension. We  tried  to  subdivide  the  hypertension 
group  into  those  in  which  the  hypertension  was 
secondary  to  a primary  kidney  lesion  and  into  a 
non-renal  group.  The  dividing  line  between 
renal  and  non-renal  hypertension  is  sometimes 
very  difficult  to  determine  and,  as  the  heart  trac- 


ings in  the  two  subdivisions  were  essentially  the 
same,  we  put  them  all  into  one  group  and  called 
them  “hypertension.”  The  average  age  was  55 
years  against  62  years  in  the  coronary  sclerosis 
group. 

Using  the  blood  pressure  readings  as  the  cri- 
teria for  classification,  12j/2%  of  the  patients 
sent  for  electrocardiographic  study  were  suffer- 
ing from  hypertension.  Again,  if  we  exclude 
the  normal,  functional,  and  miscellaneous  pa- 
tients, the  hypertension  patients  represent  20% 
of  the  patients  with  organic  heart  disease. 

The  usual  electrocardiographic  finding  in  pa- 
tients with  hypertension  is  left  axis  deviation 
which  is  more  marked  than  that  found  in  the 
coronary  sclerosis  group.  80%  of  the  patients 
with  hypertension  showed  a left  axis  deviation 
in  their  heart  tracings.  There  was  also  a fre- 
quent and  rather  typical  inversion  of  the  T-wave 
in  lead  1,  or  leads  1 and  2,  with  or  without  a 
shift  of  the  S-T  segments  in  these  two  leads 
significant  of  left  ventricular  strain.  6%  of  the 
patients  with  hypertension  had  entirely  normal 
heart  tracings  against  10%  in  the  coronary 
sclerosis  group.  Also  6%  of  the  patients  with 
hypertension  had  auricular  fibrillation  against 
25%  in  the  coronary  sclerosis  group. 

The  6%  auricular  fibrillation  in  the  patients 
with  hypertension  is  entirely  two  low  from  clini- 
cal observations  and  the  explanation  is  obvious. 
A patient  has  a long  standing  hypertension  dur- 
ing a certain  stage  of  which  he  develops  cardiac 
decompensation  with  auricular  fibrillation.  With 
the  onset  of  the  decompensation  and  auricular 
fibrillation  there  is  a drop  in  the  blood  pressure 
so  that  when  the  patient  presents  himself  at  the 
hospital  or  the  dispensary  his  blood  pressure  is 
within  normal  limits  for  his  age.  At  this  stage 
of  the  disease  it  is  very  difficult  to  make  a diag- 
nosis of  hypertensive  heart  disease  without  hav- 
ing previously  seen  the  patient  with  hypertension 
or  having  obtained  a reliable  history  of  a preced- 
ing hypertension.  Consequently,  using  the  blood 
pressure  readings  as  the  criteria  for  differentiat- 
ing hypertensive  heart  disease  from  coronary 
sclerosis  due  to  arteriosclerotic  vascular  changes 
(as  we  have  done)  emphasizes  the  interesting 
fact  that  the  criteria  is  an  erroneous  one  and,  for 
one  thing,  gives  an  entirely  too  low  percentage 
of  auricular  fibrillation  in  the  so-called  “hyper- 
tension” group. 

136  of  the  thousand  patients  were  classified  as 
having  rheumatic  heart  disease.  127  of  these  had 
mitral  stenosis,  5 had  mitral  stenosis  and  aortic 
regurgitation,  3 had  pure  aortic  regurgitation, 
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and  one  patient  had  aortic  stenosis.  Again,  if 
we  exclude  the  normal,  functional,  and  the  mis- 
cellaneous group  from  the  thousand  patients,  the 
patients  with  rheumatic  heart  disease  will  repre- 
sent 21%  of  the  patients  with  organic  heart  dis- 
ease. The  average  age  was  30  years.  White, 
in  New  England  in  1928,  had  54%  rheumatic 
heart  patients  among  the  hospital  patients  with 
organic  heart  disease. 

The  usual  electrocardiographic  findings  in  pa- 
tients with  mitral  stenosis  are  right  axis  devia- 
tion in  40%  and  left  axis  deviation  in  18%  of 
the  heart  tracings.  There  was  frequent  inver- 
sion of  the  T-wave  in  leads  2 and  3 significant 
of  right  ventricular  strain.  Auricular  fibrillation 
occurred  in  31%  of  the  patients  with  mitral 
stenosis  against  25%  in  the  patients  with  coro- 
nary sclerosis  and  6%  in  the  patients  with  hyper- 
tension. A heart  tracing  showing  right  axis 
deviation  with  auricular  fibrillation  is  practically 
pathognomonic  of  mitral  stenosis.  15%  of  the 
patients  with  mitral  stenosis  had  entirely  normal 
heart  tracings. 

Ill  of  the  thousand  patients  were  suffering 
from  thyrotoxicosis.  We  routinely  took  heart 
tracings  on  all  the  patients  with  thyrotoxicosis 
considering  them  potential  heart  patients.  51% 
or  about  half  of  the  patients  with  a toxic  thyroid 
showed  normal  heart  tracings  except  for  tachy- 
cardia. This  51%  were  placed  in  the  normal 
group,  and  again,  if  we  exclude  the  normal,,  func- 
tional, and  miscellaneous  group  from  the  thou- 
sand patients,  the  patients  with  organic  cardiac 
abnormalities  due  to  thyrotoxicosis  would  repre- 
sent 8%  of  the  patients  with  organic  heart  dis- 
ease. The  usual  percentages  given  for  different 
parts  of  the  country  are  from  5%  to  11%. 

The  average  age  of  the  patients  with  thyrotox- 
icosis and  normal  heart  tracings  (except  for 
tachycardia)  was  33  years.  The  average  age  of 
the  patients  showing  abnormal  heart  tracings  and 
thyrotoxicosis  was  47  years.  45%  of  the  pa- 
tients with  thyrotoxicosis  and  abnormal  heart 
tracings  had  auricular  fibrillation.  In  other 
words,  there  was  45%  auricular  fibrillation  in 
the  group  of  patients  with  thyrotoxicosis  and 
with  what  we  considered  permanent  cardiac  dam- 
age against  31%  auricular  fibrillation  in  the 
mitral  stenosis  group,  25%  in  the  coronary  scle- 
rosis group,  and  6%  in  the  hypertension  group. 
Although  there  is  no  typical  electrocardiographic 
tracing  of  a patient  suffering  from  thyrotoxi- 
cosis, the  presence  of  auricular  fibrillation  or  oth- 
er toxic  rhythms  should  always  lead  one  to  con- 
sider the  possibility  of  a toxic  thyroid. 


50  of  the  thousand  patients  were  suffering 
from  cardiovascular  syphilis.  They  represent 
7%  of  the  patients  with  organic  heart  disease. 
Only-  one  patient,  or  2%  of  the  patients  with 
cardiovascular  syphilis  had  auricular  fibrillation. 
Auricular  fibrillation  is  exceedingly  rare  in  pa- 
tients with  cardiovascular  syphilis.  The  most 
common  electrocardiographic  findings  in  patients 
with  cariovascular  syphilis  were  inversion  of  the 
T-wave  in  leads  1 and  2 with  a shift  of  the  S-T 
segments  significant  of  ventricular  strain. 

14  patients,  or  2%  of  the  patients  with  organic 
heart  disease  had  congenital  heart  lesions.  The 
usual  electrocardiographic  finding  in  patients 
with  a congenital  heart  lesion  was  right  or  left 
axis  deviation  depending  upon  whether  the  lesion 
predominately  involved  the  right  or  left  side  of 
the  heart.  No  patient  with  a congenital  heart 
lesion  had  auricular  fibrillation.  The  average 
age  was  1G  years. 

The  coronary  sclerosis,  the  hypertension,  and 
the  patients  with  rheumatic  heart  disease  repre- 
sent 81%  of  the  patients  with  organic  heart  dis- 
ease. This  percentage  corresponds  with  the  fig- 
ures from  other  sections  of  the  country  except 
that  our  percentages  with  rheumatic  heart  dis- 
ease runs  lower  than  the  average. 

133  patients,  or  13  1/3%  of  the  thousand  pa- 
tients had  premature  beats  of  left  or  right  ven- 
tricular origin.  There  was  an  equal  number  tak- 
ing their  origin  from  the  right  and  from  the  left 
ventricle  with  equal  frequency  in  the  different 
types  of  heart  disease.  The  point  of  origin  of 
ventricular  premature  beats  does  not  appear  to 
be  significant.  It  is,  therefore,  necessary  to  con- 
sider ventricular  premature  beats  as  such  and  to 
disregard  their  point  of  origin. 

10%  of  the  patients  having  ventricular  pre- 
mature beats  were  considered  entirely  normal  pa- 
tients. In  these  patients  there  was  no  adequate 
explanation  for  the  extrasystole  phenomenum. 
There  was  another  10%  who  belonged  to  the 
miscellaneous  group  where  the  premature  beats 
could  be  explained  on  the  basis  of  the  systemic 
disease,  such  as  pneumonia,  pernicious  anaemia, 
cancer,  etc.  The  remaining  80%  occurred  in 
patients  who  were  definitely  diagnosed  as  having 
organic  heart  disease. 

44  patients  or  about  1/3  of  the  133  patients 
having  ventricular  premature  beats  had  an  ac- 
companying auricular  fibrillation.  In  other  words, 
one  out  of  every  three  patients  we  saw  with  ven- 
tricular premature  beats  also  had  auricular  fibril- 
lation. Again,  78%  of  the  total  number  of  pa- 
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tients  having  ventricular  premature  beats  had 
other  significant  findings  in  their  electrocardio- 
graphic tracings.  While  ventricular  premature 
beats  are  of  no  prognostic  significance,  they  are 
extremely  important  as  a warning  to  look  dili- 
gently for  a possible  underlying  organic  heart 
lesion. 

CONCLUSION 

Coronary  sclerosis  due  to  arterioscleratic  vas- 
cular changes  is  the  most  common  cause  of  heart 
disease  in  this  section  of  the  country. 

Using  the  blood  pressure  readings  as  the  cri- 


teria for  differentiating  hypertensive  heart  dis- 
ease from  coronary  sclerosis  due  to  arterioscler- 
otic vascular  changes,  is  erroneous  and  gives  an 
entirely  too  low  percentage  of  auricular  fibrilla- 
tion in  the  so-called  “hypertension”  group. 

An  electrocardiographic  tracing  showing  right 
axis  deviation  and  auricular  fibrillation  is  prac- 
tically pathognomonic  of  mitral  stenosis. 

Auricular  fibrillation  occurred  with  greatest 
frequency  in  patients  with  thyrotoxicosis  and  is 
exceedingly  rare  in  patients  with  cardiovascular 
syphilis. 


THE  SURGICAL  TREATMENT  OF  ESSENTIAL  HYPERTENSION- 

CASE  REPORT 

J.  DEWEY  BISGARD,  M.  D.,  and  JOHN  C.  SHARPE,  M.  D., 

Omaha,  Nebraska 


Essential  hypertension  in  young  individuals 
and  in  its  severe  and  progressive  forms  has  in 
the  past  almost  invariably  progressed  unabated 
to  an  early  fatal  termination  despite  all  forms  of 
medical  management.  Keith (1)  has  shown  from 
a study  of  a large  series  of  cases  that  the  dura- 
tion of  life  after  the  appearance  of  symptoms 
usually  does  not  exceed  three  years,  and  in  the 
majority  of  cases  is  approximately  eighteen 
months.  This  unalterably  hopeless  prognosis 
has  given  rise  to  the  term  “malignant”  hyperten- 
sion. Recently,  however,  there  has  accumulated 
evidence  that  surgical  intervention  may  provide 
an  effective  means  of  treatment,  at  least  in  a 
portion  of  the  cases. 

The  only  constant  pathologic  findings  in  these 
cases  have  been  generalized  arteriolosclerosis,  a 
narrowing  of  the  lumens  of  the  arterioles  with 
a thickening  of  the  walls  from  an  actual  increase 
in  the  fibrous  and  muscular  elements  of  the 
media.  The  changes  in  the  heart,  brain,  eye 
grounds,  kidneys,  etc.  are  those  which  result  sec- 
ondarily to  the  hypertension  and  arterioloscler- 
osis. Relatively  rarely  an  adenoma  of  the 
medulla  of  the  suprarenal  glands  has  been  found. 

Believing  that  the  disease  was  the  result  of  a 
hyperadrenalinema  despite  the  fact  that  the 
suprarenal  glands  are  almost  always  both  grossly 
and  microscopically  normal,  Crile(2),  Leriche(3), 
Decourcy(4),  and  others  have  made  certain  surgi- 
cal attacks  upon  the  supradrenal  glands.  These 
have  consisted  of  both  deinnervation  and  subtotal 
removal  of  the  glands.  However,  there  has  fail- 
ed to  appear  any  decisive  evidence  to  indicate 
that  the  blood  pressure  or  course  of  the  disease 
have  been  altered  significantly  by  these  proce- 
dures. 


There  has  accumulated  recently  considerable 
clinical  and  experimental  evidence  that  there  ex- 
ists in  the  disease  a prominent  neurogenic  factor, 
a disorder  of  the  sympathetic  nervous  system. 
Although  a reduction  of  the  size  of  the  general 
arteriolar  bed  from  vasospasm  and  organic  nar- 
rowing would  in  itself  offer  peripheral  resistance 
and  elevate  the  blood  pressure,  it  appears  that 
there  is  an  additional  factor  of  equal  or  greater 
importance.  The  resistance  to  the  flow  of  blood 
through  the  kidneys  results  in  a reduction  of  their 
excretory  function.  Richards(5)  has  shown  that 
stimulation  of  the  splanchnic  nerves  in  animals 
causes  constriction  of  the  arterioles  of  the  kid- 
neys, a reduction  in  the  urinary  excretion,  and 
an  elevation  of  the  aortic  blood  pressure.  Gold- 
blatt(6)  has  produced  and  maintained  hyperten- 
sion in  dogs  by  partially  occluding  the  renal  ar- 
teries by  means  of  metallic  bands  placed  about 
them.  He  has  found  that  the  same  effect  occur- 
red in  animals  in  which  there  had  been  removed 
previously  the  entire  suprarenal  gland  on  one 
side  and  the  medulla  of  the  gland  on  the  other 
side. 

Upon  the  assumption  that  essential  hyperten- 
sion is  primarily  or  at  least  partially  a vasospastic 
disease  Pieri(7),  Duranti(8)  , Adson<9),  Craig(10), 
Heuer(11>,  Peet(12)  and  others  have  removed  by 
various  methods  the  sympathetic  nerve  supply  to 
the  splanchnic  vascular  bed.  Adson  has  accom- 
plished this  end  by  sectioning'  the  anterior  nerve 
roots  from  the  sixth  dorsal  to  and  including  the 
second  lumbar.  Craig  interrupted  the  splanchnic 
nerves  through  a subdiaphragmatic  approach. 

Peet,  who  has  obtained  the  most  satisfactory 
results  that  have  been  reported  thus  far.  deinner- 
vates  the  splanchnic  bed  by  an  approach  above 
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the  diaphragm.  His  technic,  which  is  much 
simpler  and  carries  with  it  much  less  risk  than 
those  mentioned  above,  was  used  by  the  authors 
in  the  case  herein  reported  and  is  described  in  the 
report.  In  analyzing  his  results  in  40  of  over  60 
patients  operated  upon  within  2 to  18  months 
previously,  all  of  who  had  systolic  pressures  over 
200,  Peet  finds  that  15%  have  normal  blood 
pressures,  37%  are  relieved  of  symptoms  and 
show  appreciable  reductions  of  their  pressures 
and  48%  show  no  change  in  their  blood  pres- 
sures from  the  pre-operative  levels,  but 'many  are 
symptomatically  improved. 

G.  G.,  (67042),  a 15  year  old,  white,  school  girl, 
entered  the  University  of  Nebraska  Dispensary  June 
22,  1935,  complaining  of  a vaginal  discharge  of  four 
months’  duration.  Because  the  routine  physical  ex- 
amination revealed  a marked  hypertension,  further 
history  was  obtained  which  included  moderate  dysp- 
noea and  palpitation  on  exertion,  occasionally  orthop- 
noea,  and  rarely,  a precordial  pain  that  at  times 
radiated  to  the  left  arm,  but  not  particularly  related 
to  exertion.  Except  for  several  attacks  of  sore  throat, 
and  a moderate  number  of  headaches  the  preceding 
winter,  the  remaining  history  was  non -contributory. 
The  family  history  was  negative,  except  for  one  sis- 
ter who  had  died  of  heart  trouble  at  the  age  of  34. 

Physical  examination:  Temperature  99°,  Pulse  80, 
Respiration  40,  Weight  114  lbs.  The  patient  was  well 
developed,  and,  except  for  the  tachnypoea,  appeared 
to  be  in  the  best  of  health.  Upon  examination,  the 
eyes  were  normal  except  for  the  fundi  which  showed 
beginning  arteriolosclerosis,  but  no  hemorrhages  or 
exudates.  Ears,  nose,  and  throat  were  normal  except 
for  moderate  enlargement  of  the  tonsils.  The  thyroid 
was  not  enlarged;  there  was  no  lymphadenopathy. 
The  lungs  were  clear  to  percussion  and  ausculiation. 
The  heart  was  definitely  enlarged,  the  left  cardiac 
border  being  10  cm.  to  the  left  of  the  mid  line  in 
the  6th  interspace.  There  was  a forceful,  systolic 
apical  heave.  The  sounds  were  loud  and  snapping 
in  character,  with  a long,  blowing  systolic  murmur 
at  the  apex  that  radiated  both  outward  to  the  axilla 
and  inward  to  the  sternum.  Diastole  was  clear; 
there  was  no  gallop  rhythm.  A2  was  definitely  ac- 
centuated, booming  in  quality.  The  peripheral  pulses 
were  soft,  equal,  and  regular.  Pulsus  alternans  was 
present.  The  blood  pressures  were,  left  arm,  230  sys- 
tolic, 140  diastolic;  left  leg,  260  systolic,  160  dias- 
tolic. There  were  no  signs  of  cardiac  insufficiency. 
Abdominal  and  pelvic  examinations  were  essentially 
normal.  There  were  no  abnormal  reflexes. 

Laboratory  examination:  There  was  no  anemia, 

but  the  leucocyte  count  was  slightly  elevated.  A 
blood  Wassermann  was  negative.  The  urine  invari- 
ably showed  a trace  to  a 2 plus  albumin,  no  sugar, 
and  a negative  microscopic  examination.  Although 
the  P.S.P.  was  reduced  to  35%  excretion  in  two 
hours,  the  kidney  showed  a good  concentrating  func- 
tion in  that  the  specific  gravity  varied  from  1.005 
to  1.025.  The  blood  NP.N.  was  32  milligrams  %.  The 
electrocardiagram  was  essentially  normal  except  for 
left  axis  deviation.  Bed  rest  and  nitroglycerine  ad- 
ministration showed  only  a transitory  effect  of  low- 
ering the  blood  pressure. 

Because  of  the  patient’s  age,  the  marked  hyper- 
tension, the  cardiac  enlargement,  the  pulsus  alter- 
nans, the  arteriolosclerotic  changes  in  the  retina,  the 
albuminuria  and  the  lowered  P.S.P.  excretion — with 
resultant  poor  prognosis,  the  patient  was  subjected  to 
surgery  in  an  attempt  to  relieve  or  arrest  the  ma- 
lignant progress. 


July  3,  1935.  Immanuel  Hospital.  Nitrous  oxide 
oxygen  anesthesia  was  used  so  that  positive  pressure 
would  be  immediately  available  in  the  event  that 
the  pleural  cavity  was  accidentally  opened.  The  pa- 
tient was  placed  in  a semi-prone  position  with  the 
right  side  up  and  the  body  bent  over  a kidney  ele- 
vator so  as  to  widen  the  lower  intercostal  spaces. 

A curved  incision  was  made  extending  along  the 
lateral  border  of  the  erector  spinae  muscles  for  a 
short  distance  downward  to  the  11th  rib  and  then 
laterally  over  this  rib.  The  proximal  portion  (four 
or  five  inches)  of  the  11th  rib  was  removed  sub- 
periosteally,  including  its  articulation  with  the 
vertebra.  The  transverse  process  of  the  11th  verte- 
bra was  resected  and  the  endothoracic  fascia  care- 
fully incised.  By  gentle  wiping  dissection  the  pari- 
etal pleura  was  carried  forward  out  of  the  costo- 
vertebral gutter  until  the  anterior  surfaces  of  the 
vertebral  bodies  9,  10,  and  11  and  the  portion  of 
the  diaphragm  adjacent  to  the  vertebral  column  were 
exposed.  The  sympathetic'  ganglia  10,  11,  and  12 
and  trunk  were  excised  and  the  lesser  splanchnic 
nerve  was  identified  and  a segment  of  it  removed. 
The  wound  was  closed  in  layers  with  interrupted 
sutures. 

The  patient  was  turned  on  the  table  so  as  to  place 
the  left  side  uppermost  and  the  same  procedure  as 
described  was  carried  out  on  the  left  side,  with  the 
exception  that  a segment  3 or  4 inches  long  was  re- 
moved from  the  greater  splanchnic  nerve  as  well  as 
a shorter  segment  from  the  lesser  splanchnic  and 
the  lower  dorsal  sympathetic  trunk,  including  gang- 
lia, 10,  11,  and  12. 

At  the  time  that  the  operation  was  terminated  the 
blood  pressure  was  systolic  112  and  diastolic  78. 
There  was  no  evidence  of  shock  and  the  patient  ap- 
peared to  be  in  excellent  condition. 

Post-operative  course:  On  the  second  postoperative 
day  the  patient  suddenly  developed  dyspnoea,  cy- 
anosis, tachycardia,  and  a temperature  of  102.6. 
Physical  examination  and  an  x-ray  of  the  chest  re- 
vealed a small  partial  pneumothorax  on  the  right 
side,  with  atelectasis  of  the  middle  lobe.  250  cc.  ol" 
air  were  aspirated  from  the  right  pleural  cavity,  and 
the  patient  was  given  carbon  dioxide  inhalations 
and  postural  drainage  with  prompt  improvement.  No 
other  complications  developed.  The  blood  pressure 
immediately  following  the  operation  was  125  systolic 
and  82  diastolic,  and  during  the  next  two  weeks 
gradually  rose  to  160  systolic  and  100  diastolic. 

Further  course:  During  the  month  between  the 

two  stages  of  the  operation,  the  patient  was  moder- 
ately active  and  the  blood  pressure  varied  from  150 
to  170  systolic  and  100  to  110  diastolic.  Though  there 
had  been  a definite  improvement  in  the  level  of  the 
blood  pressure,  we  felt  it  was  still  too  high  for  a 
girl  of  her  age  to  carry  with  impunity.  It  was  de- 
cided, therefore,  that  the  right  side  should  be  re- 
opened and  the  greater  splanchnic  nerve  which  was 
still  intact  divided  and  a segment  of  it  removed. 

August  4,  1935:  Immanuel  Hospital.  Nitrous  ox- 

ide oxygen  anesthesia.  With  the  patient  semi-prone, 
the  scar  on  the  right  side  was  excised,  the  partially 
regenerated  segment  of  the  11th  rib  resected  and  the 
parietal  pleura  which  was  much  thickened  carefully 
dissected  off  of  the  lateral  surface  of  the  vertebral 
bodies  as  in  the  previous  operation.  The  pleura  was 
moderately  adherent.  The  greater  splanchnic  nerve 
was  identified  without  much  difficulty  and  a segment 
3 or  4 inches  long  resected.  The  wound  was  closed 
in  layers. 

The  blood  pressure  dropped  to  110  systolic  and  72 
diastolic  after  division  of  the  nerve  and  remained 
approximately  at  that  level  for  the  first  12  hours. 

Postoperative  course:  No  complications  developed 

during  the  nine-day  period  in  the  hospital.  The 
blood  pressure  immediately  after  the  operation  was 
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120  systolic  and  75  diastolic  which  gradually  in- 
creased and  remained  at  the  average  level  of  145 
systolic  and  85  diastolic. 

During  the  past  two  months,  the  patient  has  noted 
a definite  improvement  in  her  ability  to  be  more  ac- 
tive without  dyspnoea,  palpitation,  and  precordial 
pain  and  has  had  no  headaches.  She  has  noted  no 
ill  effects  from  the  operation.  The  blood  pressure 
has  remained  at  the  level  of  145  systolic  and  85  dias- 
tolic. The  urine  has  been  negative  for  albumin  and 
the  P.S.P.  excretion  has  increased  to  55%  in  two 
hours.  The  cardiac  enlargement  and  electrocardio- 
gram remain  essentially  the  same  as  before  opera- 
tion. 

CONCLUSIONS 

A girl  14  years  old  with  an  essential  hyperten- 
sion presumably  of  short  duration  has  been  free 
of  symptoms  and  has  had  a blood  pressure  with- 
in normal  limits  for  the  three  months  which  have 
followed  bilateral  resection  of  the  greater  and 
lesser  splanchnic  nerves  and  the  sympathetic 
trunk  and  ganglia  10.  11.  and  12.  From  such 
te-ds  as  are  available,  the  renal  function  appears 
to  have  improved  sufficiently  to  be  considered 
normal.  Although  the  permanency  of  this  re- 
sult can  be  determined  only  in  the  future,  it  is 
reasonable  to  expect  that  it  will  be  maintained 
for  an  indefinitely  long  period  in  the  light  of  the 
experience  reported  by  Peet(13).  A few  of  his 
first  cases  have  been  followed  for  nearly  three 
years,  and  have  maintained  the  improvement 
which  followed  operation. 

The  operation,  it  is  believed,  accomplished 
three  physiological  effects : 

1.  It  removed  the  factor  of  vasoconstriction 
from  the  large  splanchnic  bed  which  comprises 
more  than  75%  of  the  total  vascular  field  of  the 
body.  Much  of  the  peripheral  resistance  there- 
fore is  removed. 


2.  It  deinnervated  the  supradrenal  glands 
and  prevented  neurogenic  stimulation  of  the  se- 
cretion of  adrenalin. 

3.  It  improved  renal  function  by  establishing 
a more  normal  flow  of  blood  through  the  kid- 
neys and  an  exchange  at  a lower  arteriolar  ten- 
sion. 
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MACROCYTIC  HYPERCHROMIC  ANEMIA  IN  PREGNANCY— 

A CASE  REPORT* 

EARL  C.  SAGE,  M.  D„ 

Omaha,  Nebraska. 


The  anemia  of  pregnancy  is  complex ; the 
added  needs  of  the  fetus  along  with  a temporary 
loss  of  the  maternal  intrinsic  factor  (as  found 
in  the  gastric  juice)  causes  a deficiency  of  liver 
material  or  of  iron,  or  both.  The  destruction  of 
erythrocytes  in  the  placenta  is  another  causative 
factor.  It  is  likewise  known  that  the  fetus  is  a 
great  robber  of  the  maternal  iron  and  calcium 
stores  during  gestation  and  lactation.  Fetuses 
and  newborns  alike  contain  approximately  three 
times  as  much  iron  in  proportion  to  body  weight 
as  does  a child  of  one  year  or  an  adult.  Pre- 

*As  presented  at  the  Central  States  Association  of  Obstetri- 
cians and  Gynecologists,  October  10,  1935.  Omaha,  Nebr. 


sumably  this  reserve  is  to  allow  for  the  tripling  of 
birth  weight  without  requiring  a rich  food  source 
of  iron. 

In  pregnancy,  in  addition  to  the  fetus  obtain- 
ing its  supplies  from  the  expectant  mother,  other 
factors  such  as  inadequate  diet,  achlorhydria,  or 
otherwise  altered  digestion,  are  all  likely  to  play 
a role. 

In  this  patient  (Mrs.  C.  W.  Y.)  to  be  reported, 
there  seemed  to  be  no  dietary  deficiencies — there 
was  no  achlohvdria,  there  were  no  demonstable 
foci  of  infection.  As  it  was  known,  that  she  had 
a pre-existing  anemia  for  about  eight  years,  she 
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received  adequate  liver  and  iron  therapy ; three 
teaspoonsful  of  liver  extract  Lilly  No.  343  a day, 
the  equivalent  of  about  300  grams  of  fresh  liver 
daily,  and  90  grains  of  iron  and  ammonium  ci- 
trate daily.  It  cannot  be  argued  that  these  doses 
are  inadequate,  in  fact  they  are  about  the  maxi- 
mum which  can  be  tolerated.  When  this  patient 
became  pregnant,  however,  the  metabolic  over- 
load was  too  great  on  the  function  of  hemato- 
genesis,  and  her  blood  count  gradually  fell  until 
she  miscarried  at  6^  months ; a stillbirth. 

CASE  REPORT 

Mrs.  C.  W.  Y.  first  consulted  me  February  9,  1935. 
Her  last  menstrual  period  was  December  30-January 
3,  1935,  making  her  due  October  6,  1935.  She  delivered 
a one  pound  10-oz.  dead  fetus,  measuring  35  cm.  in 
length  on  July  25,  1935.  Patient  was  28  years  old, 
white,  gr.  11.(2) 

Her  blood  picture  February  9,  1935,  Hb.  65%;  RBC. 
3,300,000;  WBC.  8,000.  She  had  been  taking  liver 
extract  by  mouth  for  the  last  5 years  and  for  the 
last  2 years  had  taken  Lilly’s  cencentrated  liver  10 
cc.  “H”  twice  a week.  Her  blood  picture  July  24,  1935, 
the  day  before  she  miscarried  was  Hb.  32%;  RBC. 
1,600,000;  WBC.  3,600;  in  spite  of  liver  and  iron  ther- 
apy. 

Five  years  previously  she  had  practically  the  same 
experience  in  Lincoln,  Nebr.,  where  Dr.  Elmer  H. 
Hansen  was  her  physician.  She  had  labor  induced 
at  6Y2  gestation  on  account  of  marked  oedema,  head- 
aches, diminution  in  vision  and  albuminuria.  Follow- 
ing her  delivery  she  had  one  convulsion  and  her 
blood  count  was  Hb.  28%;  RBC.  1,300,000.  She  had 
blood  transfusions,  liver  extract  with  but  little  im- 
provement. The  Lincoln  physicians  felt  that  this 
patient  had  a marked  secondary  anemia  of  the  idio- 
pathic aplastic  type. 

The  patient  was  under  observation  at  the  Mayo 
Clinic  in  February,  1930.  She  showed  at  that  time 
a Hb.  30%;  RBC.  1,890,000;  WBC.  3,600;  lymphocytes 
50.5%;  neutrophils  45.5%;  monocytes  4%;  platelet 
count  250,000;  reticulated  cell  percentage  2.7.  Dr.  H. 
Z.  Giffin  states  “that  inasmuch  as  there  was  no  his- 
tory of  blood  loss,  no  evidence  of  leukemia  or  perni- 
cious anemia,  and  no  splenic  or  glandular  enlarge- 
ment, it  was  necessary  to  classify  the  anemia  as  of 
indeterminate  origin.  Dr.  H.  M.  Conner  did  not  feel 
that  a definite  diagnosis  of  aplastic  anemia  could  be 
made.  The  anemia  seemed  to  be  more  apt  to  be  on 
a constitutional  basis.  This  case  was  certainly  a 
very  obscure  one.” 

Morphologic  study  of  the  blood  smears  indicated 
toxic  degeneration  of  the  leukocytes  and  very  poor 
regeneration.  Coagulation  time  was  4 minutes;  bleed- 
ing time  6 minutes;  patient  was  found  to  be  in  blood 
group  3,  Moss  classification.  Wassermann  negative; 
two  blood  cultures  negative;  two  stool  examinations 
negative  for  occult  blood;  x-ray  examinations  of 
stomach,  colon,  chest,  kidneys,  ureters,  and  bladder 
were  negative.  Dental  x-rays  revealed  no  evidence 
of  periapical  infection.  Test  meal  analysis  showed 
normal  acidity.  Phthalein  test  of  renal  function  was 
satisfactory. 

Physical  examination  showed  little  save  evidence 
of  a well  marked  anemia,  slight  glossitis,  and  some 
pigmentation  on  neck  and  chest  which  the  patient 
stated  she  had  had  since  childhood. 

The  patient  was  given  large  doses  of  ferric  citrate 
and  a high  vitamin  type  of  diet. 

The  patient  returned  home,  gradually  assumed  her 
normal  activities,  and  carried  on  quite  an  active  life 


with  a hemoglobin  around  60%  and  an  erythrocyte 
count  around  3 million.  She  was  very  disappointed 
in  having  lost  her  baby  and  was  determined  to  raise 
a family.  She  remarked  “she  would  rather  die  hav- 
ing a baby  than  maintain  a fair  amount  of  health 
and  not  have  a child.”  She  continued  with  liver 
therapy,  haliver  oil,  yeast,  high  vitamin  diet  and 
became  pregnant  a second  time  the  early  part  of 
January,  1935.  As  has  been  stated  in  February.  1935, 
her  blood  count  was  3,300,000;  Hb.  65%;  smear  show- 
ed some  anisocytosis,  some  poikilocytosis. 

Of  eleven  blood  counts  from  February  to  July,  1935, 
the  color  indexes  were  above  one  in  6 instances.  The 
blood  smears  showed  marked  variation  in  size  and 
shape,  with  both  macrocytes  and  microcytes  but  with 
more  macrocytes.  We  are  therefore  justified  in  call- 
ing this  anemia  a macrocytic  hyperchromic  type 
which  is  characterized  by  a color  index  above  one, 
and  by  a blood  picture  which  resembles,  and  some- 
times cannot  be  distinguished  from  a true  addisonian 
anemia. 

Microcytic  hypochromic  anemias  have  smaller  cells, 
less  amount  of  hemoglobin,  color  index  below  one, 
and  a blood  picture  resembling  a secondary  anemia. 
It  probably  represents  the  results  of  iron  withdraw- 
als on  the  part  of  the  fetus  and  responds  well  to  iron 
medication.  This  type  of  anemia  exists  in  from  30- 
40%  of  all  pregnant  women. 

This  patient  was  followed  very  carefully  as  she  was 
determined  to  continue  with  this  pregnancy  in  spite 
of  her  previous  experience  and  in  spite  of  this  severe 
anemia.  Her  usual  weight  was  106  lbs.,  on  the  first 
examination  it  was  110%  lbs.,  the  blood  pressure  and 
urinary  findings  were  normal  throughout  the  6 
months.  She  had  some  vaginal  bleeding  February 
11,  12  and  16.  Her  highest  weight  was  11714  lbs., 
July  1st,  dropping  down  to  113  lbs.,  July  23rd. 

The  anemia  became  progressively  worse  notwith- 
standing the  liver  and  iron  therapy. 

March  9,  1935,  Hb.  60%;  RBC.  2,900,000;  Color  index 

1.0. 


March  12,  1935,  Hb.  60%;  RBC.  3,200,000;  Color 
index  0.9;  Gastric  analysis;  free  Hcl  14% — total  40%. 

April  24,  1935,  Hb.  40%;  RBC.  2,230,000;  Color  index 
0.9;  WBC.  5,000. 

May  3,  1935,  Hb.  41%;  RBC.  1,  800,000;  Color  index 

1.1. 


May  12,  1935,  Hb.  41%;  RBC.  2,500,000;  Color  index 
0.8;  WBC.  7,500. 

June  7,  1935,  Hb.  49%;  RBC.  1,700,000;  Color  index 
1.3;  WBC.  not  taken. 

June  14,  1935,  Hb.  54%;  RBC.  2,050,000;  Color  index 
1.3. 


June  30,  1935,  Hb.  50%;  RBC.  2,000,000;  Color  index 
1.2;  WBC.  3,000. 

July  17,  1935,  Hb.  — ; RBC.  2,000,000. 

Julp  24,  1935,  Hb.  32%;  RBC.  1,600,000;  Color  index 
1.0;  WBC.  3.600. 

The  patient  had  not  felt  life  during  July,  no  foetal 
heart  tones  were  heard  July  20  or  23  and  she  delivered 
a stillborn  fetus  July  25,  weighing  one  lb.  10  oz., 
measuring  35  cm.  The  next  day  500  cc.  of  citrated 
blood  was  given  as  a transfusion  with  a marked  sys- 
temic reaction.  The  temperature  rose  to  104  and 
stayed  elevated  for  2 days.  The  patient  became  nau- 
seated, had  diarrhoea,  blood  was  found  in  the  stools, 
albumin  and  casts  found  in  the  urine.  She  complained 
of  pains  over  her  entire  body,  had  tight  skin  sensa- 
tions and  chills;  but  had  no  cough  or  signs  of  air 
hunger.  She  had  a fall  in  her  leukocyte  count  from 
3,600,  July  24th,  to  1,700,  July  27th,  in  contrast  to  the 
effects  on  the  blood  of  a successful  transfusion  in 
which  event  the  post-transfusion  leukocyte  count  is 
usually  from  2 to  4 times  greater  than  it  was  before 
transfusion.  Occult  blood  was  positive  in  the  stools 
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9 days  post  partum  and  negative  on  the  10th  day.  She 
left  the  hospital  on  the  11th  post  partum  day  to  re- 
cuperate at  home.  A blood  count  on  the  13th  P.  P. 
day  was  Hb.  34%;  RBC.  1,340,000;  WBC.  2,400.  Ob- 
viously she  continued  with  the  liver  extract  and  iron 
and  ammonioum  citrate  and  concentrated  yeast  and 
a high  caloric  diet. 

August  23,  1935,  Hb.  28%;  RBC.  1,300,000;  WBC. 
3,000;  Color  index  1.0. 

Sept.  3,  1935,  Hb.  33%;  RBC.  1,370,000;  WBC.  2,000; 
Color  index  1.2;  Polys,  18%;  Lymphs,  77%;  Transi- 
tionals,  4%;  Reticulated  reds,  2.6%. 

Sept.  14,  1935,  Hb.  39%;  RBC.  1,350,000;  WBC. 
3,200;  Color  index  1.5;  1.6  sedimentation;  time  1 hour; 
.9  mgm  packing  time. 

Oct.  2,  1935,  Hb.  46%;  RBC.  2,240,000;  WBC.  2,850; 
7.8  grams  of  Hb. 

Oct.  9,  1935,  Hb.  40%;  RBC.  2,000,000;  WBC.  2,400; 
Polys,  38%;  Small  lymps,  46%;  Monocytes,  14%. 

Due  to  Dr.  Giffin’s  interest  in  this  case  sev- 
eral blood  smears  were  forwarded  to  the  Mayo 
Clinic  for  study.  Dr.  F.  J.  Heck  reported  that 
the  smears  showed  no  evidence  of  immaturity, 
there  was  quite  a marked  toxic  granulation  of 
the  polymorphonculears,  nothing  was  seen  to 
definitely  suggest  a diagnosis  of  aplastic  anemia 
although  the  low  erythrocyte  and  leukocyte  counts 
are  certainly  indicative  of  an  aplastic  phase  in  the 
anemia. 

A macrocytic  anemia  occurs  in  several  other 
conditions : 

1.  In  true  pernicious  anemia. 

2.  In  so-called  pernicious  anemia. 

3.  In  sprue. 

4.  In  patients  infested  with  fish  tapeworm,  (dia- 
bothyrocephalus  latus). 

5.  In  jjatients  with  multiple  intestinal  anastanoses. 

6.  In  an  aleukemic  leukemia. 

7.  In  myxedema. 

8.  In  malignancy  of  the  pancreas  and  stomach 
when  there  are  metastases  to  the  bone  marrow. 

According  to  Middleton  & Meyer,  under  nor- 
mal conditions,  bone  marrow  is  the  sole  source 
of  the  red  blood  cells,  the  polymorphonuclear 
leukocytes  and  the  thrombocytes  in  adult  life. 
Bone  marrow  insufficiency  therefore  may  mani- 
fest itself  clinically  as  aplastic  anemia  when  the 
marrow  fails  as  a unit,  as  thrombocytopenia 
when  the  blood  platelets  fail,  and  as  agranulocy- 
tosis when  there  is  leukogenic  failure. 

Many  investigators  have  pointed  out  the  spe- 
cificity of  liver  extract  in  pernicious  or  hyper- 
chromic  anemia  of  pregnancy  and  of  the  benefits 
of  large  doses  of  iron  in  the  secondary  of  hyper- 
chromic  type  of  anemia  in  pregnancy.  We  pre- 
sent a case  of  anemia  where  there  was  little  re- 
sponse to  either  type  of  therapy  and  feel  that 
such  a patient  should  not  become  pregnant  until 
the  treatment  of  these  conditions  is  better  under- 
stood. 

The  concept  of  anemias  of  nutritional  defi- 


ciency is  based  on  the  lack  or  non-availability  in 
the  body  of  at  least  three  classes  of  dietary  sub- 
stances : 

1.  Iron. 

2.  Vitamin  B and  C. 

3.  A mysterious  substance  contained  abundantly  in 
liver  and,  to  a less  extent,  in  certain  other  organs 
which,  if  absent,  makes  normal  blood  formation  im- 
possible, and  anemias  of  the  so-called  pernicious  type 
ensue. 

In  man,  dietary  deficiency  is  seldom  confined 
strictly  to  one  factor,  nor  are  the  results  of  dis- 
turbances of  gastric  secretion,  of  defects  of  in- 
testinal absorption,  or  of  utilization  necessarily 
concerned  in  only  one  type  of  metabolic  process. 
The  exact  nature  of  the  gastric  digestive  factor 
is  unknown,  but  it  is  not  one  of  the  well  recog- 
nized gastric  secretory  components.  It  is  prob- 
ably that  the  gastric  reaction  proceeds  somewhat 
according  to  the  law  of  mass  action,  so  that  a lit- 
tle of  the  gastric  factor  in  the  presence  of  a large 
amount  of  food  factor,  and  vice  versa,  may  pro- 
duce material  sufficient  to  meet  to  a significant 
degree  the  demands  of  the  body. 

According  to  Minot  a lack  of  digestive  power 
will  result  in  shortage  of  the  necessary  sub- 
stances, which  is  what  happens  in  virtually  all 
cases  of  addisonian  anemia.  The  same  state  of 
affairs  may  occur  from  total  ablation  of  the 
stomach  or  its  destruction  from  cancer,  and  some- 
times in  pregnancy. 

The  combined  deficiency  of  iron  and  the  ma- 
terial effective  in  pernicious  anemia  is  not  rare 
in  the  same  individual.  Other  double  and  multi- 
ple deficiencies  occur  in  patients  with  anemia,  but 
usually  one  of  the  deficiencies  is  outstanding. 
Iron  alone  cannot  make  hemoglobin  or  red  blood 
cells,  and  there  are  other  blood  building  factors 
that  may  be  deficient,  particularly  when  iron 
deficiency  exists ; for  example,  material  contain- 
ed in  that  fraction  of  liver  separated  by  Whipple, 
which  is  effective  in  anemia  due  to  repeated  blood 
loss.  This  material  is  distinct  from  the  material 
effective  in  pernicious  anemia.  Indeed,  the  exact 
role  that  many  elements  of  the  diet  play  in  the 
manufacture  and  maintenance  of  normal  blood  is 
yet  to  be  learned.  Much  more  information  is  de- 
sirable. 

SUMMARY  OF  MEDICATION  USED 

1.  90  grains  of  iron  and  ammonium  citrate 
daily  for  iron  deficiency. 

2.  ‘“Ryzamin-B”  as  a dietary  reinforcement, 
to  stimulate  appetite  and  provide  sufficient  vita- 
min Bj  in  small  quantity;  1/10  teaspoonful  T.i.d. 
equivalent  to  about  7 cakes  of  baker’s  yeast  a 


136 


SO-CALLED  “SECONDARY”  ANEMIA:  SHARPE 


Nebr.  S.  M.  Jour. 
April,  1936 


day.  The  dose  equals  0.4  grams  or  20  interna- 
tional units  of  Br 

3.  10  cc.  of  concentrated  liver  extract  “H”  q. 

3rd  day.  Equal  to  1400-2100  grams  of  fresh 
whole  liver.  Sometimes  3 cc.  of  this  concentrat- 
ed solution  was  given  every  day  “H,”  equal  to 
100  grams  of  fresh  whole  liver. 


4.  High  caloric  diet,  including  generous 
amount  of  fruits  and  vegetables  to  provide  suf- 
ficient vitamin  C.  This  patient’s  caloric  intake 
daily  was  close  to  2500. 

5.  During  several  weeks  out  of  every  month, 
viosterol  min.  10  twice  a day  alternating  with 
haliver  liver  oil  capsules. 


THE  DIAGNOSIS  AND  TREATMENT  OF  ANEMIA 
IV.  THE  SO-CALLED  “SECONDARY”  ANEMIAS 

JOHN  C.  SHARPE,  M.  D„ 

From  the  Department  of  Internal  Medicine,  University  Hospital, 
University  of  Nebraska,  College  of  Medicine, 

Omaha,  Nebraska. 


The  expression  “secondary”  anemia  is  a poor 
term.  Anemia  is  a symptom,  not  a disease,  and 
as  such,  it  is  always  “secondary”  to  any  number 
of  primary  causes.  Though  such  terminology  is 
gradually  disappearing  with  the  advent  of  newer 
knowledge,  it  nevertheless  still  remains  to  include 
such  anemias  that  are  associated  with  acute  or 
chronic  blood  loss,  and  acute  or  chronic  toxic 
and  infectious  processes. 

To  a great  extent,  this  broad  group  of  anemias 
can  be  considered  due  to  an  iron-deficiency(1L 
This  depletion  of  iron  reserves  may  be  reached 
through  one  of  several  avenues : ( 1 ) a deficient 
dietary  intake;  (2)  an  increased  loss  of  iron 
(hemorrhage)  ; (3)  an  inability  to  absorb  iron 
from  the  intestinal  tract  (diarrhoea,  achlorhy- 
dria) ; (4)  an  inability  to  utilize  the  available 
iron  after  absorption  (toxins,  infections,  meta- 
bolic disturbances).  The  popular  use  of  the  term 
iron-deficiency  anemias  seems  justified.  In  the 
majority  of  cases,  it  is  not  as  difficult  as  it  might 
seem  to  determine  the  precipitating  cause  of  the 
deficiency.  Vaughan(2>  has  recently  shown  that 
with  a reasonably  complete  history  and  physical 
examination,  a blood  count  (with  study  of  the 
stained  smear),  stool,  and  gastric  examination, 
plus  necessary  x-rays  and  other  simple  indica- 
tions, that  80%  of  his  191  cases  could  be  given 
a definite  diagnosis.  It  is  not  necessary  to  have 
a modern,  expensive,  well-equipped  laboratory 
for  the  study  of  these  cases. 

There  are  no  special  characteristic  symptoms 
and  signs  of  this  group  of  anemias.  Varying 
with  the  degree  of  anemia,  the  usual  complaints 
of  weakness,  pallor,  palpitation,  dyspnoea,  and 
dizziness  may  be  present,  but  are  usually  over- 
shadowed by  the  major  complaints  that  are  refer- 
able to  the  underlying  disease  causing  the  anemia. 
Glossitis,  papillary  atrophy,  achlorhydria,  and 
central  nervous  system  changes  are  absent  in  this 
group. 


The  decrease  in  the  blood  count  is  chiefly  at 
the  expense  of  the  hemoglobin.  The  red  cells 
may  be  moderately  reduced  or  of  normal  num- 
bers. Varying  with  the  chronicity  and  the  de- 
gree of  anemia,  the  erythrocytes  may  be  smaller 
than  normal  (microcytes),  with  an  increase  in 
the  number  of  reticulocytes  and  the  appearance 
of  polvchromatophilia.  Leucocytosis  of  the  neu- 
trophilic type  is  a usual  finding.  The  icterus  in- 
dex is  rarely  elevated.  The  gastric  analysis  us- 
ually discloses  a normal  amount  of  free  acid.  A 
stool  examination  for  occult  blood  should  al- 
ways be  performed  and,  if  positive,  the  patient 
placed  on  a meat-free  diet  for  three  days  and 
repeated.  Patients  taking  liver  extract  by  mouth 
may  give  a false  positive  benzeden  reaction  in 
the  stool,  but  patients  taking  iron,  even  though 
the  stools  appear  tarry,  give  a negative  test. 

Naturally,  proper  treatment  first  demands  at- 
tention to  the  primary  cause  of  the  anemia.  If 
possible,  the  cause  should  be  removed  (hemor- 
rhoids, polyps,  fibroids),  or  corrected  (bleeding 
peptic  ulcers,  prolonged  menstrual  bleeding,  diar- 
rhoea). When  the  cause  can  not  be  removed  or 
corrected  (malignancies,  nephritis,  chemical  pois- 
ons), treatment  by  any  means  is  discouraging. 

More  attention  should  be  placed  on  the  dietary 
habits  of  chronically  anemic  patients  as  very  often 
glaring  errors  of  omission  are  present.  As 
Minot(3)  recently  emphasized,  these  nutritional 
anemias  are  not  limited  to  infants  and  children, 
but  are  more  common  than  we  believe,  especially 
in  those  cases  complaining  of  “chronic  indiges- 
tion." All  anemic  patients  should  be  placed  on  a 
high  caloric,  well  balanced,  high  vitamin  diet,  but 
foods  of  high  iron  content  are  not  necessarily  de- 
manded. 

With  correction  of  the  mechanical  loss,  insuf- 
ficient intake,  etc.,  the  symptom,  anemia,  usually 
improves — rapidly  with  acute  post-hemorrhagic 
anemia,  more  slowly  with  the  chronic  anemias. 
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In  order  to  increase  the  depleted  reserve  stores, 
and  hasten  the  rise  of  hemoglobin,  iron,  a cheap 
and  efficient  drug,  should  be  administered.  As 
pointed  out  in  the  discussion  of  primary  hypo- 
chromic anemia(4),  the  doses  of  iron  as  advised 
by  most  text  books  are  woefully  inadequate. 
Only  a small  part  of  the  iron  taken  by  mouth  is 
absorbed  and  utilized,  but  that  small  portion, 
through  some  unknown  manner,  is  used  in  the 
formation  of  hemoglobin.  In  order  to  insure 
for  this  maintenance  dose,  large  quantities  of 
iron  must  be  taken.  Iron  is  best  absorbed  in 
acid  medium^5)  and  therefore  should  be  pre- 
scribed to  follow  meals.  Inorganic  iron  is  better 
than  the  organic  preparations ; the  ferrous  com- 
pounds are  more  soluble  and  better  absorbed  than 
the  ferric  group.  Of  the  various  compounds 
recommended,  perhaps  the  most  popular  are : 
(1)  iron  and  ammonium  citrate,  30  grains  t.i.d., 
p.c. ; (2)  reduced  iron,  10  grains,  t.i.d.,  p.c. ; and 
(3)  Bland’s  pills  (freshly  prepared),  15  grains, 
t.i.d.,  p.c.  I have  had  less  gastro-intestinal  dis- 
turbances using  the  reduced  iron  in  either  the 
tablet  or  capsule  form. 

Transfusions  are  reserved  for  emergency 
measures  and  pre-operative  preparation  for  those 
patients  requiring  surgery.  In  my  experience, 
liver  extract  in  this  type  of  anemia  has  proved 
of  no  value,  although  Murphy (6)  advocates  its 
intramuscular  use  for  hastening  improvement  in 
the  blood.  Copper,  vitamin  B2,  malt,  hemoglob- 


in, and  other  highly  advertised  combinations  are 
expensive  and  unnecessary. 

SUMMARY 

1 . The  so-called  “secondary”  anemias  are,  for 
the  most  part,  now  being  considered  iron-defi- 
ciency anemias. 

2.  The  various  manners  in  which  an  iron- 
deficiency  may  develop  have  been  discussed. 

3.  A simple,  careful,  routine  examination  of 
the  patient  will  result  in  a definite  diagnosis  of 
the  primary  cause  of  the  anemia  in  a great  pro- 
portion of  the  cases. 

4.  Removal  or  correction  of  the  cause,  plus 
the  administration  of  iron  is  the  treatment  par 
excellence. 
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PUERPERAL  FOOT  DROP 

J.  E.  M.  THOMSON,  M.  D„  F.  A.  C.  S.;  HARRY  EVANS  HARVEY,  M.  D„  F.  A.  C.  S„ 
and  HAROLD  S.  MORGAN,  M.  D„ 

Lincoln,  Nebraska. 


In  a previous  communication,  as  yet  unpub- 
lished,* two  of  us  have  reported  three  cases  of 
puerperal  foot  drop  due  to  peripheral  nerve  in- 
jury. At  this  time  we  wish  to  report  four  addi- 
tional cases  due  to  entirely  different  etiological 
factors,  compare  the  two  groups,  and  call  to  the 
attention  of  both  obstetricians  and  orthopedists 
the  importance  of  early  recognition  and  treat- 
ment. 

This  complication  is  infrequently  reported  in 
the  literature  and  seldom  listed  as  a cause  of  ma- 
ternal morbidity  in  a large  series  of  cases. 

Five  of  the  seven  cases  observed,  occurred  in 
the  city  of  Lincoln  in  approximately  ten  thousand 
deliveries.  This  incidence  can  hardly  be  account- 
ed for  by  the  quality  of  obstetrical  care,  since  the 

*To  appear  in  the  American  Journal  of  Obstetrics  and  Gyne- 
cology. 


maternal  death  and  stillbirth  rates  compare  very 
favorably  with  that  of  other  cities  of  this  size 
and  with  that  of  the  other  states  and  the  nation. 
We  are  led  to  believe  that  the  condition  occurs 
more  often  than  recognized  and  certainly  more 
frequently  than  reported. 

The  case  histories  have  been  reduced  to  tabu- 
lar form  and  those  previously  reported  in  detail 
(I-II-III)  included  for  purposes  of  comparison. 
Our  knowledge  of  them  comes  through  personal 
observation,  consultation,  and  records  made  avail- 
able to  us  through  the  kindness  of  conferees. 

In  analyzing-  the  seven  cases  we  find  that  they 
fall  into  two  groups.  In  three  cases  the  paralysis 
was  limited  to  the  anterior  tibial  muscles.  There 
was  neither  pain  nor  sensory  disturbance.  We 
have  previously  shown  that  in  these  patients  the 
injury  was  due  either  to  the  extreme  rotation  of 
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CASE 

TABLE 

Case  No. 
Initials 

i 

HMB 

II 

WEU 

III 

DWW 

IV 

MH 

V 

MK 

VI 

FW 

VII 

Age  - Para. 

30-1 

30-1 

36-1 

26-1 

35-VI 

30-1 

27-1 

Foetal- 

Pelvic 

Relation 

Contracted 

outlet 

Normal 

pelvis 

Normal 

pelvis 

Borderline 

pelvis 

Relative  dis- 
proportion 

Past  labors  all 
terminated  by 
forceps. 

2 stillborn. 

Relative 

disproportion 

Relative 

disproportion 

Labor 

Bag  of  Wat. 

12  hours 
Normal 

Prolonged 
induction 
by  rupture 

Long  labor 
Late  rupture 

Prolonged 

labor 

Early  rupture 

Obstructed 

Prolonged 

labor 

Early  rupture 

Prolonged 

labor 

Early  rupture 

Foetal  Pos. 

ORP 

Normal 

ORP 

OP 

OP 

Engaged  as 
face  converted 
to  OP 

Position  in 
Delivery 

Lithotomy 
in  stirrups 

Lithotomy 
Leg  supports 

Lithotomy 
Leg  supports 

On  bed.  No 
leg  supports. 

Lithotomy  leg 
supports 

Lithotomy  leg 
supports 

On  bed. 

No  supports. 

Delivery 

Manual 

rotation 

midforceps 

Low  forceps 

Version  for- 
ceps extrac- 
tion of  head 

Forceps  rota- 
tion of  head. 
Midforceps 
delivery. 

Rotation  and 
high  forceps 
delivery 

Head  pushed 
up.  Rotated 
with  forceps. 
High  forceps 
delivery. 

Difficult 

forceps. 

Foetus 

Normal 

Normal 

Normal 

Stillborn 

Stillborn 

Stillborn 

Stillborn 

Symptoms 
Time  of 
Onset 

12  hours 
P.  P. 

No  pain. 

Foot  drop  one 
day  after 
delivery. 

No  pain. 
Left  foot 
drop  end  of 
first  day. 

Intractible 
both  thighs 
and  legs. 
Inability  to 
move  leg  and 
thigh. 
Bilateral 
footdrop. 

Severe  pain 
both  thigh 
and  legs. 

Loss  of  sen- 
sation over 
post,  surface 
of  thighs  ant. 
surface  of  left 
foot. 

Severe  pain 
ten  days. 
Numbness  and 
foot  drop  on 
10th  day. 

Severe  pain  in 
thighs  and 
legs  after 
delivery. 

Foot  drop  on 
getting  up. 

Type  of 
Treatment 

Support 

Support  and 
active  and 
passive 
motion. 

Support 

Support. 

Active  and 
passive  motion. 

Support  and 
cast. 

Support 

None 

Time  of 
Treatment 

Tenth  day 

During  lying 
in  period 

During  lying 
in  period 

Began  at  6 
weeks.  3 mo. 
much  im- 
proved. 

Early  of  foot 
drop. 

Late  of  hip. 

Foot  drop 
treatment 
began  at 
one  month. 

No  treatment. 

Progress 

4th  month 
walk  with- 
out braces 

Gradual 

improvement 

Rapid 

improvement 

Rapid  up  to 
6 months 

Rapid  im- 
provement of 
foot.  Recov- 
ery of  hip. 

Rapid 

improvement 

18  months 

Final 

Results 

10th  month 
slight  weak- 
ness of  rt. 
ant.  tibial 
muse. 
Functional 
Recovery 

Recovery 

Recovery 
8 to  9 
months 

Only  slight 
weakness.  No 
disability. 

Manipulation 
one  year. 
Recovery. 

Recovery 
one  year. 

Equino-valgus 
deformity  18 
months. 

the  head  of  the  fibula  or  the  direct  pressure  of 
the  leg  supports  on  the  nerve  as  it  passes  over 
the  head  of  the  fibula. 

In  the  additional  four  cases  the  disability  was 
not  limited  to  the  anterior  tibial  muscles,  but  in- 
cluded partial  loss  of  function  of  the  muscles  of 
the  thigh.  In  contrast  to  the  first  group,  pain  in 
the  thighs  and  legs  was  an  early  symptom,  ap- 
pearing immediately  after  delivery,  and  was  fol- 
lowed by  sensory  disturbance.  These  observa- 
tions point  to  injury  to  the  lumbo-sacral  plexus 
as  the  cause  of  foot  drop  in  this  group.  In  each 
instance  the  foetal  head  had  been  impacted  in  the 
pelvis  in  an  abnormal  position  requiring  rotation 
and  a difficult  extraction.  Insofar  as  we  are 
able  to  determine  there  was  no  associated  disease, 
nor  were  the  puerperiums  complicated  by  sepsis 
or  thrombophlebitis. 

We  have  elsewhere  suggested  that  injury  to 
the  fourth  and  fifth  lumbar  nerves,  which  join 
the  origin  of  the  peroneal  nerve,  as  they  pass  over 


ILLUSTRATION  NUMBER  1 
A common  method  of  applying  leg  support  during  labor. 


the  brim  of  the  pelvis,  is  improbable.  Observa- 
tions on  a fresh  postmortem  subject  leads  us  to 
the  conclusion  that  it  is  improbable  that  such  a 
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ILLUSTRATION  NUMBER  2 

Cartoon  illustrating  possible  pressure  on  N.  Peronaeus  by  leg 
support,  used  as  in  illustration  number  1. 

disturbance  of  muscle  power  could  result  by  sim- 
ple pressure  on  the  well  protected  lumbo-sacral 
plexus.  However,  in  the  four  additional  cases 
herein  discussed  we  feel  that  the  foot  drop  was 


ILLUSTRATION  NUMBER  3 

Lumbo-sacral  plexus  and  sacrum.  The  first  cords  are  well 
protected  by  bodies  of  the  fifth  lumbar  vertebra  and  central 
sacral  eminence.  Intrapelvic  injury  usually  involves  the  main 
body  of  the  plexus  and  the  upper  portion  of  the  sciatic  nerve. 

due  primarily  to  traction  and  torsion  of  the 
plexus,  brought  about  by  forcible  rotation  and 
traction  of  a mass  firmly  impacted  in  the  bony 
pelvis.  The  chances  of  nerve  injury  are  further 


increased  by  failure  to  observe  and  follow  the 
axis  of  the  birth  canal  in  the  use  of  forceps.  In 
any  instance  in  which  evident  disturbance  of 
nerve  function  occurs  following  labor  the  circum- 
stances connected  with  the  delivery  should  be  in- 
vestigated, and  possible  associated  disease,  which 
might  affect  the  nerves,  ruled  out. 

TREATMENT  AND  PROGRESS 

Appropriate  supporting  braces  and  night 
splints,  as  indicated  by  the  extent  of  the  paralysis 
and  weakness  of  the  extremities,  prevents  defor- 
mity and  maintains  muscle  balance  during  con- 
valescence. Physiotherapy,  in  the  form  of  active 
and  passive  exercise,  heat  and  massage,  and  elec- 
trical stimulation,  is  believed  helpful. 

The  early  institutions  of  such  measures 
brought  practically  complete  recovery  of  function 
in  six  of  our  cases  within  three  months  to  one 
year.  One  untreated  case  had  a pronounced 
equinus  deformity  with  slight  valgus  eighteen 
months  after  delivery.  We  believe  that  this  de- 
formity probably  occurs  unrecognized  in  milder 
forms  more  often  than  reported,  and  doubtless 
spontaneous  recovery  takes  place. 

CONCLUSIONS 

1.  Puerperal  foot  drop,  while  seldom  men- 
tioned, probably  occurs  more  often  than  recogniz- 
ed or  reported. 

2.  Puerperal  foot  drop  deformity  may  occur 
as  a result  of  direct  injury  to  the  peroneal  nerve 
or  intra-pelvic  injury  to  the  lumbo-sacral  plexus. 

3.  This  condition  should  be  recognized  early 
and  properly  treated  to  prevent  permanent  dis- 
abilities. 


UNILATERAL  SUBLUXATIONS  OF 
CERVICAL  VERTEBRAE  WITH- 
OUT ASSOCIATED  FRACTURE 

Since  January  1929  Barbara  B.  Stimson  and 
Paul  C.  Swenson,  New  York  ( Journal  A.  M.  A., 
May  4,  1935),  have  seen  sixty-six  cases  of  uni- 
lateral subluxation  of  the  cervical  vertebrae  with- 
out associated  fracture.  They  stress  the  com- 
posite picture  presented  by  the  sixty-six  cases : 
a relatively  young  adult  who  seeks  relief  for 
stiffness  and  pain  in  the  neck  within  twenty-four 
hours  after  a mild  twist  or  jerk  of  the  head  and 
who  holds  his  head  tilted  to  one  side  and  can- 
not bend  it  to  the  opposite  side.  Adequate  roent- 
genograms are  necessary  for  conclusive  diag- 
nosis. Treatment  is  relatively  simple  after  the 
diagnosis  has  been  established. 


THE  HEMATOLOGY  OF  TUBERCULOSIS 


J.  K.  MILLER,  M.  D., 
Pathologist,  Hastings  State  Hospital, 
Ingleside,  Nebraska. 


Considering  the  fact  that  the  white  cell  exam- 
ination of  the  blood  is  so  widely  consulted  in  in- 
fectious diseases,  it  is  surprising  that  relatively 
little  use  is  made  of  it  in  tuberculosis. 

In  tuberculosis,  the  monocyte  is  considered  as 
the  cell  forming  the  primary  tubercle  and  partic- 
ipating in  the  reparative  process  following  casea- 
tion. The  lymphocyte  is  the  predominating  cell 
only  when  the  lesion  is  in  the  healing  process. 
The  neutrophile  is  the  chief  cell  concerned  in 
the  formation  of  an  abscess.  In  general,  it  may 
be  considered  that  abscess  formation  is  occur- 
ring when  the  total  neutrophiles  are  above  5,000 
per  cubic  millimeter  of  blood ; that  a monocyte 
count  of  over  700  per  cmm.  is  evidence  of  new 
tubercle  formation ; and  that  healing  is  in  process 
if  the  lymphocytes  are  over  2,000  per  cmm. 
Moderate  or  even  slightly  elevated  counts  are 
often  abnormal  qualitatively.  Kaminsky’s  chart, 
which  is  well  worth  a study,  shows  that  the  per- 
centage of  septic  pictures  far  exceeds  the  per- 
centage of  counts  over  12,000.  As  we  go  from 
minimal  to  advanced  cases,  the  percentage  of  ele- 
vated counts  increases.  As  x-ray  studies  show 
a decrease  in  the  amount  of  diseased  tissue,  there 
is  a corresponding  drop  in  the  total  count.  These 
facts  apply  in  all  cases  except  children  under 
four  years  of  age.  During  the  first  year,  it  is 
recalled  that  the  white  count  is  usually  10,000 
or  more  with  45-50%  lymphocytes.  From  one 
to  four  years,  the  total  count  is  around  9,000 
with  a lymphocyte  count  of  30-35%. 

Qualitatively,  the  Arneth  count  is  considered 
the  most  sensitive  of  the  morphological  blood 
studies.  However,  after  observation  of  100  cases 
in  which  both  the  Arneth  and  Schilling  count 
was  done,  it  was  concluded  that  the  former  did 
not  offer  sufficient  superiority  to  compensate  for 
the  additional  time  necessary  to  complete  the  test. 
Moreover,  it  did  not  contribute  the  monocyte- 
lymphocyte  ratio,  a wealth  of  information  offered 
by  the  Schilling  count.  Combined,  these  last  two 
tests  seem  to  be  sufficient  qualitative  study. 

The  monocyte-lymphocyte  (M/L)  ration  ob- 
tained in  the  routine  Schilling  determination,  is 
normally  0.3.  The  lower  the  percentage  as  well 
as  the  lower  the  total  number  of  lymphocytes,  the 
graver  the  outlook,  regardless  of  whether  the 
monocyte  increases,  decreases  or  remains  station- 
ary. The  lymphocyte  is  an  index  of  resistance ; 
the  monocyte  is  an  index  of  dissemination  of  the 
disease.  In  the  same  series  of  100  cases  ob- 


served, no  favorable  case  showed  a decrease  of 
total  lymphocytes,  and  no  unfavorable  case 
showed  an  increase.  Again,  G7%  of  favorable 
cases  showed  an  increase  and  80%  of  the  un- 
favorable cases  showed  a decrease.  In  unfavor- 
able cases,  none  showed  a decrease  in  the  mono- 
cyte count.  Since  this  cell  takes  part  in  the  heal- 
ing following  caseation,  an  increase  may  be  ex- 
pected without  alarm  when  there  is  an  associated 
lymphocyte  increase.  The  numerical  ratio  of  the 
monocyte  and  lymphocyte  cannot  be  used  as  a 
diagnostic  criterion,  but  it  is  a delicate,  easily 
performed  test  for  measuring  the  resistance  of 
the  host  to  the  invader.  It  is  not  an  index  to 
the  activity  of  the  disease  because  patients  with 
a normal  ratio  show  clinical  activity  and  an  in- 
creased sedimentation  rate.  A normal  or  below 
normal  (0.3  or  less)  ratio  indicates  a balance 
between  the  host  and  the  infection  that  favors  the 
host.  An  increasing  ratio  indicates  a host  who 
is  waging  a losing  fight.  In  Muller’s  chart,  the 
percentage  of  improving  cases,  patients  given  a 
favorable  prognosis,  decreases  as  the  ratio  in- 
creases and  vice  versa. 

While  nothing  definite  is  known  of  the  role  of 
the  eosinophile,  unfavorable  cases  rarely  show 
eosinophiles  and  the  appearance  of  the  eosino- 
philes  favors  a better  prognosis. 

The  Schilling  hemogram  not  only  presents  the 
M/L  ratio,  but  a tabulation  of  the  various  forms 
of  neutrophiles  reveals  the  tendency  for  forma- 
tion of  immature,  non-segmented  forms,  the 
“shift  to  the  left.”  The  first  cells  to  appear  are 
the  “stab”  or  band  forms  and  if  above  5-7%  in 
the  peripheral  blood,  a toxic  element  is  consid- 
ered present.  Duffy’s  studies  show  that  a shift 
to  the  left  in  the  neutrophile  distribution  precedes 
trouble,  an  observation  valuable  in  the  minimal 
cases  of  tuberculosis.  It  is  more  consistent  with 
the  x-ray  findings  than  the  clinical  picture.  It  is 
not  diagnostic  or  prognostic,  but  the  Schilling 
hemogram  often  indicates  activity  which  is  silent 
clinically.  The  normal  Schilling  hemogram  pre- 
sents the  following  cell  content : 
Polymorphonuclear  leucocyte: 


Basophile  0-  1% 

Eosinophile  2-  4% 

Neutrophile  (total) 55-70% 

Segmented  form: 

Stab  or  band  form 3-  5% 

Juvenile  form  0% 

Myelocytes  0% 

Monocyte  5-  8% 

Lymphocyte  20-35% 


140 


Volume  21 
Number  4 


MANAGEMENT  OF  ANAL  FISSURES:  BEST 


141 


As  a shift  to  the  left  occurs,  there  is  a greater 
percentage  of  the  band  forms  of  the  neutrophile 
and  juvenile  and  even  myelocyte  forms  appear  in 
the  peripheral  blood. 

The  value  of  the  blood  sedimentation  rate 
(B.S.R.)  in  tuberculosis  cannot  be  estimated  too 
highly.  However,  it  is  only  specific  of  cellular 
(tissue)  destruction,  and  is  neither  diagnostic  or 
prognostic.  It  is  an  indicator  of  pathological  ac- 
tivity. A normal  sedimentation  rate  is  practical- 
ly never  found  in  a clinically  active  case.  The 
rapidity  of  rate  is  directly  proportional  to  the 
amount  of  activity.  The  severity  of  the  disease 
may  be  further  evaluated  by  plotting  a curve  of 
the  rate  of  sedimentation  against  the  time  inter- 
val, viz : a horizontal  line  is  normal ; a diagonal 
line  shows  mild  activity;  a diagonal  curve  mod- 
erate activity ; a vertical  curve,  marked  activity. 
An  increase  in  the  B.S.R.  is  noted  as  the  total 
number  of  erythrocytes  is  decreased.  Also,  with 
the  institution  of  pneumothorax,  there  is  a tem- 
porary increase.  The  B.S.R.  is  a simple,  readily 
performed  test,  telling  much  concerning  the  ac- 
tivity of  the  disease.  In  cases  in  which  the  clin- 
ical and  x-ray  signs  are  indefinite,  it  is  invalu- 
able. What  constitutes  the  normal  rate  cannot 
be  stated  as  it  varies  with  the  method.  It  is 
best  to  acquaint  oneself  with  the  various  meth- 
ods, pick  a simple  routine,  determine  the  normal 
rate  and  use  that  method  exclusively. 

All  purely  laboratory  methods  may  fail  in  the 
individual  case,  where  due  and  proper  attention  is 
not  given  to  other  influencing  factors.  Non- 
tuberculous  tissue  destroying  processes,  co- 


existent with  the  tuberculosis,  will  alter  both  the 
Schilling  and  the  B.S.R.  Since  prognosis  is 
linked  with  many  mechanical  and  unforeseen  fac- 
tors, as  a rupture  of  an  abscess,  hemorrhage, 
pneumonia,  pleurisy,  empyema,  meningitis,  etc., 
it  is  foolhardy  to  depend  on  the  total  count, 
Schilling,  or  the  B.S.R.  as  a prognostic  yard- 
stick.. They  do.  however,  serve  as  indicators  of 
the  degree  of  activity.  The  M/L  ratio  does,  on 
the  other  hand,  give  an  indication  of  the  resist- 
ance of  the  host,  a prognosis.  None  of  these 
tests  are  diagnostic.  One  accurate  Schilling  and 
a B.S.R.  study  may  reveal  activity  in  an  other- 
wise silent  picture.  Never  the  less,  one  study 
never  reveals  the  entire  picture.  The  prognosis, 
the  degree  of  activity  and  the  efficacy  of  therapy 
can  be  obtained  only  by  consideration  of  a series 
of  successive  correlated  studies  in  all  the  above 
mentioned  tests.  Finally,  just  as  these  tests  may 
reveal  activity  before  the  clinical  evidence  is  de- 
tectable ; in  the  same  manner  the  pathologic  state 
is  persistently  detectable  after  clinical  quiescence. 
The  laboratory  is  merely  offering'  procedures 
which  aid  in  the  demonstration  of  the  presence 
or  absence  of  pathological  activity. 
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THE  MANAGEMENT  OF  ANAL  FISSURES 

R.  RUSSELL  BEST,  M.  D.,  P.  A.  C.  S„ 

Department  of  Surgery,  University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska. 


It  is  difficult  to  appreciate  the  extreme  pain 
and  distress  experienced  by  the  majority  of  pa- 
tients harboring  anal  fissures  unless  one  has  ac- 
tually suffered  these  torments  or  has  gone  into 
the  history  of  a number  of  such  cases  with  de- 
tailed inquisitiveness.  Their  agony  often  reaches 
such  a degree  that  desire  for  medical  aid  is  damp- 
ened by  the  fear  that  an  examination  will  be  even 
more  painful. 

I know  of  no  examination  that  demands  more 
sympathy,  understanding  and  art,  if  you  please. 
If  such  an  attitude  is  assumed,  the  procedure  us- 
ually becomes  humanly  bearable.  After  placing 
the  patient  in  the  left  Sims’  position,  the  but- 
tocks are  gently  separated  and  since  more  than 
90%  of  all  fissures  are  situated  in  the  posterior 


commissure,  it  is  well  to  inspect  this  region  first. 
A sentinel  tab  may  be  the  clue  to  both  position 
and  diagnosis  and  the  ulcer  is  usually  visible  with- 
out the  introduction  of  an  anoscope.  Nupercaine 
solution  1%  is  instilled  into  the  anal  canal  with  a 
medicine  dropper  and  a small  pledget  soaked  with 
this  solution  is  placed  up  against  the  ulcer  bed. 
After  several  minutes,  further  examination  is  at- 
tempted with  the  gloved  finger  gently  introduced 
into  the  lower  rectum.  When  the  ulcer  is  pos- 
terior, pressure  against  the  anterior  commissure 
facilitates  this  maneuver.  Digital  exploration 
helps  to  ascertain  any  accompanying  pathology  or 
irritating  factor  such  as  a polyp  or  enlarged  pa- 
pilla, or  even  a low-lying  carcinoma.  A medium- 
sized Hirschman  anoscope  is  then  introduced  to 
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determine  the  extent  of  the  ulcer,  the  presence  of 
enlarged  papillae  and  the  degree  of  hemorrhoidal 
tumefaction.  A flexible  probe  with  a small  hook 
at  the  end  is  used  to  investigate  the  amount  of 
undermining  and  the  presence  of  a blind  sinus 
or  fistula  leading  away  from  the  ulcer.  Rarely 
is  the  examination  carried  further  unless  suspi- 


FIG.  1.  It  is  necessary  to  excise  the  sentinel  tab  for  adequate 
drainage  and  healing. 


cions  of  a higher  lesion  are  aroused.  Complete 
examination  is  delayed  until  the  patient  has  been 
relieved  of  his  immediate  distress. 


Even  with  this  care,  attempt  at  digital  exam- 
ination not  infrequently  reveals  so  much  spas- 
ticity and  pain  that  it  becomes  necessary  to  inject 
1 to  3 cc.  of  1%  novocaine  solution  behind  and 
beneath  either  side  of  the  ulcer,  using  a fine  hy- 
podermic needle. 

The  treatment  to  be  followed  varies  with  the 
pathology  in  the  individual  case.  The  existence 
of  large  external  and  internal  hemorrhoids  usual- 
ly demands  hospitalization  and  operation  as  these 
denote  sluggish  circulation,  nesting  of  infection, 
and  prolapsing  margins  which  continually  irritate 
the  ulcer.  A deep  blind  sinus  emitting  free  pus 
indicates  a radical  surgical  attack.  However,  if 
a sentinel  tab  is  present  alone,  it  should  be  ex- 
cised immediately  for  until  it  is  removed,  adequate 
drainage  of  the  ulcer  bed  cannot  be  obtained.  A 
single  polyp  or  enlarged  papilla,  either  of  which 
is  frequently  found  hanging  directly  above  the 
ulcer,  may  be  removed  with  scissors,  cautery,  or 
radio-knife  after  adequate  anesthetization. 


If  the  ulcer  exists  alone  and  the  margins  are 
not  too  indurated,  the  latter  indicating  an  ulcer 
of  long  standing  in  which  case  radical  surgery 
is  usually  necessary,  the  following  technic  is  car- 
ried out.  The  very  early  ulcer,  which  is  really 
a minute  superficial  slit  of  the  anal  mucous  mem- 
brane, is  treated  daily  or  on  alternate  days  with 
a local  application  of  either  15%  balsam  peru  in 
castor  oil,  50%  to  75%  ichthyol,  or  10%  argyrol, 
and  the  anal  canal  is  gently  dilated.  Only  occa- 
sionally is  silver  nitrate  used.  Attention  must 
be  directed  toward  obtaining  soft,  formed  stools, 
para-psyllium  is  most  efficacious,  but  mucilose, 
metamucil  and  similar  products  are  also  of  assist- 
ance in  forming  soft,  bulky  stools.  The  patient 
must  avoid  having  more  than  two  stools  a day 
or  having  loose,  watery  stools  as  these  are  very 
irritating.  Hot  sitz  baths  are  essential  twice  a 
day,  and  a hot  sitz  bath  or  local  wash  with  boric 
acid  solution  is  imperative  after  each  toilet. 
Nupercaine  ointment  1%  is  prescribed  if  the 
lesion  is  quite  sensitive,  and  in  other  instances  a 


FIG.  2.  Inspection  for  a blind  sinus  must  be  made  and  if 
such  is  found  the  tract  must  be  laid  open. 


mild,  healing  rectal  ointment  should  be  applied 
several  times  daily. 

An  ulcer  of  long-  duration  or  an  early  ulcer 
which  is  particularly  deep  or  painful  is  handled 
somewhat  differently.  Most  of  these  are  asso- 
ciated with  a sentinel  tab  or  with  raised  margins 
sufficient  to  prevent  proper  drainage.  The  fol- 
lowing method  may  be  carried  out  in  the  office 
with  the  patient  in  the  left  Sims’  position.  One 
or  two  cubic  centimeters  of  1%  novocaine  solu- 
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tion  is  injected  about  one-half  inch  behind  the 
ulcer  or  the  sentinel  tab,  using  a small  needle. 
We  then  have  recourse  to  one  of  the  long-lasting 
anesthesias.  At  the  present  time,  I am  using 
Benacol  which  was  first  recommended  by  Yeo- 
mans, Gorsch  and  Mathesheimer  in  1927  before 
the  American  Proctologic  Society.  I also  fre- 


quently use  nupercaine  with  phenol  and  benzyl 
alcohol  in  oil  which  is  recommended  by  Gabriel 
of  London.  The  ampoule  is  dropped  into  hot 
water  for  a ifew  seconds  to  make  the  oil  more 
labile,  and  then  using  some  type  of  ‘Lok’  syringe 
with  a l^-inch,  22-gauge  needle,  about  3 cc.  of 
the  solution  is  injected  behind  the  fissure  and 
into  the  sphincter  muscles  on  either  side  of  the 
posterior  commissure.  The  injection  must  be 
made  quite  deep  to  the  skin  and  anal  mucous 
membrane,  usually  about  j/2-inch,  or  there  is  dan- 
ger of  a slough  occurring.  By  inserting  the  right 
index  finger  into  the  rectum  during  the  injection, 
one  can  guard  against  puncturing  the  anal  or 
lower  rectal  mucous  membrane  with  the  needle. 
The  injection  should  be  followed  by  vigorous  but 
gentle  local  massage  in  the  anal  canal  and  on  the 
skin  surface  for  several  minutes,  to  prevent  pud- 
dling of  the  oily  solution  in  the  tissues  with  sub- 
sequent sloughing.  Several  hours  later,  the  pa- 
tient should  take  a hot  sitz  bath  or  apply  hot 
packs  locally  for  fifteen  minutes  to  encourage 
further  absorption  and  distribution  of  the  oil.  At 
times,  mild  local  distress  follows  the  injection, 
but  usually  within  a few  minutes  to  a few  hours 
the  area  becomes  insensitive  and  the  patient  is 
extremely  grateful  for  relief.  He  may  even 
mention  a feeling  of  numbness.  Although  this 
cessation  of  pain  causes  the  anal  sphincter  to  re- 
lax, and  consequently  encourages  healing,  in- 
versely as  a spastic  ulcer  bed  precludes  proper 
circulation  and  epithelialization,  it  is  still  impera- 


tive that  attention  be  directed  toward  the  correc- 
tion of  faulty  bowel  habits  as  mentioned  above 
and  to  local  hygienic  measures  such  as  hot  Sitz 
baths,  hot  local  applications,  and  cleansing  sev- 
eral times  daily  with  boric  acid  solution,  with 
special  attention  after  toilet.  The  ulcer  is  treated 
as  heretofore  described  and  the  anal  canal  is  gent- 


ly dilated  every  day  or  two.  Vigorous  manipu- 
lation and  the  use  of  metal  dilators  are  mentioned 
only  to  be  condemned. 

The  anal  fissure  complicated  by  considerable 
infection,  or  by  the  presence  of  a fistula,  blind 
sinus  or  an  abscess,  will  not  respond  to  this  re- 
gime and  the  injection  will  only  prove  harmful. 
A long-standing  ulcer  with  indurated  fibrous 
margins  and  undermining  will  usually  recur  and 
only  operation  will  give  a comfortable  anal  canal. 

In  the  presence  of  many  external  tabs  or  large 
internal  hemorrhoids  with  an  indurated  ulcer,  the 
end  results  of  ambulatory  treatment  are  not  satis- 
factory and  operation  is  inevitable.  It  is  much 
better  if  the  patient  accepts  immediate  operation. 

The  operative  procedure  which  seems  most 
logical  and  which  has  given  me  the  most  satisfac- 
tory results  is  that  proposed  by  Gabriel  of  Lon- 
don. A large  v-shaped  piece  of  skin  is  removed, 
with  the  apex  above  the  upper  margin  of  the 
ulcer,  within  the  anal  canal.  Beyond  the  anal 
margin  the  lines  of  incision  flare  out  posteriorly 
so  that  the  base  of  the  triangle  measures  about 
ll/2  inches.  This  flap  is  then  dissected  upward 
into  the  anal  canal  to  the  apex.  This  radical  pro- 
cedure removes  the  chronic  infected  area,  per- 
mits ample  drainage,  and  the  last  part  of  the  de- 
nuded portion  to  heal  is  an  area  about  one-half 
inch  behind  the  anal  margin.  At  the  close  of 
the  operation,  one  ounce  of  an  ointment  consist- 
ing of  one  part  of  1%  nupercaine  ointment  to 


FIG.  3.  Overhanging,  hypertrophied  papilla  must  be  excised. 
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three  parts  of  lj/2%  carbolized  vaseline  is  in- 
stilled into  the  rectum.  I do  not  insert  a pack 
but  on  the  second  postoperative  day  begin  gentle 
dilatation  and  separation  of  the  margins.  The 
dilatation  and  gentle  ironing  out  are  carried  out 
every  day  or  so  for  several  weeks,  and  a mild 
antiseptic  solution  is  applied,  followed  by  an  ap- 
plication of  15%  balsam  pern  in  castor  oil.  Soft 
formed  stools  are  necessary  for  success  and  I 
have  found  para-psyllium  or  mucilose  most  ef- 
fective in  obtaining  the  requisite  consistency.  No 


raw  vegetables,  seeds,  or  nuts  are  permitted  in 
the  diet. 

A patient  who  has  once  had  an  anal  fissure 
must  be  warned  that  his  initial  trouble  was  due 
to  injury  of  the  anal  canal  by  a hard,  dry  stool 
or  some  hard  particle  within  the  stool,  and  that 
he  must  exercise  considerable  care  or  history  will 
repeat  itself,  for  no  treatment  or  operation  can 
give  man  a better  terminal  gut  than  that  which 
was  his  by  birth. 


CARDIAC  CLINIC  NO.  I* 

A Consideration  of  Cardiac  Mortality,  Rates  and  Epochs  of  Heart  Disease* 

F.  W.  NIEHAUS,  M.  D„ 

Omaha,  Nebraska. 


Heart  disease  is  the  leading  cause  of  death 
according  to  the  United  States  Mortality  Sta- 
tistics. In  1920,  it  caused  159  deaths  per  100,000 
population.  In  1930,  the  death  rate  had  increased 
to  214.  The  combined  death  rate,  in  1932,  of 
cancer  (102),  tuberculosis  (63),  and  pneumonia 
(77),  exceeded  it  only  by  18.  If  vascular  dis- 
eases, as  cerebral  hemorrhages  (84  per  100,000) 
and  nephritis  (87  per  100,000)  which  is  prob- 
ably largely  on  a vascular  basis,  are  included 
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Chart  1.  HEART  DISEASE  DEATH  RATE  BY  AGE  GROUP. 
(Heart  Disease  Mortal  Statistics)  American  Heart  Association. 

with  heart  disease,  under  diseases  of  the  circula- 
tory system,  the  mortality  pyramids  far  beyond 
any  other  groups. 

However,  before  accepting  this  gloomy  picture 
in  its  entirety,  a careful  analysis  is  necessary.  In 
the  cases  certified  as  heart  disease  there  undoubt- 
edly are  many  obscure  undiagnosed  cases.  The 
only  reason  for  such  a diagnosis  being  made,  is 
that  the  heart  stopped  beating.  These  masquer- 

*From  the  Cardiac  Clinic,  University  of  Nebraska. 


ade  under  such  captions  as  “acute  cardiac  dilita- 
tion”  usually  postoperative,  etc.  The  tendency 
to  classify  obscure,  undiagnosible  cases  as  heart 
deaths  is  very  difficult  to  avoid.  A heart  death 
is  usually  accepted  by  relatives,  with  much  more 
complacence  than  almost  any  other  cause.  It 
must  be  admitted,  that  even  with  the  best  facili- 
ties for  diagnosis  (even  with  an  autopsy)  the 
cause  of  death,  at  times,  remains  speculative. 
Obviously,  with  meager  opportunity  for  study, 
this  diagnosis  will  more  frequently  be  resorted  to. 

Sudden  deaths  are  nearly  always  classified  as 
heart  deaths.  This  probably  carries  only  a small 
per  cent  of  error,  especially  after  40  years  of  age, 
as  at  least  80%  of  these  are  due  to  coronary  oc- 
clusion. However,  until  recently  many  sudden 
deaths  were  labeled  “acute  indigestion”  and  what 
not.  The  proper  diagnosis  of  this  group  of  cases 
would  swell  the  number  of  deaths  certified  as 
cardiac,  thereby  reflecting  an  apparent  rather 
than  a real  increase  in  the  mortality. 

Another  factor  which  removes  some  of  the 
“sting  of  death”  from  cardiac  mortality  is  that 
two-thirds  of  cardiac  deaths  occur  after  sixty 
years  of  age.  This  is,  in  sharp  contrast,  to  the 
death  rate  of  tuberculosis  which  reaches  its  peak 
between  20  and  25  years ; of  accidents  between 
15  and  25  years ; of  pneumonia  with  an  appalling 
mortality  under  5 years  of  age.  The  individuals 
dying  of  heart  disease  reach  a more  desirable  age, 
considering  it  from  a humane  or  an  economic 
angle. 

Still  more  encouraging  is  the  fact  that  between 
1920  and  1930,  the  cardiac  mortality  rate  be- 
tween birth  and  twenty  years  of  age  has  been 
reduced  by  28%.  (Chart  I.) 

Cohn  analyzing,  the  apparent  increase  in  heart 
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disease  states,  that  there  is  a net  increase  of 
heart  deaths  after  60  years  of  age.  On  the  whole 
the  rise  has  been  slight  and  this  “is  due  appar- 
ently to  saving  from  deaths  resulting  from  infec- 
tious diseases,  in  the  very  decades,  in  which  the 
slight  rise  in  circulatory  diseases  has  occurred.” 

The  geographic  distribution  of  cardiac  death 
rates  in  the  United  States,  is  also  interesting,  be- 
ing highest  in  the  New  England  and  North  At- 
lantic states,  except  California,  and  lower  in  the 
western  and  southern  states.  This  is  apparently 
due  to  a higher  proportion  of  older  persons  in 
the  older  settled  states,  and  also  the  higher  inci- 
dence of  rheumatic  heart  disease  in  the  north- 
eastern states.  The  latter  must  be  a considerable 
factor,  as  many  of  the  older  settled  southern 
states,  even  with  large  colored  populations,  who 
always  have  a higher  cardiac  death  rate  than  the 
whites,  have  a lower  mortality  from  heart  disease. 

These  pertinent  facts  clearly  indicate  that  the 
problem  of  heart  disease  lies  in  the  decades  past 
forty  years  of  age,  and  especially  after  sixty. 

Classifying  heart  disease  according  to  the 
epochs  of  human  life,  greatly  simplifies  its  eti- 
ology. 

(1)  Congenital  Heart  Disease  is  chiefly  a 
concern  of  the  first  few  minutes  or  hours  after 
birth.  Those  few.  who  survive  the  change  from 
aquatic  to  terrestial  life,  at  all,  seldom  survive 
the  first  decade. 

(2)  Rheumatic  or  Valvular  Heart  Disease: 
This  includes  all  heart  infections  except  syphilis, 
whether  or  not,  a definite  history  of  rheumatic 
fever  is  obtained.  Frequently  the  infectious 
agent  is  implanted  by  tonsilitis,  pneumonia,  scar- 
let .fever,  etc.  The  initial  infection  usually  oc- 
curs before  20  years  of  age.  The  average  dura- 
tion of  life  after  the  initial  infection  is  18  years. 
The  average  age  of  death  is  33  years ; at  40 
years,  75%  are  dead,  and  only  10%  reach  50 
years  of  age.  The  greatest  ravages  of  this  type, 
occur  between  15  and  40  years  of  age. 

(3)  Syphilitic  Heart  Disease:  This  usually 
produces  disability,  about  20  years  after  the  in- 
itial infection.  The  great  majority  of  syphilitic 
cardiacs  are  disabled  and  die  between  40  and 
50  years  of  age. 

(4)  Coronary  Artery  Disease:  In  this  group 
is  included  angina  pectoris,  coronary  thrombosis, 
hypertensive  and  arterio-sclerotic  heart  disease, 
and  chronic  myocarditis.  A few  of  these  cases 
are  seen  in  the  forties,  especially  the  latter  half 
of  this  decade ; slightly  more  frequent  in  the  early 


fifties ; fairly  common  in  the  late  fifties ; reach- 
ing its  high  peak  at  65  years  and  continuing  into 
the  higher  ages.  With  a few  minor  exceptions, 
diseased  coronary  arteries  are  responsible  for  all 
heart  disease  after  55  years  of  age. 
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HEMORRHAGIC  ENCEPHALITIS— VI 

CLINICO-PATHOLOGICAL  CASE  REPORT 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

Mr.  H.  C.  H.,  age  62,  was  admitted  to  the  hospital 
April  30,  1935,  in  coma.  He  had  had  a chronic  ar- 
thritis and  chronic  prostatitis  for  several  years  and 
during  the  three  weeks  prior  to  admission  had  had 
several  attacks  of  vomiting  which  were  associated 
with  vertigo.  A few  hours  before  admission  he  had 
fallen  from  a milk  stool  while  doing  the  farm  chores 
and  the  mental  confusion  which  followed  soon  pro- 
gressed into  coma.  Physical  examination  at  the  time 
of  admission  revealed  a generalized  spacticity,  bi- 
lateral external  strabismus  and  bilaterally  positive 
Babinski  and  ankle  clonus.  The  pulse  was  60,  tem- 
perature 99.8  and  the  blood  pressure  166/70.  Cheyne- 
Stokes  respiration  was  present.  The  leukocyte  count 
was  18,000.  The  spinal  fluid  pressure  was  16  mm.  of 
mercury  and  the  Queckenstedt  sign  was  positive  bi- 
laterally. The  fluid  was  clear  and  contained  5 cells 
per  cubic  mm.  The  patient  died  a few  hours  after 
admission. 

The  significant  pathology  as  disclosed  at  autopsy 
was  confined  to  the  head.  When  the  skull  cap  was 
removed  about  200  cc.  of  unclotted  blood  was  found 
within  the  dura  covering  the  right  parietal  lobe,  the 
dura  having  been  split  by  the  extravasation  of  blood. 
There  was  also  flattening  of  the  convolusions  on  the 
right.  Thin  coronal  sections  of  both  cerebral  hemi- 
spheres show  nothing  of  note.  The  entire  pons  and 
medulla  are  densely  infiltrated  with  petechial  areas 
of  hemorrhagic  infiltration.  Both  the  basilar  artery 
and  the  vertebral  arteries  are  normal  in  appearance. 
Careful  inspection  of  the  base  of  the  skull  after 
stripping  the  dura  shows  no  evidence  of  fracture. 
Sections  of  the  medulla  and  pons  show  a typical  pic- 
ture of  hemorrhagic  encephalitis.  The  exact  nature 
of  the  intradural  hemorrhage  is  somewhat  obscure.  It 
is  possible  that  it  is  traumatic  though  there  was  no 
fracture. 


A REAL  LIE-BOY 

Little  Johnny — Mother,  I told  a lie  in  school 
today. 

Mother — Why,  Johnny,  I can’t  believe  it. 

Johnny — Teacher  asked  me  where  I was  born. 
I know  I was  born  in  the  Women’s  General  Hos- 
pital. but  I didn’t  want  ’em  to  think  I was  a sissy, 
so  I said  in  the  McGill  Stadium. 

THE  SAME  TONGUE 

Doctor:  “There’s  the  original  prescription.  I 
can’t  imagine  how  you  made  that  mistake  in  put- 
ting it  up.” 

Druggist:  “Humph!  T must  have  mixed  your 
signature  in  with  the  other  ingredients.” — Judge. 
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OVARIAN  CYST 

MAX  EMMERT,  M.  D., 

Omaha,  Nebraska. 

L.  C.,  aged  21,  a school  teacher,  was  referred  Feb- 
ruary 4,  1924,  because  of  a “large  stomach.” 

P.  H.  She  had  had  rheumatism  at  the  age  of  12. 
Menstrual  life  started  at  13,  always  regular  and  free 
from  pain.  About  seven  years  ago,  while  pressing 
against  a piece  of  wood  with  her  abdomen,  she  felt 
something  give  away,  and  a soreness  remained  for 
several  days. 

P.  I.  In  May,  1923,  noticed  that  her  abdomen  was 
getting  larger.  This  increased  rapidly  until  the  lat- 
ter part  of  June  and  has  remained  quiescent  since 
then.  Has  never  suffered  from  pain  nor  indigestion, 
no  menstrual  disturbance.  She  has  dyspnoea  on  ex- 
ertion and  tires  easily. 

Examination  revealed  a healthy  looking  young 
woman  with  large  tonsils.  Lungs  clear.  Heart  en- 
larged to  left  with  a systolic  murmur  transmitted  to 
axilla.  Abdomen  was  uniformly  distended.  There 
was  no  shifting  tympany  upon  change  of  position. 
Vaginal  examination  negative.  Blood  and  urine 
normal. 

Diagnosis:  Cystic  tumor  probably  of  ovarian 

origin. 

Operation:  Local  anesthesia.  Upon  entering  the 
abdomen  the  cyst  was  encountered  and  seven  quarts 
of  viscid  brownish  fluid  aspirated  through  a trocar. 
As  the  cyst  was  apparently  attached  in  the  right 
kidney  region  the  patient  was  given  gas  and  a mass 
the  size  of  a fist  incorporated  in  the  cyst  was  lifted 
out  of  the  kidney  region  and  the  entire  cystic  mass 
removed  from  its  attachment  in  the  right  ovarian 
region.  The  cyst  contained  a total  of  eight  and  one- 
half  quarts  of  fluid. 

Pathological  report:  The  ovarian  stroma  showed 

rather  decided  though  localized  areas  of  connective 
tissue  overgrowth  and  interspersed  in  the  stroma 
were  numerous  large  cysts  lined  uniformly  with  a 
single  layer  of  columnar  epithelium. 

Diagnosis:  Cystic  Ovary. 

The  patient  lost  40  pounds  while  in  the  hospital. 
Left  on  the  tenth  day. 

COMMENT 

The  diagnosis  of  this  tumor  should  be  Cvst- 
Adenoma,  pseudomucinous  because  of  its  enor- 
mous size,  unilateral  distribution  and  character 
of  the  living  cells. 

Tumors  of  this  size  are  rare  in  this  day  of 
careful  examination.  Frequently  they  produce 
symptoms  by  torsion  on  their  pedicle  which 
causes  acute  abdominal  pain,  rapid  increase  in 
size  and  toxic  symptoms  from  the  impaired  cir- 
culation to  the  wall  of  the  cyst  with  developing 
necrosis.  Apparently  there  had  been  no  torsion 
in  this  case  which  allowed  the  cyst  to  reach  its 
enormous  size  without  causing  the  patient  to  con- 
sult her  physician.  The  brownish  color  of  the 
contents  would  indicate  that  at  some  time  hemor- 
rhage had  occurred  in  the  cyst. 


Servant : “The  doctor’s  here,  sir.” 
Absent-minded  Man:  “I  can’t  see  him.  Tell 
him  I’m  sick.” 


. CORPUS  LUTEUM  THERAPY 
George  W.  Corner,  Rochester,  N.  Y.  ( Journal 
A.  M.  A.,  May  25,  1935),  is  aware  that  his  dis- 
cussion of  corpus  luteum  therapy  cannot  immedi- 
ately result  in  curative  benefit  to  a single  patient, 
nevertheless  he  believes  that  it  will  be  profitable 
to  consider  the  subject  as  it  stands  today,  from 
the  mutual  standpoint  of  the  practitioner  and  the 
investigator.  Such  consideration  will  not  only 
explain  the  physiologic  basis  on  which  practical 
applications  are  to  be  worked  out  but  also  help, 
he  hopes,  to  clear  away  the  misconceptions  and 
false  hopes  by  reason  of  which  in  the  past  so 
many  bottles  and  pill  boxes  have  been  filled  with 
elegant  but  inert  pharmaceuticals.  Therefore  he 
discusses  the  function  of  the  corpus  luteum.  pro- 
gestin (the  hormone  of  the  corpus  luteum  favor- 
ing gestation),  relaxin  (another  substance  found 
in  extracts  of  the  corpus  luteum,  which  has  the 
property  of  relaxing  the  symphysis  pubis  in  the 
guinea-pig  in  a manner  similar  to  the  normal  re- 
laxation which  occurs  in  that  species  during  preg- 
nancy). the  availability  of  progestin,  the  clinical 
possibilities  of  corpus  luteum  therapy  and  its  em- 
pirical preparations.  He  concludes  that  the 
American  practitioner  now  has  at  his  disposal  no 
corpus  luteum  therapy  that  has  passed  the  test 
of  experiment,  but  current  work  with  progestin 
promises  to  give  in  the  future  a corpus  luteum 
hormone  with  which  new  possibilities  of  therapy 
may  be  explored. 

LIGHT  SENSITIVE  DERMATOSES 
Nelson  Paul  Anderson  and  Samuel  Ayres  Jr., 
Los  Angeles  ( Journal  A.  M.  A.,  Oct.  27,  1934), 
discuss  the  problem  of  light  sensitivity  in  hema- 
toporphyrin,  lupus  erythematosus,  drugs  or  chem- 
icals possessing  the  property  of  sensitizing  the 
skin  to  sunlight,  vitiligo,  actinic  cheilitis,  actinic 
dermatitis,  hvdrosa  estivale  and  pellagra.  He 
presents  evidence  that  shows  that  disturbed  sul- 
phur metabolism  plays  a part  in  the  production 
of  light  sensitivity  and  further  that  the  exact 
status  of  the  porphyrins  in  light  sensitivity  is  as 
yet  undetermined.  The  high  incidence  of  lupus 
erythematosus  following  severe  sunburn  is  recog- 
nized and  certain  cases  will  respond  to  dietary 
measures  when  all  other  known  remedies  have 
failed.  Certain  drugs,  foods  such  as  buckwheat, 
focal  infections  or  physical  allergy  may  at  times 
be  light  sensitizing  agents.  Whether  disturbed 
sulphur  metabolism  bears  any  relationship  to 
vitligo  is  yet  to  be  discovered.  What  part  faulty 
liver  metabolism  plays  in  the  causation  of  actinic- 
dermatoses  and  of  pellagra  is  not  known.  It  ap- 
pears that  liver  therapy  is  of  definite  value  in  both 
conditions. 
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CRITERIA  OF  CURE  OF  GONORRHEA  IN 
THE  MALE 

Ambrose  J.  King,  London,  England  ( Journal 
A.  M.  A.,  Jan.  19,  1935),  points  out  that  no  in- 
vestigation as  to  cure  need  be  undertaken  in  the 
gonorrheal  patient  who  has  a persistent  urethral 
discharge  or  whose  urine  shows  evidence  of  in- 
fection. To  this  main  principle  exceptions  are 
rare.  Palpation  of  the  prostate  is  seldom  of  much 
assistance  in  the  treated  case.  Palpation  of  the 
seminal  vesicles  is  likely  to  give  some  positive 
information,  but  this  is  of  little  value  when  vesi- 
culitis has  been  recognized  and  treated.  The 
macroscopic  examination  of  the  vesicular  fluid 
and  the  microscopic  examination  of  the  vesicular 
and  prostatic  fluids  are  of  great  importance.  Un- 
satisfactory microscopic  tests  are  strong  evidence 
against  cure.  V esiculoprostatic  culture  by  Price's 
method  constitutes  an  important  advance  in  ac- 
curate diagnosis.  The  test  repeated  at  monthly 
intervals  over  a period  of  time  constitutes  the  ab- 
solute criterion  of  cure  when  all  other  tests  have 
proved  satisfactory.  Recent  improvements  in  the 


complement  fixation  test  for  gonorrhea  have  in- 
creased its  sensitivity  and  enhanced  its  value  in 
testing  for  cure.  A positive  serum  result  in  a 
patient  who  has  not  received  injections  of  gono- 
coccus vaccine  within  the  preceding  six  weeks  is 
reliable  evidence  against  cure.  Negative  blood 
serum  results  on  successive  occasions  in  the 
course  of  treatment  are  evidence  of  efficient 
treatment  but  not  necessarily  of  cure.  A provoca- 
tive diet,  including  alcohol,  is  sometimes  of  value. 


PARATHYROID  HORMONE  THERAPY 
Joseph  C.  Aub,  Boston  ( Journal  A.  M.  A.,  July 
20.  1935),  states  that  the  chief  therapeutic  value 
of  parathyroid  extract  is  dependent  on  its  influ- 
ence on  the  blood  levels  of  calcium  and  phos- 
phorus. Its  major  use,  therefore,  lies  in  the  treat- 
ment of  acute  low  calcium  tetany.  In  this  condi- 
tion it  may  be  a life  saving  measure.  Parathy- 
roid extract  may  also  be  chosen  for  other  thera- 
peutic purposes.  In  these  less  urgent  conditions, 
its  beneficial  effect  arises  from  the  liberation  and 
the  increased  excretion  of  salts  derived  from  bone. 


Executive  Secretary’s  Conception  of  the  Presidential  Appeal  for  Membership. 
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ANNUAL  MEETING, 

LINCOLN 

APRIL  7,  8, 

9 

CORNHUSKER  HOTEL 

1 

NEXT  WEEK  AT  THE  CORNHUSKER 

When  this  Journal  goes  in  the  mails  the  an- 
nual meeting"  of  the  Nebraska  State  Medical  As- 
sociation will  be  but  six  days  in  the  future.  Re- 
member April  7,  8,  9,  Cornhusker  hotel,  Lincoln. 

It  is  a blessed  thing  to  have  occasional  changes 
and  we  are  pleased  to  announce  that  the  program 
committee  is  bringing  you  a feast  of  good  things 
and  will  present  them  in  a manner  that  will  give 
zest  and  the  thrills  of  something  worth  while. 

Papers  absolutely  limited  to  twenty  minutes. 
Time  will  be  called  and  no  one  will  be  permitted 
to  read  longer.  A total  of  ten  minutes  will  be 
allowed  discussion  on  each  paper. 

There  will  be  a Fracture  Symposium  and  an 
Obstetric  Symposium,  and  there  will  be  a Cancer 
Hour  and  a Tuberculosis  Hour. 

An  array  of  ten  guest  speakers  has  been  en- 
gaged, the  personnel  as  follows : 

Dr.  James  R.  McCord,  Atlanta,  Ga.,  “Maternal  Mor- 
tality.” 

Dr.  Sumner  L.  Koch,  Chicago,  “Injuries  of  the  Hand, 
with  Especial  Emphasis  on  the  Immediate  Treatment 
of  Compound  Injuries  and  Open  Wounds.” 


Dr.  Max  Cutler,  Chicago,  “Tumors  of  the  Breast.” 

Dr.  Fred  M.  Smith,  Iowa  City,  “Prognosis  and  Cer- 
tain Aspects  of  the  Treatment  of  Coronary  Artery 
Disease.” 

Dr.  William  T.  Coughlin,  St.  Louis,  “Surgical  Treat- 
ment of  Gallbladder.” 

Dr.  ,1.  P.  Koehler,  Milwaukee,  “The  Prevention  and 
Treatment  of  Scarlet  Fever.” 

Dr.  Archibald  L.  Hoyne,  Chicago,  “The  Treatment 
of  Meningococcic  Meningitis  Without  Intraspinal 
Therapy.” 

Dr.  Myron  O.  Henry,  Minneapolis,  Minn.,  "Frac- 
tures of  the  Spine.” 

Dr.  Ralph  M.  Carter,  Green  Bay,  Wis.,  “Recent  Ad- 
vances in  Fracture  Treatment.” 

Dr.  Frank  D.  Dickson,  Kansas  City,  Mo.,  “Fractures 
of  the  Ankle.” 

When  to  these  names  is  added  the  Nebraska 
talent  on  the  program  every  one  in  attendance 
at  the  sessions  should  be  gratified. 

Social  activities  consist  of  the  second  annual 
golf  tournament,  incidental  to  the  annual  meeting 
of  the  Nebraska  State  Medical  Association,  which 
will  be  held  at  the  Lincoln  Country  Club  on  Mon- 
day afternoon  at  1 :00  p.  m.  Trap  shooting  will 
also  be  available  at  the  Lincoln  Gun  Club  grounds 
for  those  who  do  not  care  to  play  golf.  There 
will  be  an  entrance  fee  of  $2.00  for  each  of  these 
events.  Entrance  fee  includes  green  fees  and  a 
ticket  to  the  banquet  at  the  Hotel  Cornhusker 
Monday  evening.  Those  wishing  to  enter  the 
golf  tournament  notify  Dr.  John  Peterson, 
Sharp  Building,  Lincoln,  Nebraska.  Those  wish- 
ing t-o  enter  the  trap  shoot  communicate  with  Dr. 
L.  C.  Knight,  Stuart  Building,  Lincoln. 

Those  registering  for  the  annual  meeting  are 
urged  to  attend  four  luncheons  and  dinners  given 
as  informal  get-together  affairs  at  which  dis- 
tinguished guests  will  open  topics  for  discussion. 
No  one  should  miss  these  functions: 

Dinner — Tuesday,  April  7,  G :00  P.  M. 

Luncheon — Wednesday,  April  8. 

Luncheon — Thursday,  April  9. 

Tuesday  Noon — Various  Alumni  Luncheons. 

Then  there  is  the  Annual  Banquet  Wednes- 
day evening,  G :30,  followed  by  an  entertainment 
so  intriguing  you  will  be  “s’prised.” 

The  Auxiliary  will  have  a series  of  luncheons 
and  teas  as  shown  on  their  program — also  a Doc- 
tor's Hobby  Exhibit  at  which  you  can  see  your- 
self as  nobody  else  does. 

The  Eye,  Ear,  Nose  and  Throat  group,  it  is 
understood,  will  have  a banquet  and  program 
Monday  evening,  April  6,  at  the  Cornhusker. 

The  Nebraska  Tuberculosis  Association  will 
have  a session  the  first  morning  of  the  annual 
meeting,  presumably. 
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YOUR 

SIXTY-EIGHTH 

PRESIDENT 

DR.  GEORGE  W.  COVEY 


1 


George  W.  Covey  was  born  in  Forman,  North 
Dakota,  December  5,  1889,  and  came  to  Nebraska 
at  the  age  of  sixteen. 

He  attended  Union  College,  at  College  View, 
for  two  years,  following  which  he  attended  the 
Nebraska  University,  graduating  a Bachelor  of 
Science  in  1912.  In  1914  he  received  a medical 
degree  from  Columbia  University,  New  York 
City.  A year’s  general  internship  in  Clarkson 
hospital,  Omaha,  followed  after  which  in  1915 
he  located  in  Lincoln  to  practice  his  profession. 
A Master  of  Arts  degree  was  conferred  upon 
him  by  Nebraska  University  this  same  year. 

With  the  organization  of  Base  Hospital  No. 
49,  around  the  LTniversity  of  Nebraska  College 
of  Medicine  as  a nucleus,  he  went  into  the  medi- 
cal corps  and  with  the  rank  of  lieutenant,  he  had 
charge  of  the  laboratory  of  Base  Hospital  No.  49 
at  Allerey,  France,  until  its  close  following  the 


armistice.  Fie  was  in  the  service  about  fifteen 
months. 

Dr.  Covey  devotes  himself  to  internal  medi- 
cine. He  is  connected  with  the  staffs  of  the  Lin- 
coln General,  St.  Elizabeth’s  and  Bryan  Memorial 
hospitals  and  has  been  chief  of  staff  of  the  Lin- 
coln General  hospital  for  six  years. 

He  is  a Fellow  of  the  American  College  of 
Physicians,  a member  of  the  International  Asso- 
ciation of  Medical  Museums,  a member  of  the 
American  Heart  Association.  He  is  instructor 
of  pathology  in  the  University  of  Nebraska  Den- 
tal College. 

Dr.  and  Mrs.  Covey  have  a daughter,  14,  and 
a son,  22, — the  latter  in  the  U.  S.  Navy. 

Dr.  Covey  will  be  inducted  as  president  of  the 
Nebraska  State  Medical  Association  on  the  first 
afternoon  of  the  annual  meeting,  April  7. 
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EARLY  DIAGNOSIS  CAMPAIGN 

The  National  Tuberculosis  Association  has 
throughout  its  history  been  closely  associated 
with  the  medical  profession  to  such  an  extent 
that  it  may  justly  be  called  a medico-lay  organ- 
ization. Much  of  its  success  may  doubtless  be 
ascribed  to  this  fact.  It  is  well,  therefore,  that 
our  attention  should  be  called  to  the  annual  Early 
Diagnosis  Campaign  which  is  the  principal  edu- 
cational project  of  this  organization.  During  this 
campaign  which  begins  in  April  and  extends 
throughout  the  year  all  the  modern  instruments 
of  publicity  are  employed  for  the  single  purpose 
of  bringing  the  patient  to  the  doctor’s  door.  The 
control  of  tuberculosis  in  the  individual  case,  de- 
pends on  two  factors ; the  willingness  of  the  pa- 
tient to  present  himself  to  the  doctor  at  the  pro- 
per stage  of  the  disease,  and  the  ability  of  the 
doctor  to  correctly  diagnose  and  treat  the  patient 
who  thus  presents  himself.  The  first  of  these 
factors  is  entirely  outside  of  the  doctors  control. 
The  Tuberculosis  Association  in  its  educational 
campaign  is  doing  something  for  the  doctor 
which  he  cannot  do  for  himself,  and  is  rendering 
a valuable  service  to  both  the  patient  and  the  doc- 
tor. The  second  factor  is  entirely  a matter  for 
the  doctor,  though  here  too  the  association 
through  its  research  and  other  activities,  has  been 
a decided  aid. 

In  former  years  the  Earl  Diagnosis  campaign 
has  stressed  the  recognition  of  early  symptoms, 
which  too  often  proved  to  be  associated  with  ad- 
vanced pathology  and  a poor  prognosis.  More 
recently  the  stress  has  been  upon  pre-clinical 
diagnosis,  particularly  by  the  use  of  tuberculin 
and  x-ray.  Last  year  the  emphasis  was  upon 
treatment,  telling  the  public  about  modern  medi- 
cal and  surgical  methods.  This  year  the  asso- 
ciation announces  a two-fold  objective;  first  a 
repetition  of  the  familiar  story  of  early  symp- 
toms ; second,  an  attack  on  the  problem  of  pre- 
clinical  diagnosis,  particularly  in  high  school  and 
college  students  and  younger  people  in  industry. 

Nebraska  is  one  of  a group  of  midwestern 
states  which  boast  of  a tuberculosis  death  rate 
only  one  third  as  large  as  the  national  average. 
With  only  300  deaths  per  year  distributed  among 
the  1800  physicians  of  the  state,  one  cannot  blame 
the  average  doctor  for  looking  upon  tuberculosis 
as  a rare  disease  and  one  which  does  not  parti- 
cularly concern  him.  The  favorable  tuberculosis 
mortality  in  this  section  has  never  been  adequate- 
ly explained.  One  might  speculate  on  the  gen- 
eral factors  of  population  density,  average  econo- 
mic condition,  racial  make-up,  and  many  others. 


but  our  advantage  in  these  respects  over  other 
sections-  and  the  country  at  large  does  not  seem 
to  he  as  great  as  would  be  necessary  to  explain 
the  difference  in  death  rate.  Tuberculosis  infec- 
tion, as  measured  by  the  percentage  of  reactors 
in  groups  which  have  been  studied  seem  to  be 
little  if  any  lower  than  in  similar  groups  else- 
where. Have  we  in  Nebraska  some  undiscovered 
factor  which  inhibits  the  progress  of  tuberculous 
disease?  There  would  appear  to  be  a field  for 
research  on  the  question. 

In  spite  of  our  relatively  favorable  position,  the 
loss  of  300  lives  from  a preventable  and  curable 
disease  constitutes  a problem  of  major  impor- 
tance. Early  diagnosis  and  adequate  treatment 
would  greatly  reduce  that  figure.  If  there  is  any 
section  of  the  country  where  it  might  be  possible 
to  entirely  eliminate  tuberculosis  as  a cause  of 
death,  Nebraska  might  well  be  first  to  claim 
that  distinction.  Such  an  ideal  could  only  be 
realized  through  the  concerted  efforts  of  the 
medical  profession,  official  health  agencies,  and 
such  voluntary  lay  groups  as  the  national,  state, 
and  local  tuberculosis  organizations. 

— E.  W.  Hancock,  Lincoln. 


THE  COLLEGE  OF  SURGEONS 
MEETING  IN  OMAHA 

The  Sectional  Meeting  of  the  American  Col- 
lege of  Surgeons  held  in  Omaha  March  10  to  13 
was  of  unusual  interest.  The  attendance  the 
first  day  reached  three  hundred,  a number  much 
augmented  during  the  following  days.  A hos- 
pital management  program  occupied  those  inter- 
ested in  that  phase  the  first  day,  while  those  in- 
terested in  clinical  work  at  hospitals  were  well 
entertained  by  clinics  at  the  Nebraska  Univer- 
sity and  St.  Joseph’s  hospitals. 

The  first  evening  was  devoted  to  a joint  meet- 
ing of  the  Omaha-Douglas  County  Medical  So- 
ciety and  the  American  College  of  Surgeons  and 
the  program  featured  Carcinoma  of  the  Breast, 
The  Therapeutic  Use  of  Oxygen,  Colles’  Frac- 
ture and  Trigeminal  Neuralgia. 

The  second  day  clinical  work  centered  around 
Eye,  Ear,  Nose  and  Throat  cases  at  the  Metho- 
dist hospital,  Surgical  clinics  at  the  Douglas 
County  hospital,  the  Nebraska  University  hospi- 
tal and  St.  Joseph’s  hospital. 

The  Scientific  (afternoon  and  evening)  ses- 
sions presented  such  men  as  Dr.  C.  C.  Little, 
Managing  Director  of  the  American  Society  for 
the  Control  of  Cancer;  Dr.  George  Crile,  Direc- 
tor of  the  Cleveland  Clinic  Foundation  and 
Chairman  of  the  Board  of  Trustees  of  the  Amer- 
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ican  College  of  Surgeons ; Dr.  Charles  Scudder 
of  Boston ; Dr.  Thomas  Howard  of  Denver ; Dr. 
A.  W.  Adson  of  Rochester,  Minn. ; Dr.  Millard 
F.  Arbuckle  of  St.  Louis,  and  Dr.  Edward  Jack- 
son  of  Denver. 

The  last  day  was  given  over  to  Eye,  Ear,  Nose 
and  Throat  clinics  at  the  Nebraska  University 
hospital ; Cancer  clinics  at  St.  Joseph’s  and  Ne- 
braska University  hospitals;  Fracture  clinics  at 
St.  Joseph’s  and  Nebraska  University  hospitals. 

A banquet,  largely  attended,  was  served  at 
the  Paxton  Hotel  the  second  evening.  A Com- 
munity Health  Meeting  was  held  at  the  audi- 
torium of  the  Technical  high  school  with  a full 
program. 

Altogether  the  meeting  was  considered  an  all- 
around  success  and  much  credit  is  due  the  local 
committee  of  which  Dr.  Herman  F.  Johnson  was 
chairman. 


AMERICAN  ASSOCIATION  FOR 
MENTAL  DEFICIENCY 

The  American  Association  on  Mental  Defi- 
ciency composed  of  some  500  educators,  psycholo- 
gists, sociologists,  and  psychiatrists  is  holding  its 
sixtieth  annual  meeting  at  the  Hotel  Jefferson, 
St.  Louis,  Mo.,  on  May  1,  2,  3 and  4.  The  Fri- 
day sessions  will  be  devoted  to  General  and  So- 
ciological aspects  of  mental  deficiency ; the  Sat- 
urday session  to  Psychological  and  Educational 
topics  with  special  stress  on  Educational  Disabil- 
ities. The  Monday  session  will  be  given  over  to 
Research  Activities,  Medical  Aspects  and  Ad- 
ministrative Problems  in  mental  deficiency. 

Some  of  the  speakers  are : Popenoe  on  “Ster- 
ilization,” Goddard  on  “Social  Security,”  Hincks 
on  “A  National  Program,”  Kirkbride  on  “Public 
Welfare,”  Hackbusch  on  “Social  Service,”  Van- 
uxem  on  “Education,”  Berry  on  “Teaching  Tech- 
niques,” Humphreys  on  “Research  Problems,” 
and  many  others.  Everyone  interested  in  the 
mentally  defective  or  retarded  child  is  cordially 
invited  to  attend  these  sessions.  The  complete 
program  may  be  obtained  from  the  Secretary,  Dr. 
Groves  B.  Smith,  Godfrey,  Illinois. 


WHY  DANDELIONS? 

A recent  investigation  at  the  Massachusetts 
Agricultural  Experiment  Station  has  thrown 
more  light  on  the  food  value  of  the  common 
dandelion. 

Dandelions  in  the  form  of  greens  have  had  a 
place  in  our  diet  in  the  spring  of  the  year  for 
generations.  The  indulgence  in  green  foods  of 


this  kind  was  very  appropriate  after  a long  win- 
ter diet  of  cured  or  preserved  foods.  The  liter- 
ature, however,  confirms  the  suspicion  that  peo- 
ple ate  such  things  largely  because  they  liked 
them  and  not  because  of  any  specific  knowledge 
of  their  nutritional  value. 

Results  obtained  at  this  station  have  shown 
the  dandelion  to  have  a high  protein  (15.76  per 
cent)  and  a very  low  fiber  (9.79  per  cent)  con- 
tent, accompanied  by  a high  ash,  and  to  contain 
such  minerals  as  calcium  and  phosphorus  in 
abundance. 


A comparison  has  been  made  of  the  amounts 
of  some  of  the  minerals  with  that  found  in  other 
vegetables  commonly  used  as  greens. 


(Dry  matter) 

Ca 

Per  cent 

Mg 

Per  cent 

P 

Per  cent 

Dandelion  

1.60 

0.46 

0.51 

Mangold  leaves2  

1.20 

0.89 

0.18 

Lettuce  (common)2  

0.59 

0.20 

0.26 

Cabbage  leaves2  

1.82 

0.33 

0.28 

Spinach2  

1.40 

0.62 

0.36 

2 Analyses  given  in  “Compilation  of  Analyses," 
Massachusetts  Agricultural  Experiment  Station,  1919. 


The  dandelion  contains  much  more  phosphorus 
than  any  of  the  others  listed  and  is  exceeded  only 
by  cabbage  leaves  in  calcium  and  by  mangold 
leaves  and  spinach  in  magnesium.  Spinach, 
probably  the  most  popular  of  those  mentioned,  is 
slightly  lower  than  the  dandelion  in  content  of 
calcium  and  significantly  lower  in  phosphorus. 
The  dandelion  can  therefore  be  rated  as  an  excel- 
lent source  of  these  minerals.  Perhaps  we  may 
therefore  say  that  our  taste  is  not  as  fallacious 
as  we  sometimes  think. 

— Emmett  Bennett. 


MOTHER’S  DAY 

Mother’s  Day  has  taken  on  added  significance 
during  these  past  few  years  because  of  the  move- 
ment to  bring  to  the  attention  of  the  Nation  the 
needless  waste  of  life  of  mothers  in  childbirth  and 
to  develop  better  maternity  care. 

A special  effort  is  being  launched  for  the  sixth 
time  this  year  through  the  Maternity  Center  As- 
sociation with  the  keynote:  Early  and  Adequate 
Care  Reduces  the  Risks  of  Motherhood : Father 
Plays  a Leading  Role. 

Experts  tell  us  that  over  half  of  our  maternal 
mortality  of  15,000  a year  could  be  prevented. 
In  8,000  homes  last  year  mothers  died  who  did 
not  need  to  die.  They  were  homemakers  of 
8,000  families  in  many  of  which  were  children. 

It  is  needless  to  point  out  the  social  conse- 
quences of  these  deaths.  Broken  homes  with 
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their  attendant  problems  help  to  fill  the  delin- 
quency courts,  to  bring  family  strife  and  disaster 
to  many  young  lives. 

The  crime  of  it  is  that  although  we  know 
enough  to  prevent  these  deaths,  they  are  not  be- 
ing prevented.  The  general  death  rate  never  was 
lower.  Diphtheria  and  tuberculosis  are  on  their 
way  out  as  public  health  problems.  We  know 
enough  to  reduce  maternal  mortality  as  much  as 
tuberculosis  has  been  reduced  during  the  past 
quarter  of  a century.  But  the  death  rate  among 
mothers  has  remained  nearly  stationary  since  we 
have  had  statistics  in  the  United  States. 

It  is  also  interesting  to  note  that  maternal 
deaths  last  year  were  nearly  half  as  numerous  as 
automobile  fatalities  about  which  the  Nation  was 
so  thoroughly  aroused.  There  were  15,000 
known  maternal  deaths  compared  with  36,400 
automobile  deaths. 

It  also  does  not  redound  to  our  credit  that  the 
maternal  mortality  rate  in  the  United  States  is 
one  of  the  highest  in  the  world.  While  this 
statement  has  been  questioned  from  time  to  time 
because  of  the  different  methods  of  classification 
of  deaths  in  various  countries,  the  United  States 
Children’s  Bureau  in  a recent  study*  of  the  sub- 
ject declared  that  “No  matter  what  method  of 
procedure  is  used,  the  United  States  retains  an 
exceedingly  high  rate  as  compared  with  other 
countries.” 

WHAT  IS  ADEQUATE  MATERNITY  CARE? 

If  these  deaths  are  preventable,  how,  then,  can 
they  be  prevented  ? It  boils  down  to  a six-fold 
program : 

1.  A complete  medical  examination  early  in 
pregnancy. 

2.  Regular  and  frequent  medical  supervision 
of  prospective  mothers. 

3.  An  aseptic  delivery  under  the  supervision 
of  an  obstetrician. 

4.  Supervision,  care  and  instruction  until  the 
mother  is  able  to  resume  her  work. 

5.  Examination  of  the  mother  at  six  weeks, 
three  months,  six  months  and  one  year  after  the 
baby  is  born. 

6.  Arrangements  for  continuous  medical  su- 
pervision of  the  baby. 

UPON  WHOM  DOES  THE  RESPONSIBILITY 
REST? 

First,  upon  the  prospective  parents  themselves. 
One  of  the  purposes  of  this  special  Mother’s  Day 
effort  is  to  tell  expectant  mothers  what  care  they 

•Comparability  of  Maternal  Mortality  Rates  in  the  United 
States  and  Certain  Foreign  Countries,  1935,  Publication  229. 


should  have.  The  late  Dr.  Whitridge  Williams 
of  John  Hopkins  University  said:  “When  the 
women  of  America  realize  the  value  and  need  for 
maternity  care  they  will  demand  it.  Then  and 
only  then  will  they  get  it.” 

Second,  upon  the  medical  profession  generally 
and  each  member  of  that  profession  who  cares 
for  pregnant  mothers.  This  group  as  a whole  is 
struggling  virtually  unaided  in  many  communi- 
ties. 

Third,  the  social  and  health  agencies,  public 
and  private.  The  duty  of  this  group  is  to  find 
mothers  in  early  pregnancy  and  to  direct  them  to 
places  where  adequate  care  is  given. 

— Contributed  by  Maternity  Center  Association. 


SLANDERING  THE  GENERAL 
PRACTITIONER 

The  annual  campaign  for  the  United  Hospital 
Fund  is  on  in  New  York.  While  wishing  the 
hospitals  good  luck  in  their  campaign,  and  recog- 
nizing the  vast  amount  of  good  that  they  are  do- 
ing, we  wish  to  raise  an  objection  to  some  of  their 
publicity  work.  If  they  would  enlarge  upon  the 
good  work  that  they  are  accomplishing,  we  would 
be  with  them  one  hundred  per  cent.  When  they 
see  fit  to  heap  unmerited  criticism  upon  the  gen- 
eral practitioner  we  must  raise  our  voice  in  pro- 
test. 

In  the  New  York  Times  for  December  1,  we 
read : “One  of  the  strongest  arguments  for  public 
support  of  the  city’s  voluntary  hospitals  in  the 
current  campaign  for  the  United  Hospital  Fund 
is  the  inadequate  provision  for  maternity  cases 
in  the  crowded  tenement  districts  of  the  West 
Side.  Officials  in  charge  of  the  fund  presented 
a startling  picture  yesterday  of  what  has  hap- 
pened since  the  voluntary  hospitals  were  forced, 
one  by  one  during  the  depression,  either  to  cut 
down  the  amount  of  beds  for  maternity  cases  or 
to  shut  their  maternity  wards  altogether.  Tene- 
ment mothers,  they  said,  have  begun  to  fall  back 
on  the  midwife  and  her  primitive  methods,  or 
have  called  in  general  practitioners  with  a lim- 
ited knowledge  of  obstetrics,  with  exceedingly 
harmful  results.  In  many  cases,  there  has  been 
actual  loss  of  life,  in  others  permanent  injury.” 

We  do  not  agree.  Most  of  us  were  born 
through  the  administration  of  the  general  prac-' 
titioner,  and  most  obstetrical  cases  will  continue 
to  be  conducted  by  the  same  unappreciated,  much- 
slandered  general  practitioner.  While  admitting 
that  major  obstetrical  operations  require  the  hos- 
pital, fully  ninety  per  cent  of  obstetrical  cases  are 
either  normal  or  require  minor  procedures  such 
as  low  foreceps  or  one  or  two  sutures,  both  of 
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which  minor  operations  may  readily  be  performed 
in  the  home.  Can  any  hospital  better  the  record 
of  Dr.  DaFoe  with  the  Dionne  quintuplets?  We 
do  not  think  so.  Ask  any  woman  who  has  had 
a delivery  in  the  hospital  with  its  shortage  of 
nurses  and  multiplicity  of  rules,  and  later  has 
had  a home  confinement,  which  method  she  pre- 
ferred, and  all  whom  your  editor  has  asked,  have 
unhesitatingly  stated  that  they  preferred  the 
home.  The  vast  majority  of  cases,  as  we  have 
stated  before,  may  safely  be  delivered  in  the  home 
bv  the  general  practitioner. 

Further  in  the  Times  article  we  read:  “The 
social  service  units  of  these  hospitals  carry  on 
bravely.  They  try  to  educate  prospective  moth- 
ers on  prenatal  care,  conduct  prenatal  clinics  and 
keep  up  a constant  fight  against  dangerous  ig- 
norance and  the  evils  of  midwifery  and  inade- 
quately trained  physicians.”  While  admitting 
that  midwives  are  not  competent  to  handle  ob- 
stetrical cases,  we  question  the  competence  of 
social  workers  to  “conduct  prenatal  clinics”  or 
to  pass  judgment  upon  the  qualifications  of  phy- 
sicians. Shades  of  Hippocrates ! How  long 
must  the  general  practitioner  endure  adding  of 
insult  to  injury?  It  is  bad  enough  for  old  maid 
social  workers  to  try  to  show  mothers  how  to 
have  children.  When  they  think  they  know  more 
than  registered  physicians,  and  are  supported  in 
this  attitude  by  our  hospitals,  it  is  time  that  the 
medical  profession  should  rise  in  protest.  Possibly 
there  are  a few  inadequately  trained  physicians. 
Let  the  medical  societies  and  the  state  license 
bureau,  rather  than  swell-headed  social  workers 
pass  judgment  upon  them. 

—American  Medicine,  Jan.  ’36. 


ABOUT  PROTAMINE  INSULINATE 

“The  substance  which  slows  insulin’s  reaction 
in  the  blood  is  a protamine  derived  from  the 
sperm  of  the  handsome,  hardy  rainbow  trout. 

“One  cubic  centimetre  of  trout  protamine  is 
mixed  with  approximately  five  cubic  centimetres 
of  ordinary  insulin,  plus  a trifle  of  sodium  phos- 
phate to  smooth  the  chemical  reaction.  This  re- 
sults in  a cloudy  mixture  of  protamine  insuhnate 
which  dissolves  slowly  in  the  blood.  An  injection 
of  this  each  evening  and  an  injection  of  ordinary 
insulin  each  morning  have  shown  such  uniformly 
good  results  in  diabetics  of  all  ages  and  conditions 
that  Dr.  Root  and  associates  last  week  jubilated: 
‘A  new  revoluation  in  the  treatment  of  diabetes  ! 
. . . The  possibility  is  created  for  the  diabetic  pa- 
tient to  resemble  more  closely  a normal  indi- 
vidual’.” 


PREVEN  TORI  A 

Preventoria  are  considered  to  be  institutions 
under  medical  and  nursing  supervision  for  chil- 
dren who  are  considered  to  be  pre-tubercular,  to 
have  juvenile  tuberculosis,  or  in  any  way  judged 
as  potential  sufferers  from  tuberculosis  in  later 
life. 

According  to  the  Journal  of  the  American 
Medical  Association  for  December  7,  1935,  pre- 
ventoria are  in  existence  in  18  states  and  number 
29,  which  does  not  include  summer  camps  and 
units  conducted  by  sanatorimns,  hospitals,  or  oth- 
er institutions. 

In  1934  children  admitted  to  preventoria  totaled 
4,098. 

The  preventoria  movement  has  proven  so  suc- 
cessful that  it  is  proposed  a fund  be  created  to 
further  the  movement.  An  existing  Foundation, 
we  understand,  offers  to  pay  for  the  board  of 
children  in  preventoriums  if  the  buildings  be  pro- 
vided. 

.The  features  that  recommend  this  plan  very 
strongly  are : 

1.  That  it  would  be  a perpetual  trust,  the  income 
only  to  be  used. 

2.  That  no  real  estate  of  any  kind  would  be  owned 
by  the  Foundation. 

3.  That  it  would  be  nation-wide  in  its  benefaction. 

4.  That  each  state  would  receive  a pro-rated  num- 
ber of  preventoria  child  day  stays. 

5.  That  it  will  not  be  local  by  the  erection  or  as- 
sembling' of  one  or  more  buildings  in  one  designated 
location. 

6.  That  by  the  nation-wide  distribution  of  its  bene- 
faction, the  beneficiaries  would  be  able  to  remain  near 
their  homes  and  families. 

7.  That  if  $4,000,000  were  raised,  1,500  children 
might  be  given  preventoria  care  for  60  days  a year 
for  each  child,  in  addition  to  those  now  receiving 
preventoria  care. 

8.  That  if  100  pre-tubercular  children  per  year  did 
not,  through  their  residence  in  preventoria,  develop 
tuberculosis,  then  there  would  be  100  less  cases  a 
year  of  open  tuberculosis  to  cause  infection. 

9.  That  it  would  be  doing  good  for  the  greatest 
number  at  the  smallest  cost. 

10.  That  the  administrative  cost  would  be  so 
small. 


MEDICO -LEGAL: 

IS  THE  INJLIRY  AN  AGGRAVATION  OF  A 
PRE-EXISTING  DISEASE? 

When  a condition  exists  which  is  abnormal 
and  the  doctor,  either  from  history  or  an  examina- 
tion prior  to  the  injury,  can  say  this  abnormal 
condition  now  present  would  not  have  existed  as 
a result  of  the  injury  except  for  the  pre-existing 
either  latent  or  active  defect,  the  injury  may  be 
said  to  be  an  aggravation  of  a pre-existing  con- 
dition. 

When  a physician  states  that  an  injury  is  the 
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result  of  an  aggravation  of  a pre-existing  dis- 
ease, he  is  presumed  to  have  information,  gained 
by  clinical  history  and  physical  examination, 
which  justifies  the  conclusion  that  the  condition 
now  present  would  not  have  existed,  as  a result 
of  the  injury,  except  for  the  pre-existing  disease. 

So  far  as  the  patient’s  and  physician’s  profes- 
sional relationship  is  concerned  it  is  quite  prob- 
able that  the  doctor’s  conclusion  will  not  be  chal- 
lenged. On  the  other  hand,  if  some  third  party 
is  interested  or  if  indemnity  is  claimed  by  the  pa- 
tient for  the  injury,  the  physician,  in  most  in- 
stances, will  be  required  to  give  a written  or  ver- 
bal opinion  regarding  the  condition.  Payment  of 
the  indemnity  claimed  may  depend  upon  whether 
the  injury  is  the  result  of  trauma,  independent  of 
all  other  causes,  or  whether  the  trauma  aggra- 
vated a pre-existing  disease.  To  be  able  to  answer 
this  question,  the  physician  will  usually  have  to 
make  an  accurate  analysis  of  all  the  co-existing 
facts  of  the  case  to  satisfy  himself,  and  be  pre- 
pared to  satisfy  others,  that  his  deductions  are 
correct. 

Rarely  will  the  doctor  have  information  from 
examination  made  of  the  claimant  before  the  in- 
jury occurred.  In  the  vast  majority  of  cases  a 
clinical  history  of  the  patient’s  past  health  will  be 
all  he  will  have  upon  which  to  base  his  conclu- 
sions. The  doctor’s  testimony  as  to  history  of  a 
case,  given  by  the  patient,  for  whom  he  testifies, 
is  usually  held  inadmissable  in  absence  of  evi- 
dence that  the  doctor  obtained  the  history  for 
purpose  of  treatment,  rather  than  enabling  him 
to  qualify  as  witness  for  patient.  To  render  it 
admissable,  however,  the  plaintiff  must  establish 
the  fact  on  which  the  exception  rests,  that  is,  the 
declarations  were  made  when  seeking  medical 
aid.  This  rule  of  evidence  which  is  usually  ob- 
served may  embarrass  the  physician  when  acting 
as  a witness,  if  he  has  not  treated  the  claimant. 
Obviously,  if  his  conclusions  are  based  upon  find- 
ings made  by  examination  previous  to  the  injury 
or  upon  a clinical  history  of  the  claimant,  secured 
after  the  injury,  and  the  doctor  is  not  permitted 
to  use  this  information  in  his  testimony,  he  may 
and  often  will,  find  himself  without  his  own  basis 
for  conclusions. 

In  the  last  analysis,  in  cases  in  which  indemnity 
is  claimed,  the  purported  facts  of  the  patients 
condition  must  be  submitted  to  a legal  as  well  as 
a medical  review.  As  a general  rule  the  law  will 
not  go  farther  back  in  the  line  of  causation  than 
to  find  the  active,  efficient  procuring  cause  of 
which  the  condition  under  consideration  is  the 
natural  and  probable  consequence,  in  view  of  the 


existing  circumstances  and  conditions.  An  injury 
which  might  naturally  produce  death  in  a per- 
son of  a certain  temperament  or  state  of  health 
is  the  cause  of  death,  if  the  person  dies  by  rea- 
son of  it,  even  if  he  would  not  have  died  if  his 
temperament  or  previous  health  had  been  differ- 
ent ; and  this  is  so  as  well  when  death  comes 
through  the  medium  of  disease  directly  induced 
by  the  injury  as  when  the  injury  interrupts  the 
vital  processes. 

When  there  was  no  predisposition  to  disease 
the  fact  of  the  development  of  the  disease  after  a 
personal  injury  will  not  be  considered  as  an  ele- 
ment of  damages,  when  evidence  leaves  it  doubt- 
ful whether  development  was  in  anyway  caused 
by  the  injury.  The  rule  is,  “If  the  latent  condi- 
tion itself  did  not  cause  pain,  suffering,  etc.,  but, 
such  condition  plus  the  accident  caused  such  pain, 
suffering,  etc.,”  the  accident  and  not  the  latent 
condition  is  the  proximate  cause. 

Patients  look  to  their  doctor  for  advice  and 
help  in  many,  many  problems  not  technically 
medical  and  thrice  blest  is  the  doctor  who  meas- 
ures up  to  the  expectations  of  his  patients. 

—Czar  Johnson,  Lincoln. 

PEDIATRIC  POINTERS 

A clean  tongue  eliminates  the  possibility  of  so- 
called  “colic”  in  infants. 

Ear  and  kidney  inflammations  are  the  two 
chief  sources  of  obscure  pain  with  fever  in  in- 
fants. 

Coarse  foods  beget  good  teeth  so  they  should 
be  started  at  as  early  an  age  as  possible. 

An  initial  dose  of  castor  oil,  a mustard  plaster 
to  the  chest  and  alkaline  therapeusis  will  check  a 
large  number  of  cases  of  possible  beginning  pneu- 
monia in  infants. 

A new-born  with  a capricious  appetite  may  be 
a potential  case  of  cerebral  irritation  from  hem- 
orrhage and  a simple  whole  blood  injection  may 
ward  off  future  paralysis. 

Recurrent  distress  in  an  infant  with  a pink 
diaper  means  a uric  acid  irritation. 

A diarrhea  without  fever  is  more  serious,  than 
one  with  fever. 

An  infant  that  cries  shortly  after  eating  may 
have  gaseous  stimulation  of  an  overlooked  hernia. 

Drawing  up  the  legs  does  not  always  mean 
pain  in  the  abdomen  with  an  infant  or  young 
child,  it  may  be  just  a constitutional  defense 
against  discomfort  anywhere  in  the  system. 
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It  is  easy  to  overlook  an  anal  fissure  in  a fussy 
constipated  infant. 

Remember  to  look  at  the  stool  for  possible 
blood  in  a vomiting  infant,  as  it  may  be  more 
than  a simple  indigestion. 

An  infant  knows  only  comfort,  and  therefore 
there  is  no  such  thing  as  a “spoiled”  baby. 

— John  V.  Reilly,  Grand  Island. 


EDITORIAL  PARAGRAPHS 

The  peak  of  human  physical  efficiency  is 
reached  at  about  the  age  of  24. 

Charles  H.  Mayo  said : The  public  knows  less 
of  medicine  than  of  any  other  science. 

The  Kansas  State  Board  of  Health  made  a 
studv  of  death  by  accidental  burns  and  found 
that  during  the  past  10  years  57  per  cent  of  them 
in  Kansas  occurred  in  the  kitchen. 

The  annual  meeting  of  the  American  Medical 
Association  will  be  held  in  Kansas  Citv.  Mo., 
May  11-15.  Many  Nebraska  physicians  will  hop 
into  their  autos  and  attend  this  meeting. 

Dr.  Albert  L.  Raymond  has  become  director  of 
the  research  laboratories  of  the  G.  D.  Searle  Co., 
Chicago.  Dr.  Raymond  had  been  connected  with 
the  Rockefeller  Institute  of  Medical  Research. 

Discussing  perineal  and  transurethral  prosta- 
tectomy recently  before  a clinical  group.  Dr.  Ed- 
win Davis  stated  that  the  gain  in  time  in  favor 
of  transurethral  method  amounted  to  but  two 
weeks. 

It  is  now  known  that  Amebiasis,  formerly 
thought  a tropical  or  semi-tropical  disease,  may 
be  found  in  most  parts  of  the  temperate  zone.  It 
has  been  found  as  far  north  as  St.  Petersburg. 
Russia. 

Ivan  Petrovitch  Pavlav,  noted  Russian  scien- 
tist, Nobel  Prize  winner  in  1894  for  his  work  on 
the  physiology  of  digestion,  for  which  he  is  best 
known,  died  at  Moscow,  February  27,  1936,  at 
the  age  of  eighty-six. 

Readers  will  be  interested  to  know  that  Dr. 
Charle  G.  McMahon’s  article,  “Operative  Treat- 
ment of  Patellar  Fracture,”  published  in  the  Oc- 
tober Journal  was  abstracted  in  the  January 
number  of  the  International  Surgical  Digest,  pub- 
lished by  Prior. 

The  Humboldt  (Nebraska)  community  recent- 
ly honored  Dr.  J.  A.  Waggener  on  his  comple- 
tion of  sixty  years  of  practice.  He  is  still  active 


and  a most  remarkably  vigorous  character.  Dr. 
and  Mrs.  Waggener  celebrated  their  golden  wed- 
ding anniversary  some  years  ago. 

Nothing  is  more  important  for  many  people 
to  know  than  that  heart  disease  does  not  kill  peo- 
ple suddenly  as  a rule — these  instances  merely 
stand  out  as  spectacular  examples — most  cases  re- 
spond favorably  to  moderate  living,  and  justify 
an  optimistic  outlook  on  life.  Rest,  exercise,  oc- 
cupation, diet — all  need  attention  and  skilled 
regulation. 

A tribute  is  paid  to  Dr.  W.  T.  G.  Morton  on 
the  ninetieth  anniversary  of  ether  demonstration, 
by  John  Glossinger  of  the  Kny-Scheerer  Cor- 
poration. Very  commendable  indeed;  but  we 
cannot  forget  that  Dr.  Crawford  W.  Long  of  an 
obscure  Georgia  village  was  the  first  to  use 
ether  as  an  anaesthetic,  and  the  name  Long  ap- 
peals to  this  editor ! 

The  Sixth  Annual  Conference  of  the  American 
College  of  Radiology  occurred  at  the  Palmer 
House,  Chicago,  February  16.  Attending  from 
Nebraska  were  Drs.  E.  W.  Rowe,  Lincoln  ; James 
F.  Kelly,  Howard  B.  Hunt  and  A.  P.  Overgaard, 
Omaha.  It  was  a very  interesting  but  poorly  at- 
tended meeting;  frigid  weather  and  blockades 
precluded  attendance. 

Pasteurization  does  not  interfere  with  the  food 
value  of  milk.  It  is  true  that  over-heating-  may 
throw  out  a small  amount  of  casein  and  mineral 
salts,  but  this  is  negligible.  The  only  important 
effect  of  pasteurization  on  the  food  value  is  the 
destruction  of  vitamin  C,  but  since  milk  original- 
ly did  not  contain  enough  vitamin  C for  an  ade- 
quate supply,  tomato  juices  and  orange  juices 
must  be  given  to  babies. 

I 

The  Kansas  Medical  Society  will  feature  a 
Cancer  Control  week,  March  30  to  April  4,  in- 
clusive, with  programs  in  six  different  cities  in 
succession.  Nebraska  physicians  are  invited. 
Programs  at  Topeka  April  3 and  Salina.  April  4, 
are  relatively  close  to  the  Nebraska  borderline. 
Dr.  Charles  F.  Geschicter,  Dr.  Burton  T.  Simp- 
son and  Dr.  Frank  L.  Rector,  nationally  known 
cancer  experts,  will  put  on  the  programs. 

Many  old  people,  past  seventy  and  eighty,  still 
have  all  their  teeth  in  good  condition.  Experi- 
ments on  animals  indicate  that  diet  has  much  to 
do  with  keeping  teeth  from  decaying.  Lime, 
phosphorus  and  vitamin  D are  needed.  Lime  is 
provided  by  milk,  cheese,  leafy  vegetables  and 
egg  yolk.  Food  rich  in  phosphorus  are  milk, 
cheese,  egg  yolk,  meat  and  whole  grains.  Vitamin 
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D may  be  found  in  butter,  egg  yolk,  liver,  green 
vegetables  and  cod  liver  oil. 

From  the  Pacific  and  from  the  Atlantic  come 
murmuring  of  discontent  over  the  fact  that  the 
editor  of  the  Journal  of  the  American  Medical 
Association  is  conducting  a syndicated  health 
column  in  the  lay  press  and  is  also  able  to  take 
his  place  on  the  lecture  platform  for  compensa- 
tion. As  for  us,  we  are  glad  we  have  an  editor 
of  the  greatest  medical  journal  in  the  whole  world 
so  versatile  as  to  he  able  to  do  all  these  things — 
and  do  them  so  well.  P>e  thankful  for  what  we 
have. 

To  err  is  human:  Within  two  months  com- 
munications came  from  two  widely  separated 
communities  comolaining  that  we  had  “adver- 
tised" by  mentioning,  hospitals  conducted  by  os- 
teopaths. We  regret  this  more  than  we  can  tell. 
We  feel  chagrined.  Let  it  be  said  that  we  em- 
ploy a press  clipping  bureau  service  and  it  is  our 
custom  when  using  this  material,  to  check  in  the 
A.  M.  A.  Directory  the  partv  mentioned,  unless 
we  know  him.  Evidently  in  the  cases  complained 
about,  this  was  overlooked.  Perhaps,  after  all, 
the  wonder  is,  not  so  much  that  occasional  slips 
should  occur,  but  rather  that  they  do  not  happen 
more  often. 

“I  am  not  an  advocate  of  ‘tallow-candle-medi- 
cine’, but  I do  believe  that  many  of  us — and  par- 
ticularly the  younger  graduates  in  medicine,  do 
not  have  the  regard  for  our  patient’s  pocketbook 
that  we  should.  He  demands  hospitalization, 
laboratory  work  and  nurs'ng.  Much  of  this  ex- 
pense could  be  avoided  by  a little  additional  at- 
tention from  the  doctor;  individual  care  would 
not  only  save  the  patient  money  but  help  to  ce- 
ment the  personal  relationship.  We  are  losing 
the  art  of  medicine ; let  any  doctor,  young  or  old, 
adopt  this  method  of  practice,  of  individual  at- 
tention, and  watch  his  practice  grow.  I some- 
times wonder  if  the  passing  of  the  family  physi- 
cian is  not  the  tragedy  of  the  medicine  of  to- 
day."— Burleson  in  Texas  State  J.  M March, 
193G. 

"Those  who  see  the  steady  stream  of  patients 
entering  the  tuberculosis  sanatorium  deplore  the 
all  too  evident  delay  in  making  the  diagnosis. 
About  five  out  of  each  six  patients  in  our  sana- 
toria throughout  the  country  are  classified  on  ad- 
mission as  moderately  advanced  and  far  advanced 
cases  of  tuberculosis.  One  reason  for  delay  in 
diagnosis  is  undoubtedly  to  be  found  in  the 
lethargy  of  the  people,  coupled  with  the  common 
human  failing  of  not  wishing  to  face  unpleasant 
facts.  Another  reason  is  that  even  though  the 


warning  signals  of  tuberculosis  have  been  given 
widespread  publicity  in  the  past,  new  generations 
are  constantly  appearing  on  the  scene  and  older 
ones  forget  so  easily.  What  are  tuberculosis  as- 
sociations doing  to  meet  this  situation?’’— Tuber- 
culosis Abstracts. 


“DOCTOR"  SHOES— WHAT  NEXT? 

Quite  a bit  of  comment  in  the  medical  journals 
and  the  organs  of  the  boot  and  shoe  trade  has 
followed  the  discovery  by  a New  York  orthoped- 
ist that  no  less  than  189  trade  names  for  shoes 
carry  the  word  “Doctor.”  They  are  “Dr.  Blank’s 
Shoes,”  or  “Designed  by  Dr.  So-andSo.”  Two 
questions  rise  at  once — are  the  shoes  really  de- 
signed by  doctors,  and,  if  so,  how  can  a doctor 
make  any  one  shoe  design  for  hundreds  of  dif- 
ferent shapes  of  feet  that  he  has  never  seen? 
“Since  every  foot  differs  from  every  other  one,” 
observes  the  Jour.  A.M.A.,  “it  should  be  apparent 
that  no  shoe  constructed  according  to  a stan- 
dardized type  could  be  quite  adequate  for  any  de- 
formed or  weakened  foot.”  Dr.  Norman  D. 
Mattison  of  New  York,  has  called  the  attention 
of  the  Federal  Trade  Commission  to  this  mat- 
ter, and  the  Commission  replies  that  it  “is  now 
being  considered  with  a view  to  correction.” 


NURSERY  RHYME 

Mary  had  a little  cold,  tout  wouldn’t  stay  at  home, 

And  everywhere  that  Mary  went,  that  cold  was  sure 
to  roam; 

It  wandered  into  Molly’s  eyes  and  filled  them  full 
of  tears. 

It  jumped  from  there  to  Bobby’s  nose,  and  thence  to 
Jimmie’s  ears. 

It  painted  Anna’s  throat  bright  red,  and  swelled  poor 
Jennie’s  head, 

Dora  had  a fever,  and  a cough  put  Jack  to  bed. 

The  moral  of  this  little  tale  is  very  quickly  said — 

She  could  have  saved  a lot  of  pain  with  just  one  day 
in  bed! 

— Lucy  Tliibault,  Arkansas  Democrat. 


OBITUARY 

Lemon  R.  Markley,  Bellingham,  Wash.;  Omaha 
Medical  College,  1883;  practitioner  at  Kimball,  Nebr., 
from  1886  to  1891;  since  then  until  retirement,  at 
Bellingham,  Wash.;  former  member  Nebraska  State 
Medical  Society;  died  February  11,  1936,  aged  about 
seventy-seven  years. 

A son  survives. 

Wilson  H.  Reed,  Omaha  (Benson),  Nebr.;  native 
of  Iowa;  Keokuk  Medical  College,  1898;  in  practice 
at  Valley  from  1898  to  1915;  since  then  in  Benson; 
died  March  7,  1936,  aged  about  sixty-four  years. 

A wife  and  son  survive. 

Tupper  Kirby,  Los  Angeles,  retired;  Drake  Uni- 
versity Medical  School,  1884;  practitioner  at  Norfolk, 
Nebr.,  from  1891  to  about  1899;  located  at  Kearney 
for  probably  fifteen  years;  later  located  at  Council 
Bluffs  for  some  years;  in  more  recent  years  located  at 
Hollywood,  Calif.,  died  early  in  March,  aged  about 
eighty-one  years. 
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A MESSAGE  TO  THE  DOCTORS’  WIVES 

Looking:  forward  to  our  annual  meeting,  now  about 
upon  us,  let  me  urge  you  to  join  with  us  in  making 
this  a pleasant  and  profitable  occasion.  An  interest- 


MRS.  CHARLES  C.  TOMLINSON 
President,  Woman’s  Auxiliary,  Nebraska  State 
Medical  Association,  1935-36 


ing  program  of  education  and  entertainment  has  been 
planned.  Show  your  loyalty  to  your  husband  and  his 
noble  profession  through  support  of  the  Auxiliary 
and  participate  in  its  activities.  A large  membership 
means  a greater  field  of  usefulness  and  cooperation  is 
the  keynote  to  success. 

• — Mrs.  C.  C.  Tomlinson. 


AUXILIARY  NEWS  NOTES 

‘‘Medical  Ethics — what  our  husbands  live  by  and 
die  by.” — Mrs.  Rogers  N.  Herbert. 

* * * * * * 

The  Annual  Meeting  of  the  Woman’s  Auxiliary  of 
the  Nebraska  State  Medical  Association. 

Program — Tuesday,  April  7,  1936: 

Registration,  Headquarters  Hotel  Cornhusker. 

Executive  Session:  10:00  a.  m.,  Hotel  Cornhusker, 
Mrs.  C.  C.  Tomlinson,  presiding. 

12:30 — Luncheon,  Hotel  Cornhusker. 

3:30 — Tea,  Home  of  Mrs.  Roscoe  Smith. 

8:00 — Program  and  Bridge,  Hotel  Cornhusker. 

Wednesday,  April  8,  1936: 

General  Meeting:  10:00,  Hotel  Cornhusker,  Mrs.  C. 
C.  Tomlinson,  presiding. 

1:00 — Luncheon,  Hotel  Lincoln. 

Speaker— Dr.  W.  W.  Bauer,  Director  of  Health  and 
Public  Instruction  of  American  Medical  Association, 
Chicago,  Illinois. 

6 : 30 — Banquet. 

Thursday,  April  9.  1936: 

Post  Convention  Board  Meeting  10:00  a.  m.  In- 
coming President  presiding. 

Wives  of  all  members  of  the  Nebraska  State  Med- 
ical Association  are  cordially  invited  to  attend. 

****** 

Lancaster  County  Medical  Society  auxiliary  met 


for  luncheon  at  the  home  of  Mrs.  J.  E.  M.  Thomson 
with  35  present.  The  executive  board  meeting  pre- 
ceded the  luncheon.  The  table  was  centered  with  a 
bowl  of  African  daisies.  Following  the  luncheon,  Dr. 
E.  W.  Hancock  spoke  on  “Movies  and  Children,”  after 
which  there  was  a business  meeting.  The  social 
committee  was  in  charge  of  the  affair. 

****** 

Mrs.  Adolph  Sachs  accompanied  Dr.  Sachs  to  Grand 
Island  where  he  was  guest  speaker  at  a medical  con- 
vention Thursday,  Febr.  20.  Mrs.  Sachs  was  honor 
guest  at  a tea  in  the  afternoon  and  at  the  evening 
meeting  of  the  auxiliary  talked  on  her  recent  trip  to 
London. 

****** 

Lincoln  auxiliary  increased  its  membership  from 
48  to  75  this  year. 

****** 

An  outstanding  feature  of  the  work  of  Omaha- 
Douglas  County  Auxiliary  for  the  year  was  assistance 
with  registration  of  applicants  for  old-age  pensions. 
75  members  of  the  auxiliary  responded  to  the  call  for 
volunteer  workers  and  put  in  eight-hour  days  for  a 
two-week  period.  Mrs.  C.  W.  Pollard,  Mrs.  George 
Neuhaus,  and  Mrs.  M.  Grodinsky  assisted  in  the  su- 
pervision of  the  work  under  the  direction  of  Mrs. 
Adolph  Sachs. 

****** 

Doctors  as  well  as  their  wives  are  invited  to  visit 
the  auxiliary  exhibit  room  at  the  state  meeting. 
Doctors'  hobbies  are  to  be  exhibited  in  a unique  way 
and  interesting  educational  material  has  been  ob- 
tained from  national  headquarters. 

****** 

All  wives  of  doctors  belonging  to  the  state  medical 
association  are  invited  to  attend  auxiliary  meetings 
at  the  convention.  The  sessions  afford  a fine  oppor- 
tunity to  learn  more  about  the  auxiliary  and  further 
acquaintance  among  doctors’  wives. 

****** 

“Tis  the  human  touch  in  life  that  counts, 

The  touch  of  your  hand  and  mine, 

Which  means  much  more  to  the  fainting  heart, 

Than  shelter  or  bread  or  wine. 

For  shelter  is  o’er  when  the  night  is  gone, 

And  bread  lasts  but  a day, 

But  the  clasp  of  the  hand  and  the  sound  of  the  voice, 

Sing  on  in  the  soul  alway.” 

— Mrs.  A.  P.  Overgaard. 


SOME  CORRESPONDENCE  ON  FOUNDATION 
STUDIES  IN  GOVERNMENT 

(Copy  of  inquiry  addressed  by  The  American  Foun- 
dation to  selected  groups  of  physicians  and  surgeons 
in  every  state  who  have  been  in  practice  for  at  least 
twenty  years). 

The  American  Foundation  would  like  to  profit  by 
whatever  informal  and  confidential  reply  you  feel  able 
to  make  to  our  present  inquiry.  Briefly,  we  wish  to 
make  a genuinely  impartial  presentation  of  the  pres- 
ent organization  of  medical  service  throughout  the 
country  and  of  the  various  projects  proposed  during 
recent  years  for  revising  the  organization  of  that 
service  in  various  respects. 

Let  me  say  at  once  that  The  American  Foundation 
has  nothing  to  advocate.  We  have  no  preconceived 
objective — as,  for  instance,  state  medicine,  group  in- 
surance, voluntary  or  compulsory,  etc.  Our  studies 
are  not  even  based  upon  a conviction  that  any  es- 
sential change  in  the  present  system  is  indicated.  We 
are  familiar  with  the  many  previous  and  current 
studies  of  the  organization  of  medical  care,  the  al- 
location of  medical  costs,  etc.,  etc.  While  certain 
interesting  facts  or  observations  have  been  turned  up 
by  some  of  these  surveys,  our  general  feeling  is  that 
perhaps  more  heat  than  light  may  have  been  de- 
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veloped  and  that  the  essential  factors  are  still  very 
much  in  need  of  clarification  and  of  comprehensive 
and  impartial  presentation. 

In  making  such  a presentation,  we  believe  the  first 
step  is  to  summarize  and  present  fairly  the  views  of 
experienced  men  in  the  medical  profession,  because 
they  are  the  persons  whose  judgment  should  control. 
In  asking  your  cooperation  we  are  aware  that  for  ap- 
proximately twenty  years  past  you  have  probably 
been  more  concerned  with  the  exacting  problems  of 
medical  science  than  with  social  theories  of  any  na- 
ture. We  know  also,  however,  that  twenty  years  of 
medical  practice  in  a community  must  have  resulted 
in  certain  impressions,  if  not  conclusions,  and  we 
think  a crystallization  of  the  experience  of  the  quali- 
fied medical  men  of  the  country  is  the  most  likely 
source  of  illumination  in  any  fair  attempt  to  clarify  a 
question  that  has  become  unprofitable-  controversial. 

Will  you  help  us  now  by  giving  us  your  views  in- 
formally, with  our  assurance  that  no  public  use  will 
be  made  of  them?  We  should  like  to  summarize  the 
replies  we  receive  from  the  selected  men  to  whom 
this  letter  is  now  going  and  then  issue  the  summary 
confidentially  to  the  persons  that  contributed  to  it. 
Even  this  limited  use  of  your  reply  we  shall  not  make 
if  you  prefer  to  write  us  in  entire  confidence;  and  if 
you  like  we  shall  be  glad  to  refer  to  you  any  quota- 
tion we  might  make  from  your  letter  for  your  ap- 
proval to  make  sure  that  it  adequately  covers  your 
view.  In  case  wider  use  of  the  confidential  summary 
should  seem  advisable  later  we  should  certainly  re- 
turn to  you  for  your  explicit  consent  to  the  inclusion 
of  your  comment. 

We  are  not  presenting  to  you  any  formal  inquiries 
or  any  “questionnaire”  since  we  somewhat  distrust 
the  usefulness  of  such  a method.  What  we  should 
really  like  to  have  is  your  free  expression  as  to 
whether  your  years  of  experience  have  led  you  to 
feel  that  any  essential  change  in  the  present  organ- 
ization of  medical  service  is  needed. 

If  you  do  think  some  essential  change  is  needed,  in 
what  direction  do  you  think  it  should  be — in  any 
form  of  insurance,  voluntary  or  compulsory?  In  the 
greater  participation  by  the  state  in  the  provision  of 
medical  service  to  the  people?  In  government  sub- 
sidies without  government  administration?  In  the 
extension  of  the  public  health  services — and  which 
of  them — federal,  state,  local  or  all  of  these?  In  an 
extension  of  community  hospitalization,  group  clinics, 
public  health  nursing?  In  a more  direct  relation  be- 
tween medical  science  as  represented  by  the  leading 
physicians  of  the  country  and  public  health  admin- 
istration? If  you  consider  it  desirable  or  imperative 
that  the  medical  profession  through  the  medical  so- 
cieties should  control  standards,  public  health  ap- 
pointments, etc.,  how  do  you  think  that  this  end 
could  best  be  achieved? 

If  we  can  collect  and  summarize  the  experience 
and  thought  of  medical  leaders  throughout  the  coun- 
try on  questions  like  these,  the  result  should  clarify 
the  situation  and  at  least  bring  to  the  fore  the  main 
issues  that  must  be  taken  into  account  in  any  pro- 
found and  prifitable  attempt  to  arrive  at  solutions 
for  the  present  problems  of  medical  progress  and 
medical  care. 

The  names  of  our  governing  Committee  will,  I 
hope,  reassure  you  as  to  our  method,  our  ability  to 
respect  confidence,  and  as  to  the  general  character 
of  our  activities.  Obviously,  we  do  not  solicit  mem- 
bers or  funds.  Our  study  of  public  health  is  part  of 
a comprehensive  study  of  the  functions  of  govern- 
ment in  various  fields.  Our  general  objective  is  to 
investigate  the  degree  to  which  government  may 
wisely  serve  its  citizens  within  the  limits  of  the 
parliamentary  system. 

In  the  field  of  public  health  our  governing  assump- 


tion is  presumably  your  own — that  the  maintenance 
of  the  highest  scientific  quality  in  medical  care  must 
always  be  a primary  consideration.  All  social  schemes 
must  be  submitted  to  this  test  and  no  scheme  or  plan 
that  involves  compromise  in  this  respect  can  furnish 
the  reply  to  present  medical  and  social  problems.  In 
the  interest  of  preserving  this  principle  there  is 
obvious  need  for  crystallizing  the  competent  medical 
judgment  of  the  country  and  bringing  it  to  bear  upon 
public  thinking  at  the  present  time.  This  letter  and 
any  reply  you  may  make  are  directed  toward  this 
end. 

We  hope  our  letter  explains  our  purposes  and  pro- 
cedure sufficiently  to  make  you  feel  that  your  coop- 
eration is  warranted.  We  realize  that  you  may  not 
wish  to  reply  hurriedly,  but  we  shall  appreciate  your 
replying  as  soon  as  you  have  a fit  opportunity. 

With  appreciation  of  your  courtesy  and  the  coop- 
eration we  hope  you  will  give,  believe  me  to  be, 

Sincerely  yours, 

Esther  Everett  Lape, 
Member  in  charge. 

Copy  of  letter  from  Dr.  F.  A.  Long,  January  11, 
1936,  in  answer  to  the  inquiry  on  the  organization 
of  medical  care  being  conducted  by  The  American 
Foundation: 

“Replying  to  your  letter,  requesting  opinions  and 
ideas,  I will  state  that  there  is  one  outstanding 
idea  developed  by  me  during  fifty  years  of  general 
medical  and  surgical  practice  that  I wish  to  give  you 
for  what  it  may  be  worth  as  an  idea. 

“Community  Hospital  Districts  and  Community 
Hospitals:  There  are  laws  providing  for  community 

school  districts,  community  sewage  districts,  com- 
munity water  supply  districts,  community  irrigation 
and  drainage  districts;  why  not  have  community  hos- 
pital districts? 

“Private  hospitals  are  not  the  solution  of  com- 
munity hospitalization.  The  community,  not  the  phy- 
sician, should  bear  the  burden  of  the  hospital  facilities 
for  the  community. 

“County  hospitals  are  not  the  solution.  Iowa  has 
on  its  statute  books  for  perhaps  a quarter  of  a cen- 
tury a county  hospital  law  and  not  more  than  a half 
dozen  counties  have  availed  themselves  of  the  law  to 
provide  county  hospital  facilities.  This  is  no  doubt 
due  to  the  political  aspects  of  the  county  hospital  set- 
up.” 

Cordially, 

F.  A.  Long. 

February  4,  1936. 

Dear  Dr.  Long: 

This  is  a cordial  but  belated  acknowledgment  of 
your  very  clear  letter  of  January  11  in  courteous  re- 
ply to  our  inquiry.  I hope  you  will  have  inferred  that 
the  delay  in  acknowledgment  is  due  to  the  fact  that 
the  letters  we  have  been  receiving  are  too  individual 
and  too  significant  to  be  disposed  of  by  mechanical 
acknowledgment,  and  that  is  the  only  kind  of  ac- 
knowledgment that  could  have  been  prompt. 

In  the  letters  we  are  receiving  there  is  a rather 
general  recognition — in  more  or  less  explicit  form — 
of  the  fact  that  the  hospital  is  still  a largely  unco- 
ordinated factor  in  the  whole  picture  of  medical  care. 
A good  many  of  our  correspondents  seem  to  feel  that 
when  this  question  of  the  hospital  is  comprehensively 
defined  and  dealt  with,  a number  of  the  other  present 
difficulties  will  be  automatically  adjusted.  Your  own 
letter  implies  some  such  conviction. 

I wonder  how  you  would  define  or  limit  “commun- 
ity” as  used  in  your  letter.  Or,  to  put  it  differently, 
for  how  small  a community  would  you  advocate  a 
community  hospital.  Some  of  your  colleagues  feel 
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THE  AUTOPSY* 

GEORGE  W.  COVEY,  M.  D„ 

President,  Nebraska  State  Medical  Association, 
Lincoln,  Nebr. 


Years  of  experience  in  building  up  an  autopsy 
service ; learning  how  such  a service  can  be  use- 
ful to  the  doctors,  the  hospitals,  the  patient’s  rel- 
atives and  to  the  future  patients  themselves,  has 
given  me  much  material  for  thought.  It  has,  on 
the  one  hand,  made  for  personal  satisfaction  and 
optimism  for  the  future  of  medicine  in  my  com- 
munity. On  the  other  hand,  there  have  been 
many  discouraging  circumstances  such  as  failure 
to  obtain  general  cooperation,  financial  support, 
and  interest ; failure  to  make  the  best  use  of  the 
opportunity  either  by  myself  or  my  associates.  It 

•Presidential  Address,  delivered  before  the  annual  meeting 
Nebraska  State  Medical  Association,  Lincoln,  April  7,  1936. 


is  only  fair  to  state  that  a remarkably  large  num- 
ber of  the  physicians  in  my  community  have  gen- 
erously supported  the  project  throughout  the 
years. 

As  one  studies  the  autopsy  situation  in  gener- 
al, in  Nebraska  or  in  the  nation  at  large,  he  sees 
a rather  dismal  outlook.  Karsner(1),  in  1927,  es- 
timated that  0.7%  of  the  dead  in  the  United 
States  were  examined  at  autopsy.  Davidsohn(2), 
in  1933,  assumes  that  Karsner’s  figures  may  have 
doubled  but  that  certainly  no  more  than  2%  of 
bodies  are  examined  postmortem.  From  figures 
I have  been  able  to  collect,  though  they  lack  great 
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accuracy,  we  can  safely  say  the  percentage  of 
autopsies  in  Nebraska  is  not  far  from  that  of 
the  country  at  large. 

Such  considerations  as  these,  coupled  with  an 
acute  sense  of  the  great  value  of  the  autopsy, 
stimulated  me  to  place  this  subject  before  our 
association,  hoping  by  so  doing  to  stimulate  the 
profession  of  our  state  to  greatly  surpass  the 
general  average. 

The  dictionary  defines  the  autopsy  as  “an  ex- 
amination of  the  body  after  death."  Some  of  the 
autopsies  one  may  see  bear  witness  to  the  brevity 
of  this  definition.  Much  too  often  the  examina- 
tion is  conducted  in  an  haphazard  manner,  with 
no  definite  plan  in  mind  or  with  an  evident  desire 
to  inspect  only  some  one  or  two  organs.  At 
times,  with  the  body  open,  the  examination  con- 
sists largely  of  mere  inspection.  It  is  not  that 
this  has  no  value,  but  it  is  like  being  satisfied 
with  a piece  of  cut  glass  when  a handful  of  dia- 
monds may  be  had  for  the  taking. 

Permission  may  rarely  be  granted  only  for  the 
examination  of  some  organ  or  special  region,  but 
usually  this  is  not  the  case.  The  head  is  the  only 
portion  likely  to  be  denied  the  autopsy  surgeon 
and  many  more  permissions  to  examine  this  re- 
gion could  be  obtained  if  specific  request  were 
made.  Restricted  permission  should,  however, 
imply  careful  and  complete  examination  of  the 
part  in  question. 

Having  permission  to  examine  a dead  body, 
autopsy  should  mean  the  most  careful  and  com- 
plete examination  the  autopsy  surgeon  is  capa- 
ble of  making,  due  respect  being  paid  the  neces- 
sity for  avoiding  more  mutilation  than  is  neces- 
sary. The  examination  should  be  as  carefully 
performed  as  any  clinical  or  physical  examina- 
tion because  this  presents  the  final  opportunity 
to  check  up.  not  only  the  last  chapter,  but  the 
whole  medical  history  of  a human  being. 

It  is  not  within  the  intended  scope  of  my  dis- 
cussion to  describe  or  illustrate  methods  of  mak- 
ing postmortem  examinations  except  to  say  that 
anyone  who  performs  autopsies  should  adopt 
some  method  which  has  the  following  merits : 

1.  It  should  be  designed  to  leave  the  body  in 
a condition  susceptable  of  repair  by  the  under- 
taker, so  it  will  be  perfectly  presentable  to  the 
relatives. 

2.  It  should  leave  the  circulation  so  it  may 
be  readily  injected  by  the  embalmer,  in  case  this 
has  not  been  done  before  the  autopsy. 

3.  It  should  make  readily  accessible,  every 


field  to  be  examined,  and  lead  to  complete  study 
in  an  orderly  fashion  of  all  organs  and  regions. 

4.  Descriptions  of  the  findings  should  prefer- 
ably be  dictated  as  the  surgeon  performs  the 
autopsy.  If  this  is  not  feasable  he  should  sit  down 
and  write  his  findings  and  descriptions  at  once 
following  completion  of  the  work. 

5.  Suitable  blocks  should  invariably  be  cut 
from  all  organs  and  tissues  for  histological  ex- 
amination and  these  should  be  placed  at  once  in 
an  abundance  of  fixing  solution. 

(>.  Final  diagnoses  should  be  withheld  until 
sections  of  these  tissues  have  been  studied. 

The  value  of  the  autopsy  seems  so  evident  that 
discussion  is  superfluous  yet  the  small  number 
performed  is  sufficient  evidence  that  their  worth 
is  unappreciated,  not  only  by  the  laity  but  by  the 
physicians  themselves.  This  latter  statement  is 
corroborated  by  observing  how  few  clinicians  at- 
tend autopsies.  Not  infrequently  the  physician 
who  had  charge  of  the  case  fails  to  appear  at 
the  morgue. 

The  ultimate  value  of  the  autopsy  is,  of  course, 
its  teaching  force.  The  point  of  greatest  appli-  j 
cation  of  this  force  is  the  clinician  who  has 
studied  the  patient  during  life.  The  autopsy  is 
the  medical  life  history  in  brief. 

This  at  once  suggests  careful  correlation  be- 
tween the  findings  after  death  and  the  clinical 
data ; and  the  ultimate  teaching  possibility  is  in 
direct  proportion  to  the  diligence  and  complete- 
ness with  which  this  correlation  is  made.  Too 
often  the  pathologist  is  quite  unfamiliar  with  the 
clinical  findings,  the  clinician  too  busy  or  too  in- 
dolent to  attend  the  autopsy  and  the  records  are 
filed  away  unstudied. 

Many  other  benefits  can  be  listed  as  being  de- 
rived from  the  autopsy,  but  these  must  all  come 
by  way  of  the  physician.  I will  mention  one, 
that  is  intriguing,  the  effect  on  vital  statistics.  If 
only  2%  or  less  of  the  dead  are  examined  post- 
mortem, 98%  of  our  vital  statistics  are  at  least 
incomplete.  Inasmuch  as  a very  good  clinician 
can  be  expected  to  make  a correct  diagnosis  in 
about  50%  of  his  cases,  much  of  our  vital  statis- 
tical data  is  not  only  incomplete  but  incorrect. 
Studies  based  on  such  statistics  are  fallable  to 
that  extent. 

It  has  been  my  privilege  to  observe  the  effects 
upon  doctors  of  autopsies  and  the  correlation  of 
pathological  and  clinical  data  by  way  of  the  clin- 
ico-pathological  conference.  I have  seen  those 
who  apparently  thought  and  spoke  only  the  lan- 
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guage  of  symptoms  and  signs  come  to  speak  in 
terms  of  pathological  changes  and  go  on  from 
structural  to  functional  pathology.  In  other 
words,  these  men  acquired  a conception  of  dis- 
ease that  is  concrete,  whereas  before  it  had  been 
totally  abstract.  Symptoms  and  signs  were  no 
longer  interpreted  as  disease  but  as  the  outward 
manifestation  of  a definite  abnormality  of  struc- 
ture, physiology  or  chemistry. 

Experience  has  shown  that  permission  may  be 
had  to  examine  as  high  as  85%  of  the  dead  and 
100%  has  been  attained  at  times  by  some  insti- 
tutions. To  me,  this  can  mean  only  one  thing, 
that  the  low  percentage  of  autopsies  is  the  doc- 
tors’ fault.  Until  you  want  autopsies,  study  how 
to  get  them,  and  go  after  them,  the  percentage 
will  remain  about  as  it  is..  When  you  are  so  well 
convinced  of  their  value,  that  you  will  consistent- 
ly ask  for  permission  to  do  them,  the  percentage 
will  rise. 

Frederick  C.  Smith (3)  of  Marion,  Ohio,  gives 
the  following  testimonial  in  an  article  in  the 
Journal  of  the  American  Medical  Association: 

“Until  a few  years  ago  I believed,  like  other 
physicians,  that  the  reason  necropsies  are  so  few 
is  that  people  would  not  permit  them.  Occasion- 
ally, where  perhaps  the  case  was  unusual,  or 
where  the  diagnosis  seemed  doubtful,  I would 
venture  to  ask  for  a postmortem  examination. 
However,  after  returning'  from  Europe  in  the 
spring  of  1925,  where  I had  put  in  some  time 
studying  pathology,  I decided  to  do  more  necrop- 
sy work  in  my  private  practice.  During  the  re- 
mainder of  that  year  I had  thirteen  deaths,  six  of 
which  were  examined,  or  45%.  In  192G  I had 
twenty-nine  deaths,  nineteen  of  which  were  ex- 
amined, or  (>5%.  For  the  first  seven  months  of 
this  year,  at  the  time  of  writing,  I have  had 
twenty- four  deaths,  twenty-one  of  which  were  ex- 
amined, bringing  the  rate  for  this  year  up  to 
87.5%.” 

This  paragraph  fully  justifies  by  the  experi- 
ence of  another,  my  statement  that  the  percent- 
age of  autopsies  is  entirely  up  to  the  physician. 
Smith  goes  on  to  state  that  in  Marion  there  are 
no  special  facilities  for  autopsy  work  and  that 
most  of  them  are  actually  performed  in  the  home. 
This,  of  course,  means  that  he  has  been  person- 
ally responsible  for  his  87.5%,  having  no  institu- 
tion doing  all  the  work  attendant  on  obtaining 
permission  and  carrying  out  the  details  of  the 
autopsy. 

In  order  to  briefly  and  roughly  survey  the 
autopsy  situation  in  Nebraska  questionnaires  were 
sent  to  physicians  in  seven  counties  well  scat- 


tered over  the  state  asking  the  approximate 
number  of  autopsies  during  1935 ; the  attitude 
of  physicians  and  laymen  toward  the  autopsy ; 
whether  the  histological  examinations  were  rou- 
tinely made ; whether  the  material  was  used  for 
teaching  purposes ; and  whether  there  was  a 
trained  pathologist  in  the  county.  The  responses 
were  very  prompt  and  all  questionnaires  were  re- 
turned. The  department  of  health  kindly  fur- 
nished me  the  number  of  deaths  in  these  coun- 
ties. Their  figures  were  completed  for  somewhat 
over  eleven  months  of  1935,  consequently  those 
for  the  last  part  of  December  are  estimated. 
None  of  the  data  obtained  therefore  is  absolutely 
accurate.  It  does,  however,  show  very  definite 
trends  in  widely  scattered  areas  over  the  state. 

In  studying  the  data  obtained  in  these  ques- 
tionnaires, several  points  must  be  considered. 
Firstly,  that  where  two  or  more  blanks  were 
returned  from  the  same  city  the  estimated  num- 
ber of  autopsies  for  the  city  as  well  as  for  the 
county  varied  widely,  showing  the  figures  to  he 
quite  unreliable  from  a statistical  standpoint. 
Secondly,  the  questionnaires  were  sent  to  the 
larger  centers  where  greater  facilities  and  incent- 
ives such  as  hospitals,  hospital  staff  organizations, 
etc.,  were  located  and  consequently  where  the 
greater  number  of  autopsies  would  be  performed. 

State  hospitals  are  located  in  two  of  the  coun- 
ties. Autopsy  is  routine  in  these  institutions  and 
was  said  to  be  done  in  75%  of  the  dead  in  one 
of  them.  The  data  for  these  hospitals  was  given 
separately  and  the  deaths  are  accredited  to  the 
county  in  which  the  patient  lived  before  incarcer- 
ation. These  were  therefore  not  counted  in  the 
totals.  Furthermore,  if  they  had  been  included 
they  would  not  have  shown  the  true  tendencies 
amongst  physicians  at  large. 

Taking  all  these  items  into  consideration  I 
have  estimated  that  in  these  seven  counties  ap- 
proximately 5%  of  the  dead  were  examined  at 
autopsy,  and  that,  had  the  whole  state  been  care- 
fully surveyed  this  percentage  would  probably 
be  considerably  reduced,  perhaps  to  the  level  es- 
timated by  Davidsohn(2). 

A survey  of  the  accumulated  data  shows  spots 
in  which  there  is  a relatively  high  percentage  of 
postmortem  examinations.  In  such  instances  the 
attitude  of  the  doctors  in  the  community  is  said 
to  be  favorable  to  autopsies.  This  serves  to  empha- 
size the  point  previously  stated,  that  when  the 
doctors  want  postmortems  they  can  get  them.  In 
several  of  these  places  a trained  pathologist  is 
present  in  the  county,  though  this  is  not  invari- 
ably true. 
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One  hospital  in  the  area  surveyed  had  105 
deaths  with  35  autopsies  during  1935.  This  is  a 
very  fine  record  which  should  be  duplicated  in 
many  places  over  the  state.  In  spite  of  these  iso- 
lated areas  in  which  such  a good  record  is  found, 
the  general  average  remains  at  only  about  2%. 

In  Lincoln,  during  the  seven  years,  from  Feb- 
ruary 1,  1929  to  January  31,  1936,  there  have 
been  6,645  deaths  with  1,062  autopsies  that  have 
been  accurately  accounted  for  and  an  additional 
estimated  35  at  one  of  the  hospitals.  This  consti- 
tutes 15.98%  of  all  deaths  coming  to  autopsy, 
not  counting  the  doubtful  35  cases  and  over  16% 
if  these  are  counted  in  the  total. 

The  details  of  the  development  of  the  autopsy 
service  in  Lincoln  have  been  previously  described 
by  the  author(4).  It  will  be  sufficient  to  state 
here  that  to  arouse  interest  required  years.  The 
real  success  of  the  project  began  in  1929  when  a 
central  organization  was  developed  to  do  this 
work.  This  organization  was  a part  of  the 
County  Medical  Society,  and  in  addition,  re- 
ceived whole  hearted  support  from  most  of  our 
hospitals. 

Furthermore,  the  scheme  was  well  developed 
and  successfully  maintained  before  there  was 
what  may  be  termed  a specially  trained  patholo- 
gist in  Lincoln.  At  the  beginning,  most  of  the 
autopsies  were  performed  by  one  who  was  per- 
haps the  best  suited  by  experience  and  training 
and  who  had  the  added  virtue  of  enthusiasm. 
After  a certain  time  the  individual  who  had  us- 
ually assisted  this  man  became  equally  competent 
and  thus  two  teams  were  developed  where  one 
had  been.  Finally,  through  this  system  enough 
men  have  been  trained  so  that  for  a number  of 
years  there  have  been  seven  teams  of  two  men 
each  performing  autopsies  in  a satisfactory  man- 
ner. 

All  material,  including  protocols,  clinical  re- 
sumes, gross  specimens,  and  blocks  of  tissue  for 
histological  examinations  are  accumulated  at  a 
central  laboratory  in  the  County  Medical  Society 
quarters.  All  this  material,  including  sections,  is 
properly  stored  and  indexed.  Cross-indices  of 
anatomical  lesions  and  causes  of  death  are  main- 
tained. A museum  collection  of  gross  material 
has  been  developed  to  a point  where  it  is  highly 
worth  one’s  time  to  study  the  specimens  in  con- 
junction with  the  catalog. 

It  is  only  fair  to  state  that  since  October,  1935, 
we  have  been  the  fortunate  recipients  of  federal 
aid  in  the  form  of  a Works  Progress  Adminis- 
tration project  officially  known  as  W.P.A.  Proj- 
ect No.  658.  The  help  furnished  consists  of  two 
technicians  and  one  stenographer.  The  term  of 


the  project  is  one  year.  This  year's  work  will 
help  us  get  up  to  date  with  accumulated  material 
which  had  not  been  completely  studied. 

Coincidently  we  have  developed  a tumor  reg- 
istry. This  contains  over  two  hundred  examples 
of  tumors  each  accompanied  by  sufficient  clinical 
data  to  make  it  useful  and  each  cross-indexed  as 
to  organ  or  tissue  involved  and  type  of  tumor. 

I mention  these  items,  not  in  a sense  of  boast- 
ing or  self-satisfaction  and  with  full  realization 
of  many  shortcomings  not  yet  corrected  in  our 
setup,  but  as  an  example  of  what  may  be  accom- 
plished in  almost  any  locality,  by  persistent  work, 
enthusiasm  and  cooperation  amongst  the  doctors. 
I mention  them,  too,  to  lead  up  to  perhaps  the 
main  objective  of  this  paper,  that  is,  the  possible 
stimulation  of  similar  or  even  better  organiza- 
tions for  the  same  purpose  throughout  the  state. 

Such  organizations  could  well  be  a part  of  the 
county  medical  society.  Wherever  there  is  a 
standardized  hospital  within  a county  it  could  be 
made  the  nucleus  of  the  organization.  Here  all 
materials  could  be  concentrated  and  studied. 
Sections  could  be  made  at  small  cost  after  what- 
ever initial  investment  is  necessary.  In  areas  less 
well  supplied  with  hospitals  the  nearest  one  could 
be  used,  combining  several  counties  as  the  coun- 
ty societies  do  in  more  sparsely  settled  areas. 

There  is  scarcely  a county  or  city  throughout 
the  state  without  at  least  one  man  who  is  or  soon 
could  be  prepared  to  do  this  work  in  a reasonably 
satisfactory  manner.  It  would  be  ideal  to  have  a 
trained  pathologist  to  do  every  autopsy,  but  this 
cannot  be.  Neither  can  every  operation  be  done 
by  a Murphy  or  a Mayo,  nor  every  diagnosis 
made  by  an  Osier,  yet  good  surgery  and  good 
diagnosis  are  practiced  widely  over  our  state.  I 
know  also  that  good  autopsy  work  could  be  done 
in  many  places  over  the  state  even  without  the 
service  of  a specially  trained  pathologist.  Fur- 
thermore, there  are  a number  of  pathologists  in 
the  state  who  would  be  glad  to  examine  sections 
and  give  an  opinion  where  doubt  existed.  I am 
sure  there  are  several  places  where  sections  could 
be  made  for  microscopic  study  either  without 
charge  or,  at  cost,  in  case  no  laboratory  is  avail- 
able in  some  of  the  counties.  I can  even  visualize 
the  suggestion  made  by  Rector (5)  in  regard  to 
tumors,  as  being  expanded  into  a huge  clinico- 
pathological  conference  where  a large  number  of 
puzzling  cases  might  be  studied.  Rector’s  sug- 
gestion made  in  his  report  of  a cancer  survey  of 
our  state  is  as  follows : 

“Pathologists  of  Nebraska  should  meet  peri- 
odically for  the  study  of  tumor  tissues  and  should 
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invite  the  cooperation  of  surgeons  and  radiolo- 
gists in  these  meetings.” 

A number  of  methods  for  carrying  out  such 
an  idea  suggest  themselves  to  me.  Such  a study 
could  be  made  by  a chain  letter,  each  interested 
party  to  have  a copy  at  the  conclusion  of  the 
study  ; or,  one  or  two  days  a year  could  be  profita- 
bly spent  in  a meeting  of  this  kind.  Part  of  dis- 
trict society  meeting  could  be  given  over  to  such 
a study  and  pathologists  from  other  areas  would 
be  glad  to  attend  and  add  their  bit  to  the  solution 
of  the  cases.  In  fact,  many  ways  of  making  a 
state  wide  application  of  this  idea  could  be  sug- 
gested, but  one  must  always  revert  to  the  fact 
that  the  groundwork  is  to  obtain  permission  for 
the  autopsy,  do  it  well  and  study  it  faithfully  in 
association  with  the  clinical  history  and  findings. 

The  following  is  a brief  summary  of  the  points 
I have  attempted  to  emphasize : 

The  postmortem  study  of  those  dying  of  dis- 
ease or  injury  still  constitutes  the  foundation  of 
knowledge  in  medicine. 

Over  our  country  as  a whole  and  with  no  ex- 
ception in  our  own  state,  the  autopsy  is  grossly 
neglected. 

Where  performed  it  is  often  perfunctory  and 
afterward  its  correlation  with  clinical  findings  is 
not  carried  out. 

The  scarcity  of  autopsies  is  not  due  to  the  at- 


titude of  the  laity  but  can  be  laid  directly  to  the 
fault  of  the  doctor.  If  the  doctor  wants  an  autop- 
sy and  asks  for  it  in  an  intelligent  manner,  he  will 
usually  get  it. 

Where  the  value  of  this  sort  of  study  has  been 
recognized  in  Nebraska,  as  it  has  in  a number 
of  places  throughout  the  state,  and  where  organ- 
ized effort  has  been  put  forth,  the  results  have 
been  most  encouraging  and  highly  worth  while. 

Similar  results  can  be  expected  over  the  whole 
state  if  the  physicians  recognize  the  value  of  this 
proposition,  organize  for  it,  work  at  it  faithfully 
and  with  proper  enthusiasm. 

To  help  in  some  small  way  to  make  Nebraska 
the  state  in  our  nation  with  the  highest  number 
of  well  performed  and  well  studied  autopsies 
would  give  me  the  greatest  possible  satisfaction. 
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Rest  is  the  first  cardinal  principle  in  the  treat- 
ment of  any  disease  and  this  principle  applies 
equally  to  the  diseased  heart,  lung  or  pancreas. 
With  the  discovery  of  insulin  in  1923,  the  diabetic 
patient  was  supplied  with  a “crutch”  that  helped 
to  rest  the  “crippled  pancreas”  and  lessen  strain 
thrown  upon  the  already  damaged  islets.  Num- 
erous cases  have  been  reported  showing  that  rest 
provided  by  insulin  strengthened  this  weakened 
function  and  increased  carbohydrate  tolerance. 
To  give  sufficient  rest,  however,  large  doses  of 
insulin  were  necessary  in  certain  cases.  In  “in- 
sulin sensitive  cases”  this  has  resulted  in  wide 
variations  in  the  blood  sugar  curve,  with  hyper- 
glycemia one  hour  and  hypoglycemia  a few  hours 
later.  This,  undoubtedly,  has  caused  a great  deal 
of  suffering  and  probably  has  damaged  certain 
cases,  particularly  the  cardiacs.  Some  authorities 
have  felt  that  to  keep  a typical  diabetic  patient 

*From  the  Department  of  Internal  Medicine,  University  of 
Nebraska  College  of  Medicine. 


adequately  controlled  he  should  be  not  only 
aglycosuric  but  that  his  blood  sugar  should  be 
within  the  normal  range;  others  have  been  satis- 
fied to  allow  a trace  of  sugar  to  come  through 
particularly  in  the  morning  specimen,  but  it  has 
been  the  aim  of  most  to  approximate  as  closely 
as  possible  the  continued  secretion  of  the  normal 
pancreas. 

It  has  remained  for  Hagedorn(1)  and  his  as- 
sociates working  at  the  Memorial  hospital,  Cop- 
enhagen, to  devise  a method  that  would  prolong 
the  effect  of  the  individual  insulin  unit  and  ap- 
proximate the  normal.  They  have  combined  in- 
sulin hydrochlorid  with  a protamine  obtained 
from  the  sperm  of  species  of  trout  and  have 
demonstrated  that  this  compound  is  slowly  brok- 
en down  in  the  tissues  and  that  the  active  insulin 
is  released  slowly  over  a longer  period  of  time 
with  less  rapid  effect  on  blood  sugar  than  is  the 
case  when  insulin  is  used.  They  have  found  that 
the  blood  sugar  lowering  effect  of  protamine  in- 
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sulinate  is  roughly,  twice  as  long  as  regular  in- 
sulin and  persists  on  an  average  for  twelve  hours. 
They  have  observed  no  ill  effects  and  have  had 
no  local  reactions.  They  have  been  able  to  relieve 
the  patient's  feeling  of  uneasiness  that  they  fre- 
quently complain  of,  due  to  acidosis  or  high  blood 
sugar,  with  not  more  than  two  injections  daily. 
Hypoglycemic  reactions  in  their  patients  have 
been  fewer  and  when  they  have  occurred  they 
have  appeared  more  gradually  than  after  insulin, 
so  that  the  patient  is  well  able  to  care  for  him- 
self. Peck(2)  warns,  however,  that  “certain  in- 
dividuals may  have  their  blood-sugar  levels  re- 
duced markedly  without  the  customary  symptoms 
of  hypoglycemia.  There  have  been  a few  re- 
ports of  reactions  which  set  in  with  surprising 
suddenness  and  in  these  patients  the  blood  sugar 
was  so  far  below  the  level,  which  ordinarily 
would  give  rise  to  warning  symptoms,  that  we 
feel  it  desirable  for  the  time  being  to  be  on  one's 
guard  in  allowing  patients  to  undertake  the  ad- 
ministration of  Insulin-Protamine  to  themselves. 
It  would  also  seem  to  be  quite  important  that 
follow-up  blood-sugar  determinations  be  done 
during  that  period  when  the  patient  is  reaching 
an  equilibrium  on  the  new  type  of  insulin.” 

It  has  proved  especially  useful  when  given  at 
night  in  those  cases  that  formerly  were  sugar 
free  after  the  supper  dose  but  came  in  to  break- 
fast with  a high  blood  sugar  and  high  urinary 
sugar.  For  this  reason  the  best  results  are  ob- 
tained by  giving  the  patient  ordinary  insulin  in 
the  morning  and  protamine  insulinate  in  the  eve- 
ning. 

In  Hagedorn’s  clinic  the  patient  has  been  given 
an  average  of  100  grams  of  carbohydrate,  divided 
into  three  meals  of  2/5  - 2/5  - 1/5,  the  smaller 
amount  with  the  protamine  given  at  night.  The 
prolonged  (12  hour)  effect  of  the  protamine 
would  bring  the  patient  into  his  morning  feeding 
with  a low  blood  sugar.  Root(3),  et  al,  have  in 
the  past  fed  their  patients  1/5  - 2/5  - 2/5  and 
have  used  higher  carbohydrate  values  but  find 
that  by  rearranging  diets,  providing  1/5  for 
supper,  they  have  obtained  their  best  results. 
They  call  attention,  however,  to  the  fact  that  the 
slower  action  of  the  protamine,  unless  the  supper 
food  intake  be  lessened,  may  result  in  high  blood 
sugars  and  glycosuria  in  the  early  part  of  the 
night— and  they  suggest  that  an  insulin  prepara- 
tion, slightly  less  insoluble  than  protamine  insu- 
linate and  combining  the  desirable  effects  of  both 
“old”  and  “new”  insulin,  would  be  of  great  ad- 
vantage in  this  situation.  They  state  that  Hage- 
dorn  is  continuing  work  along  this  line.  They 
also  suggest  the  giving  of  protamine  60-90  min- 


utes before  the  meal  allowing  more  time  for  the 
blood  -sugar  lowering  effect. 

Hagedorn  suggests  the  giving  of  insulin  at 
equal  intervals  without  regard  to  the  meals,  for 
example  at  8 :00  a.  m. ; 8 p.  m.  They  have  found 
that  the  efficiency  of  the  individual  protamine 
unit  is  greater  than  insulin  alone.  From  pre- 
liminary experiments,  as  far  as  can  be  ascer- 
tained, 1 unit  of  protamine  insulinate  exerts  an 
effect  equal  to  1)4  to  1 ]/$  units  of  regular  soluble 
insulin.  Because  of  the  slowness  of  its  action 
they  suggest  that  in  acute  conditions,  diabetic 
coma  for  example,  ordinary  insulin  should  be 
used  because  of  its  more  prompt  effect. 

During  the  past  two  years  Hagedorn  has  been 
using  this  preparation  on  85  patients  of  all  ages, 
classes  and  degree  of  severity  with  the  above  re- 
sults. Drs.  Root,  White  and  Marble(2)  of  the 
Joslin  Clinic  have  recently  reported  similar  find- 
ings in  a series  of  15  cases. 

We  have  used  protamine  insulinate  on  three 
diabetic  patients  and  have  confirmed  some  of  the 
observations  noted  above.  There  have  been  no 
untoward  reactions,  the  slowness  of  the  effect 
and  the  possibility  of  the  effect  prolonged  until 
the  second  twenty-four  hours  is  shown  in  the 
blood  sugar  curve  in  case  No.  I. 

I.  William  C.  Known  diabetic  for  8 years.  Entered 
the  hospital  March  15,  1936,  in  diabetic  acidosis.  Re- 
quired 168  units  of  insulin  in  the  first  12  hours.  Pre- 
viously he  has  been  easy  to  stabilize  on  comparatively 
small  doses  of  insulin,  but  following  his  acidosis  he 
required  larger  doses  of  insulin.  When  sufficient  was 
given  to  desugarize  him  he  had  severe  insulin  reac- 
tions at  night. 

The  first  24  hours  the  protamine  seemed  to  be  al- 
most without  effect  as  compared  with  a similar  quan- 
tity of  insulin.  This  was  the  first  period  in  10  days 
in  which  he  did  not  have  a reaction  at  night  after 
running  high  blood  sugars  during  the  day. 

The  second  24  hours,  on  practically  the  same  dos- 
age, he  showed  a definite  slower  lowering  of  the 
blood  sugar  curve  and  he  had  a reaction  at  8:00  p.  m. 
The  reaction  was  slight,  came  on  slowly  and  was 
easily  relieved. 

During  the  course  of  1 week  at  home  he  was  able 
to  keep  himself  sugar  free  throughout  24  hour  per- 
iods on  3 doses — the  small  dose  at  night — without  re- 
actions. We  are  now  trying  the  effect  of  a morning 
and  evening  dose  of  protamine  insulinate. 

We  have  had  similar  effects  in  the  two  other 
cases,  with  no  severe  reactions  and  no  local  re- 
actions. 

Mr.  W.  L.  C.,  age  53: 
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preparation  should  prove  a boon  to  many  diabetic 
patients ; lessening  their  dosage,  which  is  a mone- 
tary factor  to  consider ; lessening  the  number  of 
injections,  which  should  add  to  their  comfort,  and 
prolonging  and  stabilizing  the  “rest  effect"  upon 


their  pancreas,  which  should  add  materially  to 
their  well  being. 
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SYSTEMIC  THRUSH  IN  CHILDHOOD 
During  twenty-five  years  of  pediatric  practice 
Frederic  W.  Schultz,  Chicago  ( Journal  A.  M.  A., 
Aug.  31,  1935),  has  seen  five  patients  with  gen- 
eralized systemic  thrush,  all  showing  very  unus- 
ual symptoms.  Four  of  these  cases  are  reported 
here;  the  fifth  case  was  the  one  reported  by  Dr. 
Christison.  The  patient  had  been  under  the  au- 
thor's care  for  about  one  year.  The  interesting 
feature  of  the  cases  reported  consists  in  the  extra- 
ordinary symptoms  presented.  The  dwarfing  ef- 
fect of  the  disease  presented  in  two  of  the  cases 
and  the  generalized  alopecia  noted  in  three  of 
them  have  to  his  knowledge  not  been  reported  in 
the  literature.  The  fairly  rapid  form  of  sepsis 
observed  in  the  case  of  the  infant  also  seems  to 
be  exceedingly  rare.  All  four  of  the  cases  illus- 
trate the  formidable  nature  of  this  disorder  when 
it  becomes  a generalized  infection,  and  the  re- 
markable ineffectiveness  of  any  form  of  treat- 
ment. 


PRESENT  STATUS  OF  TESTS  FOR  ACUTE  ALCOHOLISM* 

B.  CARL  RUSSUM,  M.  D„ 

From  Department  of  Pathology,  Bacteriology  and  Preventive  Medicine, 
The  Creighton  University  School  of  Medicine, 

Omaha,  Nebraska 


To  the  Railroad  Surgeon  the  recognition  of 
acute  alcoholism  has  always  been  important.  The 
present  widespread  consumption  of  alcoholic 
liquor  even  more  frequently  raises  the  question 
of  intoxication.  This  is  especially  frequent  in  ac- 
cidents involving  trains  and  autos.  It  is  often 
very  important  to  determine  whether  a car  driver 
is  drunk.  The  mounting  toll  of  auto  accidents  in- 
dicates that  many  of  them  are.  Accidents  to  pas- 
sengers on  trains  and  elsewhere  are  often  due  to 
neglect  of  safety  precautions  and  alcohol  is  often 
an  important  factor  in  causing  this  neglect.  It  is 
sometimes  alleged  that  an  employee  is  intoxicated 
and  his  job  as  well  as  large  sums  of  money  may 
depend  upon  the  findings  of  those  whose  duty  it 
is  to  decide  whether  alcoholism  is  present. 

*Read  before  the  7th  Annual  Meeting  of  the  Medical  Associa- 
tion of  the  Missouri  Pacific  Railroad,  Omaha,  Nebraska,  Janu- 
ary 31,  1936. 


In  a well  established  case  of  acute  alcoholism 
the  diagnosis  is  usually  evident.  In  borderline 
cases,  however,  the  decision  is  often  difficult. 
Often  alcohol  has  obviously  been  consumed,  but 
in  questionable  amounts  and  the  defense  alleges 
that  the  conduct  could  not  be  due  to  the  small 
amount  taken.  Often  persons  are  suddenly 
sobered  by  an  accident  or  contact  with  the  police 
and  methods  of  determining  alcoholism  in  such 
cases  would  be  valuable. 

One  may  be  under  the  influence  of  alcohol 
which  seriously  affects  his  behavior,  especially  in 
autos,  without  exhibiting  the  frank  syndrome  of 
drunkenness. 

Many  things  may  prevent  a correct  diagnosis 
of  acute  alcoholism.  A number  of  illnesses  may 
simulate  drunkeness.  Strong  odors  from  garlic, 
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essential  oils,  halitosis,  acidosis  and  uremia  may 
hide  or  disguise  that  of  alcohol.  In  one  of  our 
recent  cases  the  odor  of  hydrogen  sulphide  on  the 
breath  following  the  ingestion  of  certain  medica- 
tion was  mistaken  for  alcohol.  The  odor  of  al- 
cohol on  the  clothing  may  suggest  an  alcoholic 
breath,  as  in  another  of  our  cases.  An  automo- 
bile driver  was  accused  of  drunkenness  because 
he  was  so  unfortunate  as  to  have  a whiskey  bot- 
tle in  his  front  coat  pocket  at  the  time  of  an  acci- 
dent. The  bottle  was  broken  and  the  coat  sat- 
urated with  whiskey  and  naturally  he  was  ac- 
cused of  having  consumed  some  of  the  whiskey. 

There  is  no  single  test  for  drunkenness  which 
has  medical,  legal  and  social  implications. 

By  an  encylopedia  intoxication  is  described  as 
“the  state  produced  by  the  excessive  use  of  alco- 
holic liquids.  In  the  first  stage  the  circulation  of 
the  blood  becomes  somewhat  more  rapid  and  all 
the  functions  of  the  body  and  the  mind  are  exer- 
cised with  more  freedom.  In  the  second  stage 
the  effect  on  the  brain  is  more  decided.  The 
peculiarities  of  character  and  the  faults  of  tem- 
perament manifest  themselves  without  reserve: 
the  secret  thoughts  are  disclosed  and  the  sense  of 
propriety  is  lost.  In  the  next  stage  conscious- 
ness is  still  more  weakened,  the  ideas  lose  their 
connection,  dizziness,  double  vision  and  other  dis- 
comforts arise,  until,  finally  the  excitement  par- 
takes of  the  nature  of  delirium  and  is  followed  by 
a more  or  less  prolonged  stupor,  often  by  dan- 
gerous coma.” 

When  we  turn  to  medicine  for  an  exact  defini- 
tion we  find  that  Cecil* 1),  for  instance,  does  not 
give  a definition,  but  lists  the  symptoms. 

Acute  alcoholism  is  defined  by  Stedman’s 
Medical  Dictionary*2)  as — “intoxication,  drunk- 
enness, a temporary  mental  disturbance  with 
muscular  incoordination  and  paresis  induced  by 
the  ingestion  of  alcoholic  beverages  in  poisonous 
amounts.” 

Tbs  law  does  not  definitely  define  drunken- 
ness, but  leaves  the  decision  for  the  jury  to  decide 
as  a matter  of  fact. 

With  Carlson(3)  we  would  limit  “alcoholic  in- 
toxication to  any  or  all  immediate  effects  of  al- 
cohol” and  would  define  drunkenness  as  “that 
degree  of  alcoholic  intoxication  at  which  the  in- 
dividual becomes  a nuisance  or  a danger  to  his 
fellow  men.” 

Before  we  discuss  the  methods  of  determining 
acute  alcoholism,  let  us  review  the  established 
facts  concerning  absorption  and  distribution  of 
alcohol  in  the  body. 


The  alcohol  in  the  blood  is  related  to  the 
amount  consumed  when  imbibed  under  constant 
conditions*4).  It  reaches  a maximum  in  about 
one  hour,  as  does  glucose.  Even  six  to  twelve 
hours  later  the  blood  contains  much  of  it.  After 
reaching  the  maximum  it  disappears  from  the 
blood  at  a uniform  rate  independently  of  the 
blood  concentration.  Note  that  these  statements 
are  true  only  “under  constant  conditions,”  such 
as  those  present  in  an  experiment. 

The  alcoholic  concentration  in  the  blood  rises 
more  rapidly  and  higher  after  rapid  drinking  and 
after  the  ingestion  of  strong  solutions. 

All  foods,  especially  bread  and  milk,  depress 
the  absorption  rate.  The  larger  the  man  the  less 
the  concentration  as  a general  rule.  Neither  bone 
nor  fat  absorb  alcohol  to  any  extent,  however, 
and  since  about  one  third  of  the  body  is  skeleton 
one  has  to  allow  for  non-absorption  of  this 
amount.  The  concentration  in  the  blood  of  ab- 
stainers is  greater  than  in  heavy  drinkers. 

The  alcohol  in  the  urine  is  always  in  a greater 
concentration  than  in  the  blood,  except  during  the 
first  half  hour.  At  one  hour  it  is  1.32  in  the 
urine  compared  to  1.0  in  the  blood ; at  two  and 
one-half  hours  it  is  1.37.  The  alcoholic  concen- 
tration of  the  blood  is  related  to  the  symptoms 
of  intoxication. 

Alcohol  is  also  excreted  on  the  breath. 

It  should  be  pointed  out  here  that  the  alcohol 
in  the  stomach  and  the  bowel  is  not  an  index  of 
drunkenness.  Its  presence  only  indicates  that  it 
has  been  ingested. 

In  the  following  discussion  we  shall  consider 
only  laboratory  methods  for  determination  of 
drunkenness.  Each  of  you  already  has  his  criteria 
for  a clinical  determination  of  drunkenness.  Can 
the  various  chemical  tests  verify  your  clinical 
decision  and  can  such  chemical  findings  corro- 
borate your  clinical  judgment  in  court? 

The  attempts  to  diagnose  acute  alcoholism  by 
chemical  methods  and  to  correlate  these  results 
with  clinical  findings,  have  been  concerned  with 
the  quantitative  estimation  of  alcohol  in  the  body 
tissues  after  death  and  in  the  body  fluids  or  ex- 
creta during  life.  The  aim  of  numbers  of  work- 
ers on  this  subject  during  the  past  ten  years  has 
been  to  establish  definite  amounts  of  alcohol  in 
the  body  tissues  which  could  be  said  to  indicate 
various  degrees  of  intoxication  with  sufficient 
precision  to  have  medicolegal  value. 

From  a survey  of  the  literature  for  the  past 
ten  years,  and  our  own  observations  on  patients 
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before  and  after  death,  we  are  led  to  make  the 
following  assertions  and  to  advance  arguments 
in  their  support: 

1.  Accurate  determination  of  acute  alcohol- 
ism is  possible  after  death  by  examination  of  the 
brain. 

2.  Acute  alcoholism  can  be  determined  dur- 
ing life  with  a fair  degree  of  accuracy  by  an 
examination  of  the  spinal  fluid. 

3.  The  alcoholic  content  of  other  tissues  and 
excreta — urine,  blood,  or  expired  air — are  unre- 
liable guides  in  the  diagnosis  of  acute  alcoholism. 

ALCOHOL  IN  BRAIN 

Accurate  determination  of  acute  alcoholism  is 
possible  after  death  by  examination  of  the  brain. 

The  disturbances  in  acute  intoxication  which 
are  most  important  from  a medicolegal  standpoint 
are  mental  and  muscular.  They  point  to  changes 
in  the  brain  and  indicate  that  a measure  of  the 
alcoholic  content  of  this  organ  might  enable  us 
to  gauge  the  degree  of  impairment.  It  remained 
for  Gettler(5)  in  the  Chief  Medical  Examiner’s 
office  in  the  City  of  New  York  to  attack  this 
problem.  Examination  of  the  various  organs  of 
the  bodies  of  alcoholics  indicated  to  him  that  the 
brain  furnished  the  best  index  of  the  degree  of 
intoxication.  In  this  work  Gettler(6)  reviewed 
and  experimented  with  all  the  described  methods 
for  the  determination  of  alcohol  in  tissues  and 
pointed  out  the  fallacies  of  five  of  the  six  general 
methods.  He  found  that  the  only  acceptable 
method  was  to  oxidize  the  alcohol  in  the  tissues 
to  acetic  acid  and  titrate  the  amount  of  such  acid. 
I do  not  propose  to  discuss  the  technical  chemical 
aspects  of  this  subject  at  this  time,  inasmuch  as 
we  are  primarily  concerned  with  interpretation 
and  evaluation  of  findings.  I wish  to  stress, 
however,  that  this  type  of  chemical  work,  deal- 
ing as  it  does  with  small  fractions  of  one  per 
cent,  should  be  done  only  by  an  expert  toxicolo- 
gist, thoroughly  familiar  with  his  reagents  and 
the  many  pitfalls  encountered  in  such  procedures. 
Gettler's  contribution  to  this  subject  is  based 
upon  the  examination  of  6,000  human  brains  for 
alcohol  in  a laboratory  where  1,600  toxicological 
examinations  are  performed  each  year. 

Gettler's  conclusions,  which  we  have  had  only 
a limited  opportunity  to  repeat,  indicate  that  the 
brain  is  the  organ  of  first  importance  for  alco- 
holic determination  in  questions  of  drunkenness 
and  that  it  normally  contains  less  than  0.0025  per 
cent.  In  persons  who  have  partaken  of  alcohol 
the  brain  contains  0.005  to  0.6  per  cent.  If  the 


alcoholic  content  is  below  0.1  per  cent  it  is  desig- 
nated as  one  plus  and  no  abnormal  physiological 
effects  are  seen.  Patients  with  0.1  to  0.25  per 
cent  and  designated  as  2 plus  show  some  physio- 
logical disturbance,  such  as  increased  aggressive- 
ness and  loss  of  sense  of  care,  but  no  disturbance 
of  the  equilibrium  which  is  commonly  called  in- 
toxication. An  alcoholic  brain  content  of  0.26 
up  to  0.4  per  cent  is  designated  as  3 plus ; the 
person’s  equilibrium  is  unbalanced  and  he  is 
frankly  intoxicated. 

We  have  had  a limited  opportunity  to  test  the 
alcoholic  content  of  brains  and  these  criteria  have 
proven  of  considerable  value  to  us.  I cite  the 
following  case  to  show  the  importance  of  estimat- 
ing the  amount  of  alcohol  in  the  brain  where  al- 
coholism might  have  been  responsible  for  the 
autopsy  findings : 

R 88-1929.  A 73-year-old  white  male  was  brought 
into  the  hospital  in  coma  following  a fall  down  stairs. 
It  was  stated  that  he  had  “been  drinking  quite  a bit’’ 
at  a nearby  soft  drink  parlor  and  that  he  fell  down 
a flight  of  steps  at  home,  striking  his  head  on  the 
floor  at  the  bottom  of  the  flight.  At  the  autopsy  there 
was  found  a fracture  of  the  skull,  with  extensive 
hemorrhage  on  the  outside  of  the  brain,  evidently  due 
to  trauma.  In  addition  there  was  a spontaneous 
hemorrhage  within  the  brain.  It  was  important  to 
decide  whether  he  had  a spontaneous  hemorrhage 
into  his  brain  when  he  happened  to  be  at  the  top  of 
the  steps,  or  whether  he  fell  from  the  top  of  the 
stairs  because  he  was  drunk  and  the  hemorrhage 
inside  his  brain  followed  from  the  increased  pressure 
at  the  time  of  the  fall.  The  alcohol  content  of  this 
brain  was  0.25  per  cent.  This  would  indicate  that  he 
belonged  in  the  plus  two  group,  where  he  might  have 
some  increased  aggressiveness,  but  no  disturbance  of 
equilibrium.  Subsequent  information  disclosed  that 
the  clinical  findings  before  the  fall  indicated  that  he 
fell  down  the  stairs  following  his  spontaneous  intra- 
cerebral hemorrhage  and  not  because  he  staggered. 

The  following  case  is  taken  verbatim  from  a 
report  recently  made  by  Gettler(7)  and  indicates 
the  tremendous  importance  of  these  determina- 
tions in  accidents  connected  with  transportation. 

Case  4.  “Case  of  a famous  air  pilot.  This  flier  was 
one  of  the  first  few  who  successfully  crossed  the 
Atlantic.  Several  years  later  he  took  off  at  Roose- 
velt Field  with  two  male  occupants.  Within  a very 
few  minutes  the  plane  crashed  to  earth  and  all  three 
were  killed.  Examination  of  the  wrecked  plane  re- 
vealed nothing  as  to  the  cause  of  the  accident.  A 
necropsy  was  performed  on  the  deceased  pilot  and  his 
organs  chemically  analyzed.  The  results  of  the 
analyses  indicated  that  the  pilot  was  intoxicated  at 
the  time  he  took  off  and  evidently  his  condition  of 
intoxication  was  the  contributory  cause  of  the  fatal 
accident.’’ 

In  such  cases  as  are  described  above  the  courts 
have  refused  to  accept  the  chemical  findings  on 
the  brain  as  evidence  of  alcoholism.  We  should 
not  be  too  hasty  in  condemning  the  conservatism 
of  the  courts,  for  medical  literature  contains 
many  immature  and  erroneous  reports  concerning 
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the  diagnosis  of  alcoholism.  Perhaps  vve  of  the 
medical  profession  are  too  ready  to  accept  every- 
thing that  finds  its  way  into  print. 

One  of  our  most  important  problems  locally  is 
to  determine  the  amount  of  alcohol  in  an  embalm- 
ed body.  The  method  for  measuring  alcohol  in 
the  brain,  as  outlined  above,  is  unsatisfactory  on 
embalmed  brains.  Inasmuch  as  most  bodies  are 
embalmed  before  the  question  of  alcoholic  deter- 
mination is  raised  locally,  it  would  be  extremely 
important  to  have  a method  for  such  determina- 
tion. Russell  and  Thienes(8)  in  1932  reported 
such  a method.  We  are  experimenting  with  this 
method  and  believe  that  it  will  prove  valuable. 

Acute  alcoholism  can  be  determined  during 
life  with  a fair  degree  of  accuracy  by  an  examina- 
tion of  spinal  fluid. 

Bogen(9)  in  1927,  using  the  reduction  of 
potassium  dichromate  as  a test  for  the  presence 
of  alcohol,  stated  that  he  found  over  4 mgms.  of 
alcohol  per  c.  c.  in  the  spinal  fliud  when  the 
urine  in  the  same  case  contained  a like  amount. 
Pie  concluded  that  there  is  a parallelism  between 
the  spinal  and  urine  alcohol  content. 

In  1931  Gettler(10)  gave  decisive  findings  in 
the  matter  of  spinal  fluid  alcohol  by  determining 
concurrently  the  amount  of  alcohol  in  the  brain, 
blood  and  spinal  fliud  of  bodies.  Such  concur- 
rent determinations  were  necessary  to  find  the 
ratio  of  the  brain  alcohol  content  to  the  alcohol 
in  the  spinal  fluid.  He  found  that  in  non-alco- 
holic spinal  fluids  there  was  0.0071  percent  al- 
cohol, too  small  to  identify.  With  the  methods 
which  he  used  it  was  possible  to  recover  a maxi- 
mum of  85%  of  the  alcohol  present.  His  investi- 
gations revealed  that  the  spinal  fluid  alcohol,  as 
determined  by  lumbar  puncture,  was  always 
higher  than  that  in  the  brain.  The  smaller  the 
alcohol  content  of  the  brain,  the  larger  the  spinal 
fliud-brain  alcohol  ratio.  The  larger  the  alcohol 
content  of  the  brain  the  nearer  do  the  spinal 
fluid  values  approach  the  values  of  the  brain,  the 
spinal  fliud-brain  ratio  approaching  one.  The 
spinal  fluid-brain  alcohol  ratio  in  intoxication  is 
below  1.4  (1.4  to  1.1).  The  spinal  fluid-brain 
alcohol  ratio  in  individuals  who  have  partaken 
of  alcohol,  but  in  whom  not  enough  alcohol  has 
accumulated  in  the  brain  to  produce  drunken- 
ness, is  above  1.5  (1.5  to  3.0).  If  using  the 
spinal  fluid-brain  alcohol  ratio  to  determine  the 
amount  of  alcohol  in  the  brain  during  life,  use 
the  following  figures : 

ALCOHOL  IN  SPINAL  FLUID 

For  alcohol  content  of  spinal  fluid  (0.03-0.10%) 
divide  by  2.5. 


For  alcohol  content  of  spinal  fluid  (0.15-0.20%) 
divide  by  1.5. 

For  -alcohol  content  of  spinal  fluid  (0.25-0.50%) 
divide  by  1.2. 

For  alcohol  content  of  spinal  fluid  (0.50-0.70%) 
divide  by  1.1. 

All  cases  having  0.272  or  more  per  cent  in  spinal 
fluid  are  drunk. 

In  the  small  number  of  spinal  fluid  alcohol 
determinations  which  we  have  made,  the  above 
figures  seem  reliable  as  indices  of  the  brain  alco- 
hol content. 

The  blood  alcohol-spinal  fluid  alcohol  ratio 
varies  from  0.08  to  3.38.  The  alcohol  content  of 
the  spinal  fluid  can  be  used  as  an  index  to  intoxi- 
cation. 

In  1933  Newman  and  Mehrtens(11),  using  the 
cisternal  rather  than  the  lumbar  puncture  method 
of  collecting  spinal  fliud,  decided  that  it  gave  a 
more  accurate  picture  of  the  relation  of  spinal 
fluid  alcohol  to  blood  alcohol.  The  cisternal 
puncture  is  not  without  danger  and  should  scarce- 
ly be  done  as  a routine  measure. 

ALCOHOL  IN  OTHER  TISSUES  AND  EXCRETA 

The  alcoholic  content  of  other  tissues— urine, 
blood,  or  expired  air — are  unreliable  guides  in 
the  diagnosis  of  acute  alcoholism. 

ALCOHOL  CONTENT  OF  THE  URINE 

Bogen(9)  in  1927  examined  the  urine  and  ex- 
pired air  in  100  patients  in  an  attempt  to  corre- 
late their  alcoholic  content  with  the  clinical  diag- 
nosis of  drunkenness.  He  decided  that  an  urine 
alcoholic  content  of  .02  per  cent  or  over  paral- 
leled the  clinical  diagnosis  of  drunkenness. 

Sydney  Smith(12)  in  1932  studied  the  alcoholic 
excretion  in  the  urine.  The  alcohol  passes 
through  the  kidney  by  filtration  and  the  amount 
of  alcohol  in  the  urine  is  the  same  as  that  in 
the  blood  at  the  moment  it  is  passed.  The  actual 
amount  in  a voiding  is  the  average  over  a period 
since  the  previous  voiding.  Smith  concludes, 
and  our  work  leads  to  the  same  conclusion,  that 
the  use  of  arbitrary  figures  for  the  alcoholic  con- 
tent of  urine  to  indicate  drunkenness  is  very  fal- 
lacious because  of  variable  excretion  of  alcohol  in 
the  urine.  Smith  cites  a case  where  a very  drunk 
man  excreted  less  than  the  arbitrary  .02%  given 
by  Bogen  as  indicative  of  drunkenness,  while  in 
other  cases  he  states  that  the  amount  was  over 
that  figure  and  still  there  were  no  signs  of 
drunkenness. 

Our  own  experience  in  determining  the  alco- 
holic content  of  urine  emphasizes  the  necessity 
of  being  absolutely  sure  that  the  substance  pro- 
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ducing  the  chemical  reaction  in  the  urine  is  alco- 
hol. I cite  the  following  case  to  exemplify  this 
point : 

Following  a serious  railroad-automobile  accident 
resulting  in  the  death  of  several  persons,  one  of  the 
engine  crew  was  suspected  of  acute  alcoholism  be- 
cause of  an  odor  present  in  the  cab.  Urine  was  taken 
and  submitted  to  a chemist,  who  reported  0.2  of  \<y( 
alcohol  present  in  the  urine.  Our  examination  of 
blood  and  urine  collected  soon  afterwards  from  the 
same  individual  revealed  no  alcohol  in  either.  The 
odor  responsible  for  creating  the  suspicion  of  alco- 
holism was  that  of  hydrogen  sulphide,  caused  by 
belching  after  taking  a certain  well  known  proprietary 
oil  sold  in  capsules.  When  my  associate,  Dr.  T.  Mc- 
Curdy, took  some  of  this  medicine  we  were  able  to 
secure  a reaction  in  his  urine  similar  to  the  one  usual- 
ly given  by  alcohol.  It  was  quite  evident  that  this 
medicine  had  produced  the  reaction  in  the  urine  of 
the  suspected  man  and  that  he  had  not  taken  any 
alcohol.  This  case  illustrates  the  fallacy  of  drawing 
conclusions  on  the  odors  on  the  breath  and  the  mis- 
take of  attributing  to  alcohol  every  reaction  which 
occurs  in  the  urine  with  the  commonly  used  technique 
for  alcohol  determination. 

ALCOHOL  IN  THE  BLOOD 

When  alcohol  is  taken  by  mouth  it  is  rapidly 
absorbed  by  the  stomach  and  small  bowel  and 
taken  to  all  the  fluids  and  tissues  in  approximate- 
ly equal  amounts,  so  that  in  approximately  one 
and  one-half  hours  it  is  all  absorbed.  It  has 
been  taught  that  analysis  of  blood,  urine  and  tis- 
sues gives  a fairly  accurate  measure  of  the  al- 
cohol present (13).  If  alcohol  is  present  in  the 
blood  in  the  same  percentage  as  in  the  brain,  then 
determination  of  the  alcoholic  content  of  the 
blood  could  be  used  as  an  index  of  the  amount 
in  the  brain.  But  one  should  be  very  careful  in 
estimating  the  degree  of  intoxication  by  examina- 
tion of  the  blood.  The  symptoms  of  drunken- 
ness that  lead  to  medicolegal  questions  are  those 
due  to  the  alcoholic  content  of  the  brain,  not  the 
alcoholic  content  of  the  blood.  Smith(12)  in  1932 
pointed  out  that  an  examination  of  blood  alcohol 
enables  one  to  determine  the  minimum  amount 
consumed,  making  proper  allowances  for  the  bony 
skeleton  which  comprises  one-third  of  the  body 
weight  and  does  not  contain  alcohol.  If  one 
knows  the  time  the  alcohol  was  consumed  the 
amount  metabolized  can  be  allowed  for.  It  is 
dangerous  to  venture  an  opinion  of  more  than 
a minimum  amount  consumed.  This  is  always 
less  than  the  amount  actually  consumed. 

In  1934  Carlson(3)  gave  measured  amounts  of 
alcohol  to  human  beings  and  found  that  the 
average  maximum  blood  alcohol  reached  1.17 
mgms.  per  cc  and  that  there  was  no  consistent 
physiological  impairment  below  that  level.  He 
found  a fair  parallelism  between  the  rate  and 
concentration  of  alcohol  consumption,  the  con- 
centration in  the  blood  and  urine,  the  degree  of 


impairment  of  performance  and  the  deviation 
from  normal  behavior,  although  the  latter  varied 
greatly  with  the  individual  and  the  environment. 
No  one  with  a blood  alcohol  below  1 mgm.  per 
cc  was  regarded  as  drunk. 

The  most  convincing  work  on  blood  alcohol 
was  by  Gettler(10)  again  in  1931.  He  compared 
the  blood  alcohol  to  the  alcohol  in  the  brain  and 
spinal  fluids  of  cadavers.  The  blood  alcohol  con- 
tent varied  greatly,  in  some  cases  higher  and  in 
some  lower  than  the  brain  alcohol.  The  blood 
alcohol-brain  alcohol  ratios  ranged  from  0.66  to 
4.55.  There  was  no  regularity  similar  to  that 
existing  between  the  brain  and  spinal  fluid  al- 
cohols. The  blood  alcohol  amount  depends  upon 
the  stage  of  absorption  when  death  intervenes. 
Blood  alcohol  cannot  be  used  to  estimate  the 
alcohol  in  the  brain,  and  it  is  the  alcohol  in  the 
brain  that  causes  drunkenness.  The  blood  alco- 
hol-spinal fluid  alcohol  ratio  varies  widely  from 

0.08  to  3.39. 

EXPIRED  AIR 

Bogen(9)  in  1927  studied  the  alcohol  content  of 
expired  air  and  decided  that  alcohol  in  the 
breath  approaches  the  amount  in  the  blood.  He 
reported  100%  of  those  with  3 mgms.  per  cc  of 
alcohol  in  the  expired  air  were  clinically  drunk. 
The  alcohol  concentration  in  the  expired  air  also 
keeps  pace  with  that  in  the  urine. 

The  wide  margin  of  error  encountered  in  at- 
tempting to  estimate  drunkenness  by  the  alcohol 
in  the  expired  air  has  been  pointed  out  by  Sydney 
Smith ( 12 >.  Deep  breathing  gives  more  alveolar 
air  and  therefore  more  alcohol.  The  alcohol  con- 
tent of  blood  and  air  do  not  correspond.  Al- 
though the  curve  of  alcohol  in  the  breath  follows 
that  of  the  urine  there  is  no  constant  relation  be- 
tween the  two.  It  is  quite  evident  that  determina- 
tion of  the  alcohol  content  of  expired  air  cannot 
be  relied  upon  to  give  an  accurate  picture  of  the 
alcoholic  content  of  the  brain  upon  which  the 
symptoms  depend. 

CONCLUSIONS 

From  the  foregoing  rather  superficial  summary 
of  the  status  of  the  question  of  acute  alcoholism, 
I would  cautiously  conclude  that : 

1.  One  can  conclude  that  acute  alcoholism 
in  some  degree  was  present  if  a skilled  toxicolo- 
gist finds  in  the  brain  of  a deceased  person  over 
0.1  per  cent  alcohol. 

2.  Determination  of  the  alcohol  content  of 
lumbar  spinal  fluid  during  life  can  be  used  as  an 
approximate  index  of  the  probable  amount  of  al- 
cohol in  the  brain  of  the  same  individual,  but 
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evidence  furnished  by  such  determination  should 
be  supported  by  skilled  clinical  observation. 

3.  The  alcoholic  content  of  the  blood,  urine 
and  expired  air  does  not  of  itself  indicate  drunk- 
enness, but  may  be  of  value  in  supporting  a 
clinical  diagnosis. 
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THE  FUTURE  IN  THE  PRACTICE  OF  MEDICINE 

M.  C.  SMITH,  Executive  Secretary, 

The  Nebraska  State  Medical  Association, 

Curtis,  Nebraska. 

IN  TWO  PARTS— PART  I 


What  is  to  be  the  future  in  the  practice  of 
medicine?  I wish  that  I might  have  the  fore- 
sight and  judgment  to  make  a correct  prediction 
and  to  answer  this  question  in  a positive  manner. 
Because  there  is  a certainty  that  anyone  who 
could,  would  have  the  power  of  changing  the  fu- 
ture of  many  young  men  who  are  on  the  verge 
of  selecting  a career,  and  would  to  a large  extent 
affect  those  who  are  already  in  the  practice  of 
medicine. 

It  is  a fact,  that  to  a greater  extent  than  econ- 
omists or  the  people  in  general  recognize,  motives 
other  than  financial  ones  influence  the  desire  to 
enter  the  medical  profession.  It  has  always  been 
considered  a more  or  less  altruistic  profession, 
and  many  who  enter  it  have  a desire  to  contribute 
to  the  public  social  welfare,  they  may  have  scien- 
tific curiosity  and  there  is  also  the  element  of 
family  tradition  which  enters  into  the  decision 
of  many  a young  man  who  is  seeking  his  place 
in  the  sun.  However,  it  is  always  expected  that 
it  is  a profession  which  will  return  a fair  mone- 
tary reward,  and  it  is  probably  true  that  the  re- 
turns are  somewhat  larger  than  in  some  profes- 
sions and  many  lines  of  business  endeavor,  yet  at 
the  same  time,  the  return  is  not  to  be  considered 
great  when  the  cost  of  education,  and  the  time 
and  effort  spent  in  acquiring  the  amount  of 
knowledge  necessary  for  licensure  are  considered. 

There  has  been  no  survey  made  of  the  amount 
of  incomes  from  the  practice  of  medicine  in  the 


state  of  Nebraska,  but  some  other  states  which 
have  had  such  surveys  give  us  some  idea  of 
what  might  be  expected  under  present  day  con- 
ditions. In  the  state  of  California  a survey  of 
1,549  doctors  of  medicine  shows  that  in  1933, 
51.5  per  cent  had  an  income  of  less  than  $3,000, 
and  80  per  cent  were  less  than  $6,000.  This  was, 
of  course,  in  a year  when  we  know  that  busi- 
ness was  in  one  of  the  major  depressions  of  all 
times. 

However,  in  1931,  a much  better  year  finan- 
cially for  business  as  a whole,  a survey  of  1,289 
physicians  in  private  practice  in  the  state  of 
Michigan  showed  that  43.5  per  cent  had  an  in- 
come of  less  than  $3,000  and  79.8  per  cent  had 
an  income  of  less  than  $6,000.  In  1930  in  the 
state  of  Wisconsin  there  were  24  per  cent  of  the 
physicians  who  had  been  in  practice  over  a period 
of  from  10  to  25  years  who  had  a net  income  of 
less  than  $1,000,  in  communities  up  to  2,000  popu- 
lation. In  the  same  state  the  net  income  of  57.9 
per  cent  of  all  physicians  was  less  than  $4,000. 
These  figures  may  perhaps  not  apply  to  this  par- 
ticular society  and  perhaps  may  not  entirely  hold 
true  in  our  own  state  for  various  reasons,  but  it 
does  show  a rather  indicated  trend  of  incomes 
from  the  practice  of  medicine  in  this  country. 

Yet  we  find  those  who  will  say  that  the  aver- 
age income  of  the  physician  is  much  larger  than 
the  average  individual  who  has  approximately 
the  same  amount  of  education  in  their  particular 
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lines  and  who  carry  a much  larger  investment  in 
their  everyday  business.  We  find  many  who  will 
also  say  that  this  is  due  to  the  fact  that  the  medi- 
cal profession  has  always  based  their  charges  for 
medical  services  on  a sliding  scale,  charging  what 
the  traffic  will  bear,  with  unusually  large  charges 
to  those  who  are  able  to  pay ; all  they  are  able 
to  get  from  those  in  the  middle  class ; and  are 
neglectful  of  medical  service  to  the  very  poor. 
These  statements  are  made  by  those  who  do  not 
know,  and  oft  times  are  wont  to  spread  this  in- 
formation to  the  public  for  a specified  reason. 
This  practice  is  predetermined  as  one  peculiar  to 
the  medical  profession,  but  is  it  not  true  that  this 
is  a popular  practice  among  many  professions 
and  business  institutions?  This  practice  is  the 
basis  of  all  railroad  freight  charges.  It  is  also 
the  principle  on  which  the  graduated  income  tax 
is  based  and  is  to  a considerable  degree  incor- 
porated in  all  professions. 

Recently  numerous  surveys  have  been  made 
to  show  that  a considerable  percentage  of  the 
population  need  and  desire  medical  services 
which  they  cannot  obtain  because  of  inability  to 
pay  for  them.  However,  there  are  a number  of 
points  to  be  studied  regarding  these  surveys  be- 
fore we  accept  them  as  being  authentic.  We  find 
that  in  these  surveys  there  has  never  been  any 
report  of  the  number  of  those  who  were  in  need 
of  medical  service  and  who  asked  for  it  but  were 
unable  to  obtain  it.  There  has  been  nothing  said 
of  those  who  because  of  religious  or  other  beliefs, 
rejected  any  service  or  who  preferred  the  atten- 
tion of  cults  or  who  wished  to  purchase  patent 
medicines  or  to  prescribe  for  themselves.  The 
lack  of  diagnosis  by  skilled  practitioners  leaves 
us  uninformed  of  the  number  of  these  who  were 
of  sufficient  severity  to  necessitate  medical  at- 
tention. These  surveys  were  in  some  instances 
made  by  lay  persons  who  are  not  trained  to  rec- 
nize  disease  and  to  classify  it  in  such  a way  as  to 
give  us  any  knowledge  of  the  necessity  for  medi- 
cal care.  In  some  cases,  apparently  to  avoid  the 
need  of  expert  judgment,  which  would  show 
facts,  standard  definitions  of  illness  were  formu- 
lated. These  definitions  made  illness  synonymous 
with  absence  from  work  or  school  or  the  purchase 
of  drugs.  There  is  probably  some  correlation  be- 
tween these  incidents  and  illness,  but  the  two  are 
certainly  not  identical,  and  we  cannot  accept  any 
such  as  measuring  the  need  of  medical  care. 

These  surveys  and  a short  discussion  of  them 
together  with  a small  survey  of  medical  incomes 
brings  us  to  a subject  which  has  created  a great 
deal  of  discussion  among  the  medical  profession 
in  recent  times  and  not  some  little  alarm.  We 


are  referring  to  the  practice  of  State  Medicine  or 
Socialized  Medicine. 

This  particular  type  of  the  practice  of  medicine 
has  been  placed  before  the  medical  profession  for 
a good  many  years.  As  one  medical  magazine 
recently  stated  it,  had  it  not  been  for  the  fear  of 
State  Medicine,  the  medical  journals  would  have 
run  out  of  anything  to  print  a long  time  ago. 
Many  doctors  who  have  a long  period  of  years 
in  practice  and  have  always  had  this  as  a part  of 
their  regular  discussions  have  ceased  to  fear  such 
a thing.  It  is  like  the  little  boy  who  cried  “Wolf! 
Wolf!’’  so  many  times  that  he  was  not  taken 
seriously,  and  many  of  these  physicians  do  not 
feel  that  there  is  any  great  danger  at  the  present 
time  that  anything  absolute  will  develop  in  the 
practice  of  socialized  medicine. 

Yet,  there  are  many  factors  which  we  must 
take  into  consideration,  which  apparently  has 
rushed  to  us  this  demand  for  a different  type  of 
medical  practice.  During  the  pJast  few  years 
there  has  been  a great  advance  in  the  scientific 
side  of  the  practice  of  medicine.  Where  only  a 
few  years  ago  medical  care  was  a practice  of 
giving  the  best  possible  care  of  the  times  and 
hoping  that  a combination  of  that  care  with 
Mother  Nature,  the  great  physician,  would  pro- 
duce the  desired  results,  the  present  practice  is 
quite  different.  The  modern  physician  can  now 
explore  practically  every  cavity  of  the  body  and 
diseases  which  only  a few  years  ago  were  an  un- 
answerable problem  to  the  doctor  of  that  time, 
have  become  commonplace  and  readily  yield  to 
treatment  under  modern  methods.  However,  the 
present  day  cost  of  the  practice  of  medicine  has 
increased  to  a large  extent  through  the  use  of 
this  increased  knowledge  and  equipment.  And 
though  the  medical  profession  has  always  lived 
up  to  its  traditions  of  giving  the  best  possible 
care  to  rich  and  poor  alike  there  has  been  created 
an  increased  cost,  which  must  be  borne  by  some- 
one, someplace.  This  cost  has  not  increased  to 
any  greater  extent,  however,  than  costs  of  other 
commodities,  if  we  might  call  medical  service  a 
commodity,  and  was  not  particularly  noticeable 
at  a time  when  family  incomes  were  at  their 
peaks  and  constantly  on  the  increase,  but  during 
such  a period  as  the  last  depression  when  family 
incomes  have  decreased  to  such  a marked  degree 
there  has  come  about  an  economic  change  which 
has  been  more  or  less  gradual  but  none  the  less 
sure. 

It  was  only  a few  years  ago  that  to  be  an  ob- 
ject of  charity  was  considered  one  of  the  greatest 
of  disgraces,  and  it  was  almost  unthinkable  that 
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anyone  other  than  those  who  were  sick,  disabled 
or  aged  should  have  any  consideration  for  help 
from  any  government  agency,  either  local  or  fed- 
eral. Almost  all  charity  at  that  time  was  dis- 
pensed by  religious  institutions  or  those  who  were 
inclined  to  feel  it  a Christian  duty  to  look  after 
the  welfare  of  their  less  fortunate  fellows.  That 
was  the  day  of  the  “rugged  individualist”  and  it 
was  a sorry  and  hopeless  plight  for  those  who 
found  it  necessary  to  accept  charity  of  any  kind. 
However,  this  picture  has  been  gradually  chang- 
ing for  a number  of  years  and  a much  more  rapid 
change  has  been  noted  within  the  past  twenty- 
five  years  especially.  The  word  "pauper”  has 
almost  passed  out  of  the  picture  and  we  find  that 
now,  those  who  are  not  able  or  willing  to  expend 
the  effort  to  care  for  themselves  are  classed  as 
"poor"  or  “indigent”  or  "dependent.”  It  sounds 
much  better,  The  old  “poor  house”  which  was 
supposed  to  be  over  the  hill,  has  been  replaced  by 
infirmaries,  hospitals  and  "homes”  of  various 
types.  Even  the  word  “charity”  has  been  cleaned 
up  by  changing  it  to  “aid”  thus  relieving  it  of  its 
pauper  sting.  These  changes  have  even  been 
recognized  by  the  states  and  federal  government 
and  laws  have  been  incorporated  which  have 
greatly  increased  the  burden  on  taxation  of  what 
we  now  call  federal  and  state  "aid.”  To  take 
care  of  this  rise  of  social  welfare  interest  we  find 
that  there  has  arisen  with  it  a different  class  of 
workers.  Where  a few  years  ago,  practically  all 
charity  was  dispensed  by  people  who  had  time 
and  quite  often  money  to  give  to  such  a worthy 
work,  we  now  find  an  army  of  Social  Workers 
within  our  midst  who  are  trained  especially  for 
this  work  and  who  make  it  a life  business. 

A census  in  1930  listed  31,240  members  of  this 
profession  and  over  50,000  more  who  were  em- 
ployed as  "keepers”  of  charity  and  penal  insti- 
tutions, religious  workers  and  public  probation 
and  truant  officers.  This  number  has  probably 
increased  by  a large  number  since  that  time,  since 
we  have  colleges  and  institutions  turning  them 
out  every  year,  trained  especially  for  this  partic- 
ular type  of  work. 

Since  medical  care  is  always  an  important  part 
of  any  care  of  the  indigent  or  unfortunate  class 
we  find  that  this  growing  army  of  workers  have 
devoted  a large  portion  of  their  time  to  surveys 
and  work  to  show  that  this  particular  class  of  peo- 
ple among  whom  they  are  working  can  ascribe 
a large  proportion  of  their  ills  to  the  fact  that 
they  lack  the  proper  medical  care,  which  if  ob- 
tained might  put  them  back  in  the  productive 
class  and  able  to  care  for  themselves.  With  this 
in  mind  they  have  conceived,  apparently,  the  fine 


idea,  that  they  should  control  the  practice  of  med- 
icine and  direct  it  in  the  channels  and  in  the  way 
they  think  it  should  go,  rather  than  to  be  guided 
in  medical  care  by  those  who  have  spent  years  of 
study  in  medical  problems  that  they  might  be 
equipped  to  give  the  proper  kind  of  care  to  those 
who  are  in  need  of  it.  If  they  can  accomplish 
this  end  they  have  secured  a means  which  gives 
them  the  closest  contact  obtainable  to  the  home 
and  have  increased  the  security  of  their  position 
to  a place  where  it  will  become  an  American  in- 
stitution. There  is  undoubtedly  an  important 
place  in  our  economic  life  for  the  social  worker. 
There  are  many  problems  which  they  can  help 
the  indigent  solve  which  cannot  be  solved  alone, 
but  in  the  matter  of  medical  care,  it  has  never 
been  shown  in  the  past  that  there  is  anyone  who 
is  able  to  administer  that  care  other  than  one  who 
has  devoted  a particular  amount  of  study  to  its 
peculiar  problems. 

One  fact  is  very  evident,  and  that  is,  that  part- 
ly through  the  silence  of  the  medical  profession 
regarding  these  problems,  these  organizations 
have  gained  a strong  foothold.  Their  numbers 
are  constantly  increasing  and  unless  the  medical 
profession  does  something  definite  about  the 
problem  to  protect  themselves  and  their  patients 
someone  else  will.  The  medical  profession  has 
been  so  intent  on  increasing  its  scientific  knowl- 
edge through  research  and  thus  better  preparing 
themselves  for  the  care  of  their  patients  that  the 
economic  side  of  the  practice  of  medicine  has 
failed  to  follow  along  with  the  scientific.  And 
through  this  lack  of  balance  of  the  two  very  im- 
portant features  of  the  practice  of  medicine  these 
outside  forces  and  influences  have  gained  a wide 
scope  of  influence  and  sympathy.  The  public 
through  various  means  of  education,  such  as 
talks  before  various  types  and  kinds  of  lay  organ- 
izations, has  been  educated  to  a false  idea  of  the 
supposed  failings  and  shortcomings  of  the  dis- 
tribution of  medical  service,  and  since  they  have 
received  very  little  education  from  the  medical 
profession  as  to  the  proper  solution  of  these  prob- 
lems, they  are  found  to  be  in  sympathy  to  a cer- 
tain extent  with  the  program  as  outlined  by  the 
social  workers.  We  find  a large  class  of  people 
who  are  looking  forward  to  the  time  when 
through  the  organization  which  the  social  work- 
er represents  they  can  receive  an  unlimited 
amount  of  medical  service  free.  And  it  appears 
now  expedient  that  they  should  be  informed  of 
the  things  which  they  may  expect  along  with  the 
free  medical  service — things  which  they  do  not 
know  of  or  realize.  They  do  not  know  that  ex- 
perience with  socialized  medicine  in  other  conn- 
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tries  has  proven  unsatisfactory  in  many  ways. 
They  do  not  know  that  when  the  practice  of  med- 
icine becomes  a commercialized  matter  and  is 
dispensed  by  some  lay  organization,  they  may  ex- 
pect that  their  personal  choice  of  physician  is 
likely  to  be  entirely  removed,  that  the  intimate 
secrecy  between  the  physician  and  his  patient  is 
taken  away.  They  cannot  forsee  that  when  the 
practice  of  medicine  has  turned  purely  to  a social- 
ized basis  it  will  cease  to  attract  the  best  minds 
in  the  country  who  give  their  life  and  their  time 
to  research  and  study  in  order  that  the  best  in- 
terests of  the  patient  are  always  guarded.  They 
are  not  in  a position  to  know  that  when  the  prac- 
tice of  medicine  is  reduced  to  a mere  clerkship, 
it  will  also  lower  the  quality  of  service  which 
they  may  expect  to  have  rendered. 

It  is  quite  evident  then  that  the  medical  pro- 
fession as  a whole  has  an  obligation  to  fulfill  in 
defending  the  public  against  something  which 
they  know  nothing  about,  just  as  the  medical 
profession  has  always  done  in  the  past.  Equipped 
with  the  knowledge  of  the  result  of  a practice 
of  State  Medicine  as  it  has  been  shown  under 
tests,  not  only  to  the  patient  but  to  the  doctor 
himself,  it  should  then  become  an  additional 
pledge  of  those  who  are  in  the  practice  of  medi- 
cine to  give  adequate  study  and  research  to  this 


present  problem,  such  as  would  be  given  to  any 
other  disease  which  might  affect  the  well  being 
of  those  we  serve. 

In  discussing  the  present  day  situation  regard- 
ing the  economic  side  of  the  practice  of  medicine 
and  finding  conditions  as  they  are,  we  next  ap- 
proach the  question  or  thought  of  what  should 
be  done  and  how  it  should  be  done  in  order  that 
we  might  preserve  always  the  traditions  of  this 
noble  profession  and  know  that  in  the  future  the 
interests  of  the  patients  are  to  be  as  carefully 
guarded  as  they  have  been  in  the  past. 

The  first  essential  in  the  solution  of  this  prob- 
lem is  that  the  medical  profession  must  become 
a solid  unit.  There  must  be  an  organization 
which  moves  with  a common  thought  and  a com- 
mon viewpoint.  Since  a large  part  of  the  work 
of  the  social  worker  is  based  upon  a political 
set-up,  it  appears  that  whether  or  not  the  medical 
profession  wishes  to,  the  time  has  come  when  we 
must  be  more  interested  in  the  political  side  of 
our  situation.  With  an  organization  built  up  as 
a solid  unit  we  are  sure  to  gain  much  more  re- 
spect from  those  in  political  power,  and  this  is  a 
necessity  if  we  are  to  gain  those  objectives  we 
hope  to  reach. 

(Concluded  in  the  next  number.) 


FRACTURES  AND  DISLOCATIONS  OF  THE  CERVICAL  SPINE* 
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(From  the  Department  of  Orthopaedic  Surgery  and  Fracture  Service, 
University  of  Nebraska,  College  of  Medicine), 
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Fractures  and  dislocations  of  the  cervical  spine 
may  be  grouped  into  traumatic  and  pathological 
types.  In  addition,  they  may  be  conveniently  di- 
vided into  those  involving  the  two  upper  cervical 
segments ; namely,  the  atlas  and  axis,  and  those 
of  the  middle  and  lower  third.  In  the  former, 
unilateral  and  total  dislocations  are  commonly 
seen,  often  without  fracture,  because  of  the  shal- 
low and  horizontal  character  of  the  facet  between 
the  atlas  and  axis.  P'rom  the  third  to  the  seventh 
cervical  region,  simple  dislocations  also  may  oc- 
cur, but  not  infrequently  there  are  noted  associ- 
ated fractures  either  of  the  compression  type  in- 
volving the  body,  chip  fractures  of  the  vertebral 
margins  or  fractures  through  the  pedicles  and 
laminae. 

ETIOLOGY 

The  mechanism  of  injury  in  both  instances  is 
that  of  indirect  violence.  A sudden,  severe  twist 
is  usually  the  type  of  injury  producing  a uni- 

* Lecture  presented  at  the  meeting  of  the  Omaha  Mid-West 
Clinical  Society,  October  29,  1935. 


lateral  dislocation,  although  on  occcasions  this 
rotation  mechanism  may  be  of  relatively  minor 
degree  as  in  individuals  stretching  or  rotating  the 
head  in  the  ordinary  activities  of  every-day  life. 
The  compression  fractures  and  anterior  disloca- 
tions occur  as  a result  of  striking  on  the  vertex 
with  the  neck  in  acute  flexion.  Diving  accidents, 
falling  from  a height,  or  downstairs,  and  auto- 
mobile injuries  contribute  the  major  number  of 
these  lesions.  If  the  head  is  in  hyper-extension 
at  the  time  of  the  impact,  a posterior  dislocation 
of  the  first  on  the  second  occurs  and  this  was 
encountered  once  in  our  group  in  an  elderly  lady 
who  fell  downstairs  in  such  a manner  that  her 
head  was  forced  sharply  backward.  The  cervical 
spine  was  fixed  in  hvper-extension  and  x-rays 
disclosed  a partial  posterior  dislocation  of  the  at- 
las on  the  axis.  This  is  rather  an  uncommon 
finding,  but  easily  diagnosed.  The  majority  of 
the  cervical  lesions  are  found  in  the  fourth,  fifth, 
and  sixth  segments.  Cases  of  dislocation  in  the 
cervical  region  have  been  reported  as  a result  of 
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chiropractic  manipulations  as  well  as  in  anes- 
thetized patients  as  they  are  moved  from  the  op- 
erating table  to  the  cart  or  bed. 

It  must  also  be  borne  in  mind  that  cases  of  dis- 
locations and  fractures  of  the  cervical  spine  occur 
as  a pathological  phenomena  without  history  of 
definite  trauma.  Burkheiser  and  SeidleH1)  re- 
port five  cases  of  non-traumatic  dislocations  of 
the  atlantal-axial  joint  as  a complication  in  acute 
infectious  diseases.  The  mechanism  of  produc- 
tion of  this  dislocation  is  similar  to  that  of  path- 
ological dislocations  of  other  joints.  With 
effusion  of  the  joint  and  relaxation  of  the  capsule 
and  ligaments,  displacement  occurs  spontaneously. 
All  the  patients  in  this  group  had  an  upper  res- 
piratory infection  which  preceded  the  symptoms 
in  the  neck  for  several  days.  One  patient  in  this 
group  had  arthritis  in  other  joints  before  the 
neck  involvement.  In  the  past  six  months,  we 
have  had  the  opportunity  of  seeing  two  such 
instances  and  both  were  easily  reduced  by  head 
traction  for  a period  of  one  week  followed  by 
immobilization  in  plaster.  Pathological  frac- 
tures and  disintegration  of  the  vertebral  body 
may  occur  as  the  result  of  metastatic  carcinoma 
or  other  malignant  tumors.  This  is  illustrated 
in  one  of  our  patients  who  had  a carcinoma  of  the 
breast  several  years  ago  followed  by  development 
of  pain  in  the  cervical  region  and  fixation  of  the 
head.  X-ray  examination  disclosed  a destructive 
lesion  of  the  second  cervical  vertebra  clearly  that 
of  a metastatic  carcinoma.  Tuberculosis  of  the 
cervical  spine  and  hypertrophic  arthritis  in  adults 
may  also  produce  dislocations  without  actual 
trauma. 

Brookes(2)  in  a series  of  65  traumatic  dislo- 
cations of  the  neck,  reports  five  which  were  rath- 
er confusing  as  to  etiology.  He  has  classed  this 
group  as  dislocations  occurring  during  the  pro- 
dromal phase  of  acute  infectious  diseases.  His 
impression  is  that  a minor  injury  occurs  to  the 
child,  which  is  overlooked,  and  during  the  period 
of  acute  illness,  a wry  neck  develops  which  has 
been  assumed  by  many  to  be  toxic  in  origin. 
However,  in  these  5 cases  he  reports,  x-ray  ex- 
amination disclosed  actual  dislocation.  It  would 
seem  logical  to  us  to  place  these  cases  in  the 
same  group  as  described  by  Burkheiser  and  Seid- 
ler,  namely  non-traumatic  dislocations  associated 
with  upper  respiratory  infection,  as  apparently 
there  was  no  history  of  a single  definite  trauma 
adequate  to  produce  the  displacement. 

ASSOCIATED  SPINAL  INJURIES 

The  spinal  injuries  associated  with  disloca- 
tions of  the  cervical  spine  are  numerous  and  of 
considerable  importance.  Taylor (3>  enumerates 
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them  as  follows:  Fractures  of  the  tips  of  the  ar- 
ticulating processes,  rupture  of  the  articular  liga- 
ments, ruptures  of  the  intervertebral  disc,  and 
frequently  comminuted  fractures  of  the  anterior 
margin  of  the  vertebral  bodies  and  occasionally 
gross  fractures  of  the  vertebrae  themselves.  In 
addition,  we  wish  to  add  fractures  of  the  odon- 
toid process,  which  we  have  observed  in  three 
cases.  This  complicating  bony  injury  is  a very 
serious  one,  as  the  possibility  of  cord  injury  is 
considerably  increased.  One  patient  in  our  group 
shows  evidence  of  fibrous  union  three  years  after 
injury.  Compression  of  the  lateral  masses  of  the 
first  cervical  is  a finding  of  which  little  has  been 
discussed,  and  we  have  two  patients  showing  this 
type  of  injury,  both  in  young  men  diving  into 
shallow  water,  striking  squarely  on  the  top  of 
the  head.  Their  disability  was  only  partial  with 
particular  difficulty  in  rotations  of  the  head.  The 
antero-posterior  view  of  the  first  and  second 
cervical  segments  with  the  mouth  open  shows 
clearly  the  lateral  masses  compressed  out  beyond 
their  corresponding  position  in  relation  to  the 
axis.  Taylor  also  points  out  that  due  to  dis- 
turbance in  the  blood  supply  of  the  intervertebral 
disc  and  the  vertebral  body,  bone  absorption  may 
take  place  with  increasing  deformity  if  correction 
is  not  obtained.  Fusion  of  the  two  vertebral 
bodies  then  may  take  place,  producing  a fixed 
permanent  distortion.  Brookes (4)  in  a careful 
review  of  40  cases,  was  able  to  demonstrate  as- 
sociated fractures  in  12  dislocations.  This  un- 
doubtedly occurs  more  frequently  than  can  be 
demonstrated  by  the  roentgenogram. 

SPINAL  CORD  AND  NERVE  ROOT 
COMPLICATIONS 

Injuries  to  the  spinal  cord  and  nerve  roots  are 
by  far  the  most  serious  complication  in  injuries 
of  the  cervical  region  as  well  as  in  the  other  re- 
gions of  the  vertebral  column.  The  spinal  cord 
may  simply  be  contused  producing  temporary 
paralysis,  it  may  be  crushed  or  completely  lacer- 
ated. With  the  development  of  edema  and  hem- 
orrhage in  the  subarachnoid  or  subdural  spaces, 
an  early  paralysis  which  may  only  be  partial, 
often  progresses  to  total  involvement  within  a 
few  hours  as  a result  of  increasing  pressure. 
Keegan (5)  makes  the  statement  that  when  the 
pressure  on  the  cord  has  reached  the  stage  where 
there  is  evidence  of  a complete  paralysis,  perma- 
nent disintegration  of  the  nerve  fibers  has  oc- 
curred. Any  waiting  period  therefore  between 
the  -development  of  a transverse  myelitis  and  the 
relief  of  pressure  spells  disaster.  Taylor  also 
points  out  that  there  may  be  a remote  cord  dis- 
turbance developing  several  months  after  injury. 
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This  is  due  to  continued  pressure  on  the  cord  of 
a backward  projecting  margin  of  a vertebral 
body  at  the  level  of  dislocation.  This  may  go  to 
the  stage  of  a complete  transverse  pressure  my- 
elitis. 

A total  transverse  lesion  of  the  spinal  cord  is 
quite  characteristic  and  may  be  summarized  as  a 
complete  symmetrical  paralysis,  flaccid  in  type, 
with  sensory  loss  below  the  level  of  the  lesion 
and  sphincter  disturbances.  When  this  is  noted 
immediately  after  injury,  the  outlook  is  extremely 
gloomy. 

Nerve  root  irritation  must  be  distinguished 
from  a lesion  of  the  cord  itself,  but  is  not  un- 
common, especially  in  the  lower  cervical  region, 
where  compression  and  comminution  is  more 
common.  Disturbances  of  this  type  can  be  dis- 
tinguished from  actual  cord  damage  by  the  dis- 
tribution of  the  pain,  sensory  disturbances  and 
localized  paralysis,  usually  partial  in  character  in- 
volving one  or  both  of  the  upper  extremities.  If 
the  nerve  root  pain  is  due  simply  to  irritation  and 
pressure,  its  disappearance  follows  closely  after 
the  reduction  of  the  displacement  whether  it  be 
fracture  or  dislocation. 

SYMPTOMS  AND  SIGNS 

The  clinical  findings  of  dislocation,  especially 
in  the  upper  segments  are  quite  characteristic.  In 
the  unilateral  dislocation  of  the  first  and  second 
cervicals,  the  head  is  rotated  toward  the  opposite 
side,  while  the  neck  is  inclined  to  the  side  of  the 
lesion.  In  other  words,  an  anterior  dislocation  of 
the  first  right  articulating  facet  produces  a rota- 
tion of  the  face  to  the  left  and  a tilting  of  the 
head  and  neck  to  the  right.  In  a bilateral  disloca- 
tion, the  head  is  carried  forward  on  the  neck  and 
usually  tilted  backward  to  compensate  for  the  an- 
terior displacement.  The  neck  also  appears  short. 
In  one  of  our  patients  with  compression  of  the 
lateral  mass  of  the  first  cervical  vertebra,  actual 
decrease  in  his  height  amounted  to  slightly  less 
than  one-half  inch.  This  was  permanent,  but  at 
this  date,  four  years  after  injury,  there  is  no  limi- 
tation of  motion  of  his  head.  The  compression 
fractures  in  the  lower  cervical  region  may  pro- 
duce prominence  of  the  spinous  process  of  the 
segment  involved.  Fixation  of  the  head  is  us- 
ually very  definite  with  a sensation  of  actual  bony 
block.  All  motions  are  very  much  guarded,  due 
to  protective  muscle  spasm.  The  valuable  clinical 
finding  of  localized  tenderness  at  the  point  of 
injury  is  nearly  always  present. 

With  evidence  of  spinal  cord  injury,  neurologi- 
cal consultation  is  highly  desirable.  Careful 
evaluation  of  neurological  findings,  with  spinal 


fluid  readings,  are  of  value  in  deciding  for  or 
against  laminectomy  in  any  particular  case.  If 
on  spinal  puncture  there  is  only  slight  or  no  rise 
of  spinal  pressure  with  jugular  compression,  a 
block  is  to  be  anticipated.  If  the  rise  in  pressure 
is  very  slow  and  the  return  to  normal  also  grad- 
ual, a partial  block  is  the  interpretation.  In 
other  words,  the  Queckensted  test  should  be  made 
before  reduction  and  again  repeated  shortly  after 
the  reduction  of  the  displacement.  If  at  the  first 
test  a complete  block  is  found  and  then  when  re- 
peated there  is  no  evidence  of  block,  it  may  be 
stated  that  pressure  on  the  cord  in  the  spinal 
canal  has  been  released.  The  statement  that  all 
complete  transverse  lesions  should  undergo 
laminectomy  is  hardly  justified.  Walton(6)  many 
years  ago  assumed  the  conservative  attitude  that 
no  relief  by  laminectomy  could  be  anticipated 
when  the  signs  are  those  of  a complete  cord  le- 
sion. There  are,  however,  a few  definite  indica- 
tions for  laminectomy,  one  in  particular  being  a 
progression  of  neurological  signs,  both  clinically 
and  by  spinal  fluid  readings.  Exidence  of  bony 
fragments  or  foreign  bodies  in  the  spinal  canal,  as 
demonstrated  by  x-ray,  is  quite  positive  indication 
for  exploration. 

ROENTGENOLOGICAL  FINDINGS 
X-ray  examination  is  by  far  the  most  impor- 
tant diagnostic  measure  and  good  views  of  the 
first  and  second  cervical  segments  may  be  ob- 
tained with  the  mouth  wide  open.  When  this 
antero-posterior  view  is  made,  it  is  important 
that  the  alveolar  process  of  the  maxilla  be  on  the 
same  plane  as  the  lower  margin  of  the  occiput, 
so  as  to  decrease  overlap  of  bone  as  much  as  pos- 
sible. With  a good  stereoscopic  view,  evidence 
of  injury  to  the  odontoid  process  or  alteration 
in  the  articulations  between  the  first  and  second 
can  be  made  out.  In  addition,  the  lateral  masses 
in  the  first  cervical  may  be  visualized  and  if  they 
are  compressed,  their  lateral  margins  will  extend 
out  beyond  the  corresponding  margin  of  the  sec- 
ond cervical.  Comparative  films  of  a normal 
spine  brings  out  this  alteration  nicely.  Good  an- 
tero-posterior views  of  the  third  to  the  seventh 
may  be  obtained  with  the  lower  jaw  lifted  up 
firmly.  This  view  is  particularly  valuable  in  dis- 
closing fractures  of  the  lateral  margins  and  ver- 
tical linear  fractures  in  the  vertebral  bodies  them- 
selves. Stereoscopic  lateral  of  good  bone  detail 
visualizes  the  general  alinement  of  the  cervical 
spine  and  compression  fractures  in  the  vertebral 
bodies  as  well  as  of  the  pedicles  and  laminae.  If 
the  patient  can  be  placed  in  the  erect  position,  a 
more  satisfactory  roentgenogram  can  be  made. 
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TREATMENT 

The  treatment  of  fractures  and  dislocations  of 
the  cervical  spine  has  been  quite  well  standardized 
during  the  past  few  years.  Immediate  manipu- 
lative reduction,  either  by  the  Walton  or  Taylor 
methods,  depending  upon  the  type  of  displace- 
ment, and  occasionally  a combination  of  the  two, 
has  been  quite  universally  accepted.  There  are 
instances,  however,  where  rather  conservative 
gentle  increasing  traction  with  a head  halter  and 
recumbency  on  a Bradford  frame  is  the  more  de- 
sirable method.  The  general  condition  of  the  pa- 
tient and  the  judgment  of  the  surgeon  as  to  the 
danger  of  increasing  trauma  by  manipulative 
methods  should  govern  the  procedure  of  choice. 

In  the  unilateral  dislocations,  the  Walton  meth- 
od is  the  desirable  one.  “For  a left  lateral  dislo- 
cation— the  left  articulating  process  having  slip- 
ped forward  on  its  underlying  facet — the  opera- 
tor's left  hand  lies  along  the  left  temple  and  cheek 
of  the  patient  with  the  right  hand  cupped  beneath 
the  chin.  The  head  is  carefully  but  firmly  ro- 
tated to  the  right,  increasing  the  displacement  to 
permit  the  unlocking  of  the  bony  block  which  has 
taken  place  between  the  displaced  facet  and  the 
crest  of  the  corresponding  facet  below.  The 
head  is  held  in  position  of  rotation  and  flexed 
laterally  to  the  right.  Moderate  traction  should 
be  used  with  this  maneuver.  The  lateral  flexion 
permits  the  articulating  process  to  be  lifted  above 
the  bony  block  and  after  the  operator  is  reason- 
ably sure  that  this  has  occurred,  the  head  may  be 
rotated  to  the  left,  returning  to  the  anatomic 
position.”  With  this  latter  maneuver,  a slight 
click  or  sensation  of  give  way  is  not  unusual. 
Anesthesia  is  usually  necessary  in  order  to  relax 
the  muscles  of  the  neck  and  either  nitrous  oxide, 
ether,  avertin  or  evipal  may  be  used.  Fixation 
is  desirable  immediately  after  reduction  and  this 
mav  be  obtained  by  immediate  application  of  a 
neck  and  body  plaster  with  the  head  in  slight 
over-correction.  With  a bilateral  dislocation, 
moderate  hyper-extension  of  the  entire  cervical 
spine  is  desirable.  If,  in  the  surgeon’s  judgment, 
immediate  application  of  a plaster  cast  is  contra- 
indicated, head  traction  of  three  to  five  pounds 
with  recumbency  on  a Bradford  frame  and  a sand 
bag  on  each  side  of  the  cervical  spine  will  prevent 
redislocation.  Usually  a more  accurate  fitting 
plaster  can  be  applied  when  it  is  possible  for  the 
patient  to  assume  the  erect  position. 

The  principles  of  the  Taylor  reduction,  which 
is  best  adapted  to  total  dislocations  or  fracture 
dislocations  of  the  lower  cervical  region,  consist 
of  controlled  traction  on  the  head  with  a head 
halter  to  which  is  attached  a band  carried  around 
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the  operator’s  pelvis,  with  counter-traction  by 
heavy  bands  passed  over  the  shoulders  and  at- 
tached.to  the  foot  of  the  table.  Traction  is  first 
exerted  in  the  line  of  deformity  and  slightly  in- 
creased in  flexion  until  there  is  evidence  of  muscle 
relaxation  and  apparent  elongation  of  the  neck. 
Then  gradual  hyper-extension  of  the  neck  is  car- 
ried out  at  all  times  maintaining  strong  traction. 
A sensation  of  slipping  may  be  noted  at  the  time 
of  reduction,  which  coupled  with  palpation  to 
determine  alinement  and  spacing  of  the  spinou*-- 
processes,  gives  evidence  as  to  reduction.  Positive 
proof,  however,  is  by  the  roentgenogram  and  a 
portable  apparatus  should  be  available.  In  the 
lower  cervical  region,  fluoroscopic  control  is  of 
value  to  determine  position  of  the  vertebral  bodies 
during  manipulation. 

Following  the  successful  reduction,  the  patient 
is  placed  on  a Bradford  frame  with  head  traction 
in  moderate  hyper-extension.  The  amount  of 
traction  varies  from  five  to  ten  pounds.  In  the 
course  of  a week  to  ten  days,  the  patient  is  care- 
fully placed  in  the  sitting  position  with  continu- 
ous traction  applied  to  the  head.  A well-fitting 
plaster  cast  is  then  applied  extending  from  the 
level  of  the  chin  and  occiput  to  the  pelvis.  A 
much  more  secure  plaster  can  be  applied  in  this 
manner  than  if  the  patient  is  in  the  recumbent 
position,  especially  if  under  anesthesia.  If  con- 
siderable hyper-extension  is  desired,  added  fixa- 
tion may  be  had  by  extending  a band  of  the 
plaster  dressing  across  the  forehead.  Brookes, 
however,  recommends  immediate  application  of 
the  cast  and  this  is  simply  a matter  of  convenience 
and  routine. 

The  plaster  fixation  should  be  continued  for 
a period  of  approximately  eight  weeks,  following 
which  the  plaster  may  be  bivalved  and  the  an- 
terior portion  carefully  lifted  off  when  the  pa- 
tient is  in  the  suppine  position.  This  portion  of 
the  cast  may  then  be  trimmed  and  re-covered. 
With  the  patient  in  the  prone  position,  resting  in 
the  anterior  shell,  the  posterior  half  may  be  re- 
moved for  similar  purposes.  At  this  stage, 
measurements  are  made  for  a convalescent  brace, 
and  a rather  simple  skeletal  neck  brace,  if  prop- 
erly constructed,  is  more  conveniently  obtained 
than  a molded  leather  or  celluloid  collar,  which 
requires  a pattern  cast.  This  appliance  is  con- 
structed from  measurements  and  diagram,  being 
fitted  directly  to  the  patient  by  the  brace  maker. 
Two  padded  curved  bars  rest  over  the  shoulders, 
from  which  extend  uprights  on  each  side  of  the 
neck,  running  forward  beneath  the  chin,  where 
is  rivited  a piece  of  molded  metal  covered  with 
leather.  The  brace  is  held  in  place  by  a padded 
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strap  extending  around  the  back  of  the  neck. 
This  simple  appliance  is  used  extensively  by  us 
with  success. 

The  length  of  time  in  which  the  removable 
plaster  cast,  which  is  held  snugly  in  place  with 
webbing  straps,  is  used  depends  upon  the  sever- 
ity of  the  lesion,  but  usually  at  the  end  of  three 
months  from  date  of  injury,  the  skeletal  neck 
brace  is  applied.  This  is  worn  for  a minimal  of 
four  months,  during  which  time  gradually  in- 
creasing activities  of  the  spine  are  permitted.  This 
long  period  of  fixation  is  necessary  to  prevent 
re-dislocation.  All  authors  who  report  any  con- 
siderable series  of  cases  have  had  this  difficulty 
and  urge  a long  period  of  at  least  removable  fixa- 
tion, which  may  be  worn  during  the  active  per- 
iods and  discarded  at  night. 

If  there  is  persistent  tendency  to  re-dislocation, 
the  surgical  procedure  described  by  Mixter(7) 
and  Jackson(8)  should  be  considered.  They 
have  maintained  replacement  by  carrying  a heavy 
strand  of  braided  silk  around  the  posterior  ring 
of  the  atlas  and  anchored  to  the  spinous  process 
of  the  axis.  Each  author  reports  one  case 
in  which  this  procedure  has  been  done  and  in  both 
instances  satisfactory  end  results  have  been  ob- 
tained with  no  tendency  to  re-dislocation.  Soto- 
Hall(9)  has  recommended  the  use  of  a wedged 
neck  and  body  plaster  with  turn  buckles  for  the 
purpose  of  gradually  increasing  hyper-extension. 
This  gives  retention  of  the  neck  in  complete  hy- 
per-extension and  continuous  longitudinal  trac- 
tion. He  recommends  immobilization  with  this 


appliance  for  a period  of  at  least  12  weeks,  fol- 
lowed by  the  application  of  a lighter  collar  for 
an  additional  six  weeks.  He  feels  that  this  meth- 
od should  decrease  the  number  of  recurrent  dis- 
locations and  it  has  been  used  in  two  cases  by 
him  with  success. 

CONCLUSION 

Fractures  and  dislocations  of  the  cervical  spine 
present  a major  problem  in  bone  and  joint  surg- 
ery. Accurate  diagnosis  and  careful  handling  of 
these  conditions  should  very  materially  improve 
end  results  and  brighten  the  prognosis. 
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Hemolytic  jaundice  is  a chronic,  hereditary 
blood  dyscrasia  characterized  by  varying  degrees 
of  anemia,  increased  fragility  of  the  red  cells, 
reticulocytosis,  acholuric  icterus,  and  splenomeg- 
aly. This  syndrome  is  frequently  unrecognized, 
although  signs  always,  and  symptoms  frequently, 
are  present  which  make  the  diagnosis  relatively 
simple. 

There  has  been  a division  of  the  disease  into 
two  types — the  Minkowski-Chauffard  group  that 
is  hereditary,  and  the  Widal-Abrami  type  that  is 
supposed  to  be  acquired.  Most  authorities* are 
now  of  the  opinion  that  the  disease  is  entirely 
hereditary.  The  sporadic  cases  that  have  been 


reported  as  “acquired"  have  doubtless  really  rep- 
resented the  appearance  of  the  inherited  tendency, 
either  too  mild  to  be  noticed,  or  entirely  latent  in 
other  members  of  the  family.  Obvious  clinical 
manifestations  may  be  present  at  birth,  they  may 
appear  in  any  decade,  or  the  inherited  tendency 
may  be  carried  and  never  become  clinically  ap- 
parent. Furthermore,  the  severity  and  frequency 
of  clinical  disease  may  vary  widely  from  family 
to  family.  It  may  be  transmitted  by  either  par- 
ent. The  Germans  call  the  patient’s  inheritance 
a “hemolytic  constitution.”  The  etiology  remains 
obscure. 

There  is  no  clue  as  to  the  underlying  patho- 
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genesis  of  the  disease.  Liver  changes  are  slight 
or  absent ; it  is  rarely  enlarged.  The  spleen  is 
clinically  enlarged  in  70%  of  the  cases,  mostly 
due  to  overfilling  with  blood.  It  is  smooth  and 
normal  in  appearance,  grossly  and  microscopi- 
cally. The  bone  marrow  is  erythroblastic  in 
character. 

In  health,  there  is  maintained  a nice  balance 
between  bone  marrow  hematopoiesis  and  the 
splenic  functions  of  cell  storage  and  cell  death. 
In  hemolytic  anemia,  this  equilibrium  is  disturbed 
— some  say  primarily  because  of  faulty  bone  mar- 
row function,  others  say  primarily  due  to  the 
spleen. 

The  diagnostic  value  of  increased  fragility  of 
the  red  cells  seems  established  beyond  question. 
The  cause  is  not  known,  but,  fundamentally,  it 
seems  to  be  an  inherited  defect  in  the  red  cells 
and  not  secondary  to  any  abnormality  of  the 
plasma.  The  extent  of  fragility  is  not  an  indica- 
tion as  to  the  severity  of  the  disease,  in  fact,  10% 
of  the  cases  have  a normal  fragility.  In  addition, 
fragility  is  a variable  feature  in  the  same  patient 
at  different  times,  and  in  different  members  of 
the  same  family.  The  anemia  is  of  varying  de- 
grees, depending  on  the  result  of  the  rival  forces 
of  blood  destruction  and  blood  construction.  It 
is  usually  found  to  be  within  the  limits  of  hemo- 
globin 60-80%,  and  erythrocytes  3-4  million. 
Microcytosis  is  the  rule,  but.  in  addition,  the  cell 
is  peculiar  in  that  it  is  more  spherical  than  the 
normal  erythrocyte,  which  markedly  increases 
its  volume.  It  is  thought  to  be  due  to  a sub-nor- 
mal response  of  an  overstimulated  bone  marrow. 
Whether  these  sphere-shaped  cells  account  for 
the  increased  fragility  is  a moot  point.  Gansel- 
len(2)  says  that  the  excessive  number  of  micro- 
cytes in  the  blood  tends  to  increase  the  resistance 
of  the  red  cells;  Haden(3)  and  general  opinion 
claim  that  the  normal  red  cell  becomes  spherical 
in  the  process  of  hemolyzing  and  that  this  type 
of  spherical  cell  found  in  hemolytic  anemia  is  the 
cause  of  the  increased  fragility.  All  of  the  red 
cells  of  the  patient  are  not  sphere-shaped.  In  no 
other  disease  are  such  high  readings  of  reticulo- 
cytes found.  The  usual  number  is  from  5-15%. 
They  are  evidence  of  increased  bone  marrow  ac- 
tivity. They  increase  with  anemia  and  fall  with 
remissions.  They  are  said  to  be  even  more  re- 
sistant to  saline  than  the  normal  erythrocyte. 
The  leucocytes  are  usually  said  to  be  normal  in 
number,  however,  Doan(4)  claims  that  they  are 
characteristically  low  and  has  demonstrated  a 
regular,  rhythmic  fluctuation — the  more  severe 
the  anemia,  the  more  marked  the  leucopenia. 
Four  of  my  cases,  however,  show  a persistent 


leucocytosis  of  12-18,000  with  a definite  shift  to 
the  left  of  the  neutrophilic  series. 

Jaundice  is  a variable  feature.  It  is  never  very 
marked  and  may  be  entirely  absent.  It  is  due 
to  the  increased  bile  pigment  in  the  blood  that 
results  from  a combination  of  the  hemolysis  of 
red  cells,  and,  to  a greater  degree,  the  power  of 
the  liver  cells  to  excrete  the  excess  pigment. 
There  is  no  parallelism  between  the  severity  of 
the  jaundice,  the  anemia,  and  the  size  of  the 
spleen.  The  urine  shows  an  increased  urobilin 
excretion ; the  feces  are  usually  darker  than  nor- 
mal. As  a rule  the  spleen  is  enlarged,  often  con- 
siderably, but  the  enlargement  is  liable  to  vary 
at  different  times  in  a given  case.  Splenic  en- 
largement is  not  a measure  of  the  severity  of  the 
case. 

The  symptoms  are  variable ; the  signs  are  def- 
inite. Weakness  is  the  most  common  complaint, 
plus  other  signs  directly  referable  to  the  anemia. 
The  usual  course  is  comparatively  uneventful 
with  no  definite  shortening  of  the  duration  of 
life.  Definite  complications,  however,  must  be 
considered : (!)  Hemoclastic  crises — from  spon- 
taneous, emotional,  over-exertion,  high  altitudes, 
infections,  trauma,  and  surgical  operations  there 
may  be  a sudden  intensification  of  all  symptoms 
and  signs  with  a rapidly  progressing  anemia,  in- 
creasing jaundice,  increase  in  the  size  of  the 
spleen,  and  the  appearance  of  nausea,  abdominal 
pain,  and  fever.  A crises  may  occur  at  any  age. 
One  may  follow  another,  or  there  may  be  a long 
period  of  quiescence.  A spontaneous  remission 
may  result  after  a few  days  to  weeks,  or  death 
from  the  progressive  anemia.  8 of  the  12  deaths 
of  Dawson's  40  cases(5>  resulted  from  a progres- 
sive hemoclastic  crises.  (2)  70%  of  the  patients 
are  known  to  develop  pigment  calculi  in  the  gall- 
bladder, with  the  appearance  of  biliary  colic  and 
obstructive  jaundice.  (3)  Hypoplastic  anemia, 
(4)  chronic  ulcers  of  the  legs,  and  (5)  osseous 
changes  in  the  skull  and  long  bones,  are  the  rarer 
complications. 

The  usual  antianemic  therapy  of  iron,  liver  ex- 
tract, or  a combination  of  both,  is  unsatisfactory. 
There  have  been  reports  of  the  successful  use 
of  liver  extract  intramuscularly,  and  yet  other 
observers  have  noted  a definitely  detrimental  ef- 
fect from  its  use.  I have  not  been  impressed 
with  the  efficacy  of  either  drug,  alone  or  in  com- 
bination. Radiation  of  the  spleen  has  long  been 
tried,  unsuccessfully. 

Transfusion  has  been  advised  in  the  treatment 
of  the  hemoclastic  crises,  but  recently  Doan(4) 
has  shown  this  procedure  to  be  potentially  dan- 
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gerous.  Even  pre-operative  transfusions  are 
condemned,  because  the  addition  of  transfused 
red  cells  from  without  only  furnishes  more  ma- 
terial for  hemolysis,  with  consequent  further  pig- 
mentary and  toxic  embarrassment  of  the  liver 
and  kidneys. 

Splenectomy  is  indicated  in  three  types  of  blood 
dyscrasies  — splenic  anemia  (Banti’s  disease), 
thrombocytopenic  purpura,  and  hemolytic  anemia. 
By  far,  the  most  successful  results  have  been 
with  the  later  type  of  anemia.  The  spleen  is  not 
essential  to  life.  Splenectomy  when  properly 
performed  brings  about  a prompt,  permanent, 
symptomatic  cure.  Pemberton^6)  has  reviewed 
the  cases  from  the  Mayo  Clinic  where  326  sple- 
nectomies have  been  performed,  118  for  hemo- 
lytic anemia.  83%  of  them  are  in  good  health 
today.  The  excellent  results  of  splenectomy  are 
attributed  to  the  removal  of  the  hemolytic  proc- 
ess that  allows  the  bone  marrow  to  competently 
maintain  the  red  cells  within  normal  limits. 
Doan(7)  has  shown  that  immediately  following 
removal  of  the  spleen,  there  is  a sharp  rise  in 
both  the  red  count  and  the  hemoglobin  levels 
that  is  not  merely  due  to  blood  concentration,  but 
thought  to  be  due  to:  (1)  auto-transfusion  from 
the  pre-operative  administration  of  adrenalin  and 
the  surgical  manipulation  of  the  spleen,  and  (2) 
the  flooding  of  new,  young  erythrocytes  into  the 
circulating  blood  from  the  hyperplastic  bone  mar- 
row. There  is  a sharp  decline  in  the  icterus  in- 
dex within  a few  hours,  a more  gradual  reduc- 
tion of  the  reticulocytes  within  a few  days.  The 
approach  toward  the  normal  range  of  fragility  is 
much  more  gradual.  Contrary  to  opinion,  sple- 
nectomy has  been  done,  and  is  advised  as  a life 
saving  procedure,  during  the  acute,  severe,  pro- 
gressive hemolcastic  crises.  Five  cases  have  been 
performed  by  Doan(7)  in  which  the  r.b.c.  was 
rapidly  approaching  or  under  one  million  with 
dramatic  improvement  occurring  on  the  operating- 


table.  He  feels  that  all  patients  with  this  disease, 
acute,  chronic  or  latent,  should  be  operated  on  as 
soon  as  the  diagnosis  is  made,  and  not  defer  sple- 
nectomy (mortality  3%)  with  the  hope  that  pos- 
sibly operation  can  be  avoided.  He  feels  that  the 
risk  is  too  great,  considering  the  striking  cures 
and  slight  operative  risks.  Others(8),  more  con- 
servative, feel  that  unless  the  patient  is  clinically 
burdened  with  persistent  jaundice,  chronic 
anemia,  repeated  crises,  and  ill  health,  that  sple- 
nectomy should  be  reserved. 

SUMMARY 

1.  The  signs  of  microcytic  anemia,  increased 
reticulocytosis,  and  increased  fragility  of  the  red 
cells  is  a triad  practically  pathognomonic  of  hemo- 
lytic anemia.  Jaundice  may  or  may  not  be  pres- 
ent. The  spleen  is  usually  enlarged.  If  ana- 
lyzed, a definite  hereditary  tendency  can  usually 
be  found. 

2.  The  cause  of  the  disease  is  not  known, 
but  the  underlying  mechanism  is  a disturbance  of 
the  splenic-bone  marrow  equilibrium. 

3.  Symptomatic  treatment  offers  little ; sple- 
nectomy offers  a cure  with  avoidance  of  serious 
complications. 
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THE  DOCTOR  AND  HIS  EDUCATION* 

W.  J.  HAMMILL, 

Omaha,  Nebraska. 


In  June  or  July  of  the  year  1935,  5,101  young 
people,  ninety-six  per  cent  of  whom  were  men, 
stood  with  becoming  dignity  in  the  presence  of 
their  dean  and  received  the  coveted  sheepskin 
from  our  seventy-seven  medical  schools  which 
have  been  properly  accredited  by  a censoring 
council  of  the  American  Medical  Association  as 
“approved”  institutions  to  teach  medicine  and 
prepare  candidates  for  a licentiate  examination  by 

♦The  author  is  a lay  student  of  medical  history. 


the  forty-nine  different  boards  that  control  the 
license  right  of  our  American  doctors. 

The  evolution  of  the  educational  process  by 
which  the  doctors  from  the  time  of  Dr.  Benjamin 
Rush  in  Revolutionary  days  to  1935  have  been 
trained,  forms  a most  interesting  as  well  as  a 
most  profitable  topic  of  study. 

The  method  of  education  of  the  young  doctor 
in  America  may  be  divided  generally  into  three 
periods : 
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(a)  The  earliest  or  preceptor  period  ending 
about  1880. 

(b)  The  proprietary  school  era  continued  to 
1910. 

(c)  The  long  course  medical  school  era  of  the 
present  day. 

Each  of  these  methods  had  its  own  peculiari- 
ties, each  its  own  strong  favorable  ways  of  pre- 
paring the  young  doctor  for  his  life  work  and 
each  of  them  has  had  its  own  weaknesses  and  un- 
favorable features. 

English  surgery  received  its  greatest  advance- 
ment from  the  genius,  John  Hunter,  who  through 
his  wonderful  skill,  industry  and  powers  built  up 
the  surgery  of  that  land  as  it  had  never  been 
before.  His  reputation  was  so  great  in  the  latter 
third  of  the  Eighteenth  Century  that  many  a 
promising  young  Englishman  desired  to  become 
a personal  apprentice  in  Hunter’s  workshops  and 
in  his  museum.  Some  of  these  names  that  be- 
came famous  were  Jenner,  Cooper,  Abernathy  in 
England  and  Physick  of  Philadelphia.  These 
men  in  their  student  days  became  part  of  the 
Hunter  family,  lived  at  the  London  mansion  and 
were  the  day  and  night  companions  of  their  pre- 
ceptor, “walking  the  floors”  of  the  St.  Bartholo- 
mew hospital  to  gain  observation  from  the  cases 
under  his  charge.  There  were  very  few  schools 
either  in  England  or  America  between  1775  and 
1825.  The  University  of  Edinburg  had  a medical 
department  led  by  some  very  brilliant  minds : 
such  as  the  Monroes,  Cullen,  and  Brown.  Many 
a young  man  in  our  country  that  could  afford  it 
would  take  the  perilous  three  months'  ocean  voy- 
age in  order  to  extend  his  knowledge  beyond 
that  obtained  from  his  preceptor. 

The  records  of  the  preceptor  period  in  Ameri- 
can medicine  contain  a list  of  names  of  not- 
ables almost  too  numerous  to  mention.  One  of 
the  most  celebrated  was  Daniel  Drake  of  Cincin- 
nati whose  father  invested  $400.00  in  an  appren- 
ticeship for  him  with  Dr.  Goforth  of  that  city. 
And  later  on  he  carried  on  further  study  in  the 
University  of  Pennsylvania  before  opening  up 
his  regular  practice  in  his  home  town  in  1817. 

Education  in  this  early  period  was  a personal 
matter.  The  medical  student  at  the  end  of  his 
apprenticeship  was  given  a certificate  by  his  pre- 
ceptor, often  locating  in  one  of  the  nearby  vil- 
lages as  a family  doctor,  carrying  on  his  practice 
with  the  same  devotion  as  his  teacher.  The 
marked  characteristics  of  this  system  were  that 
it  did  not  produce  a surplus  of  doctors,  its  in- 
struction was  largely  clinical,  even  though  it 
lacked  profound  scientific  foundation. 


The  formation  of  private  or  proprietory  medi- 
cal schools  was  a natural  outgrowth  of  the  older 
preceptor  method.  The  great  development  of  the 
country  and  the  westward  migration  made  an 
immense  increase  in  the  demands  for  doctors.  As 
Cincinnati  was  the  western  metropolis,  so  under 
the  lead  of  that  “Father  of  Medical  Schools  in  the 
West”,  Daniel  Drake,  it  became  the  center  of 
medical  instruction  and  many  schools  were  lo- 
cated there.  But  in  a few  years,  doctors  in  St. 
Louis,  Chicago  and  other  cities  had  leagued  them- 
selves into  medical  faculties  who  were  graduating 
doctors  at  a furious  speed.  The  management  of 
many  of  these  institutions  was  so  anxious  for  pro- 
fits that  there  were  scarcely  any  entry  qualifica- 
tions, the  school  term  was  very  brief  and  the 
graduation  requirements  extremely  low.  The  nat- 
ural consequence  was  a wide-spread  increase  in 
quackery  and  fake  medical  practice. 

The  21st  of  April,  1809,  when  Charles  W.  Eliot 
was  elected  president  of  Harvard  College,  was 
significant  not  only  in  the  life  of  that  great  edu- 
cator but  perhaps  more  so  in  changes  that  were 
born  into  our  educational  institutions  together 
with  educational  ideals  and  practices.  No  man 
that  ever  lived  in  America  has  had  greater  in- 
fluence upon  this  fundamental  element  of  our 
life  than  the  great  president  of  Harvard  Uni- 
versity up  to  the  time  of  his  retirement  in  1909. 
Eliot's  choice  of  life  work  was  that  of  education 
and  he  prepared  for  it  by  the  complete  and  thor- 
ough study  of  European  models.  His  first  wife 
was  sickly  and  in  the  hope  of  curing  her,  she  was 
taken  to  various  foreign  health  resorts.  He  thus 
became  closely  associated  with  the  medical  pro 
fession  abroad  and  thereby  observed  the  more 
scholarly  standing  and  higher  requirements  in 
their  schools.  His  journeys  to  Europe  in  the  ten 
years  preceding  1869  had  placed  him  in  touch 
with  the  agitation  and  discussion  pertaining 
to  Darwin’s  evolutionary  doctrines  and  Pasteur’s 
discoveries.  He  naturally  became  enthusiastic 
over  these  scientific  developments  and  felt  that 
the  American  Colleges  were  lagging  far  behind 
in  the  breadth  and  depth  of  their  professional 
education. 

The  Harvard  Medical  School  was  in  1869  a 
part  of  the  University  in  name  only.  It  was  prac- 
tically a proprietary  institution.  All  the  income, 
above  expenses,  was  appropriated  by  the  faculty. 
There  were  some  prominent  names  like  Oliver 
Wendell  Holmes  and  Henry  Bigelow  associated 
with  it  but  the  standards  were  low  and  the  re- 
quirements mediocre.  At  once  Eliot  assumed  the 
direction  and  ordered  all  receipts  to  be  paid  to  the 
University  treasury  and  the  professors  paid  from 
there. 
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Then  came  the  demand  for  more  scientific 
foundation  and  the  adding  of  more  laboratory 
study.  In  other  words,  Harvard  took  the  lead 
in  lengthening  the  medical  course,  increasing  the 
entrance  requirements  and  setting  the  example 
that  aimed  toward  improvement  that  has  in  the 
last  twenty  years  become  the  standard  for  the 
medical  schools  of  the  country. 

During  the  next  thirty  years  following  Eliot’s 
inauguration  no  very  important  events  affected 
the  medical  education  of  the  country  that  aimed 
toward  improvement  or  reform.  Medical  schools 
numbered  about  seventy-five  in  1870  and  in  1900 
had  bounded  to  nearly  one  hundred  sixty  with 
graduates  being  emptied  out  by  the  thousands 
every  year  through  the  unending  proprietary 
schools  that  grew  up  over  night.  These  institu- 
tions were  started  everywhere,  preferably  in 
large  cities,  by  a few  doctors  who  hoped  to  make 
extra  shekels  by  teaching.  The  equipment  was 
extremely  poor,  some  schools  not  even  possessing 
a complete  skeleton  and  the  instruction  of  gross 
inferiority.  The  members  of  the  American  Medi- 
cal Association  would  meet  in  their  annual  ses- 
sions, pass  resolutions  and  give  addresses  de- 
nouncing the  loose  methods  of  preparing  doc- 
tors which  licensed  them  to  work  on  the  public. 
For  during  most  of  this  period  there  were  but 
few  licensing  boards,  and  a diploma  from  any 
medical  school  carried  with  it  the  license  to  prac- 
tice. But  the  schools,  and  the  faculties,  were  un- 
afraid of  the  wordy  onslaughts,  and  quackery 
seemed  to  thrive  the  better.  New  varieties  of 
patent  nostrums  were  foisted  off  onto  the  publ  " 
and  new  variations  of  medical  cults  were  founded. 

But  there  were  three  great  antagonists  of  this 
era  of  loose  medicine : Dr.  Eliot  with  his  Harvard 
Medical  School : Dr.  Rauch,  Secretary  of  the  Il- 
linois State  Board  of  Health,  and  Dr.  Nathan  S. 
Davis,  the  head  of  the  Chicago  Medical  School. 
Of  these  three  great  characters  in  agitation  for 
medical  reforms  Dr.  Davis  occupies  a unique  posi- 
tion. In  the  forties  he  was  a young  practicing 
physician  in  New  York,  filled  with  the  Renais- 
sance spirit  of  that  decade,  thoroughly  aroused 
against  the  ignorance  of  the  practicing  doctors 
and  their  superficial  preparation.  At  first,  he 
endeavored  to  get  the  cooperation  of  the  profes- 
sion to  require  better  apprenticeship  of  the  young 
doctors  and  better  general  intelligence  of  the 
candidates  for  certification,  but  this  only  brought 
him  jeers  of  derision.  Then  in  1846  he  brought 
forth  the  plan  of  forming  a nation-wide  associa- 
tion of  doctors.  This  was  accomplished  in  1847 
at  the  first  meeting  in  Philadelphia  of  the  Amer- 
ican Medical  Association.  Had  it  not  been  for 


his  vigorous,  intelligent  and  far-sighted  leader- 
ship, this  association  would  have  died  in  its  in- 
fancy. He  rarely  missed  one  of  its  annual  meet- 
ings and  to  read  the  transactions  of  the  first 
years  of  its  history  one  feels  that  they  are  but 
chapters  of  his  autobiography.  Even  with  his 
immense  power  and  influence,  practically  little 
advance  was  made  in  the  curbing  of  the  medical 
evils  in  our  country.  The  power  of  the  private 
medical  schools  and  the  diploma  mills  was  so 
great  that  the  medical  organizations  of  the  coun- 
try would  only  debate  about  the  evil  but  no  real 
action  could  be  carried  through.  The  matter  of 
securing  needed  legislation  in  the  various  states 
to  raise  the  requirements  for  licentiates  was 
smothered  by  the  practices  of  the  politicians.  Dr. 
Davis  as  president  of  the  Chicago  Medical  College 
was  bold  enough  to  raise  its  standards  of  admis- 
sion and  its  courses  of  study  and  yet  the  institu- 
tion grew. 

The  State  of  Illinois  had  one  official,  however, 
that  was  a valient  fighter  for  reform.  For  about 
twenty  years  an  old  German  doctor,  John  Rauch 
by  name,  was  at  the  head  of  the  Illinois  State 
Board  of  Health  which  had  charge  of  the  ex- 
amining of  the  young  doctors,  candidates  for 
license  to  practice.  During  that  time  he  carried 
on  a constant  warfare  against  the  low  grade  and 
“diploma  mill"  schools.  So  fierce  were  his  at- 
tacks that  the  politicians  marked  him  as  an  enemy 
and  he  was  removed  in  1891.  This  allowed  the 
State  of  Illinois  to  be  overrun  by  the  quacks 
worse  than  ever  before. 

The  year  1899  witnessed  an  event  of  seeming- 
slight  importance  to  the  medical  profession  at 
the  time  but  subsequent  history  showed  it  to  have 
been  the  turning  point  in  history  of  medicine  in 
the  United  States.  In  December  of  the  preceding- 
year,  Dr.  John  B.  Hamilton,  then  editor  of  the 
Journal  of  the  American  Medical  Association,  a 
weekly  periodical,  died.  After  investigating 
thoroughly,  in  February,  1899,  the  Board  of 
Trustees  selected  Dr.  George  H.  Simmons  of  Lin- 
coln, Nebraska,  to  become  the  editor.  Dr.  Sim- 
mons, born  in  England,  in  1852,  had  received  a 
collegiate  course  at  old  Tabor  College  of  Iowa, 
then  he  studied  Homeopathy,  and  later  regular 
medicine  at  Rush.  In  1884  he  located  at  Lincoln 
where  beginning  in  1896  he  edited  the  Western 
Medical  Review  which  was  so  well  done  as  to 
attract  national  attention.  Some  of  his  admirers 
gave  him  powerful  backing  as  a candidate  for  the 
editorship  of  the  Journal  of  the  American  Medi- 
cal Association  of  which  it  was  the  official  organ. 
One  of  the  most  interesting-  studies  that  a pro- 
fessional man  or  a historian  can  make  is  to  ana- 


184 


THE  DOCTOR  AND  HIS  EDUCATION:  HAMMILL 


Nebr.  S.  M.  Jour. 
May.  1936 


alyze  the  process  by  which  Dr.  Simmons  built 
up  "organized  medicine”  in  the  United  States 
and  turned  it  into  one  of  the  most  efficiently 
organized  and  most  influential  of  any  society  in 
the  world.  When  he  assumed  the  position  as 
editor  the  Journal  had  a circulation  of  about  10,- 
000  and  it  was  near  the  verge  of  bankruptcy  all 
the  time.  During  the  twenty-five  years  of  his 
management  its  circulation  reached  nearly  100,000 
and  its  income  seven  figures.  His  method  of 
beginning  his  editorial  task  is  quite  significant 
for  at  once  he  devoted  a large  amount  of  space  to 
explaining  the  history  of  the  association  and  its 
departments  but  no  attention  was  given  to  criti- 
cism. 

Next,  he  most  adroitly  began  a campaign  for 
reorganization  of  the  American  Medical  Associa- 
tion and  doing  away  with  the  terrible  mob-like 
character  of  its  meetings.  This  was  all  accom- 
plished at  the  convention  in  St.  Paul  in  1901.  He 
was  chosen  manager  of  a well-balanced  business 
institution  with  a type  of  government  almost  per- 
fect and  further  than  that,  he  was  editor  of  its 
official  organ,  the  Journal.  Such  a vital,  dual 
position  as  this,  Dr.  Simmons  now  managed  with 
a most  masterful  hand.  At  once  with  the  back- 
ing of  the  trustees,  he  sent  Dr.  John  H.  McCor- 
mack, a red-blooded  Irish  doctor  from  Kentucky, 
to  all  corners  of  the  country  to  win  by  his  oratory 
and  personality,  the  disorganized  medical  men 
into  one  unified  body  who  would  look  to  the  Chi- 
cago Headquarters  of  the  American  Medical  As- 
sociation as  their  guide  in  medical  thinking  and 
acting.  One  of  the  greatest  elements  in  Dr.  Sim- 
mons’ skill  as  an  organizer  was  his  ability  to 
select  and  direct  men  and  that  meant  immense 
superiority  in  a profession  that  is  traditionally 
independent  and,  therefore,  very  subject  to  fac- 
tionalism. 

Dr.  McCormack  labored  with  all  his  great  mag- 
netic power  in  every  state  in  the  Union  to  or- 
ganize effectively  the  doctors  into  their  state  so- 
cieties and  these  affiliated  with  the  national  one. 
When  he  retired  in  1912,  the  membership  of  the 
American  Medical  Association  had  grown  from 
12,000  in  1900  to  60,000. 

But  Dr.  Simmons  saw,  too,  a way  to  use  the 
new  organization  of  the  American  Medical  Asso- 
ciation to  break  up  the  vicious  diploma-mill  sys- 
tem of  medical  education  and  so  to  protect  the 
country  against  the  quacks  and  patent  medicine 
fakers  of  the  times.  He  enlisted  the  efforts  of 
medical  leaders  like  Dr.  Frank  Billings,  Drs.  M. 
L.  Harris,  A.  D.  Bevan.  Victor  C.  Vaughn  and 
others  to  discuss  the  question  before  the  House 
of  Delegates  and  the  Association  assembly.  He 


also  had  formulated  a special  department  called 
the  Council  on  Medical  Education  which  has  had 
a continuous  existence  from  1904  and  is  without 
doubt  the  most  powerful  commission  in  regulation 
of  medical  colleges  and  hospitals  that  has  ever 
been  instituted.  The  ten  years  from  1904  to  1914 
might  well  be  called  the  decade  of  medical  col- 
lege extermination.  For  in  1904  there  existed 
in  America  162  Medical  Colleges  ranging  from 
Johns  Hopkins  to  the  lowest  grade  imaginable. 
At  the  end  of  the  ten  years  only  about  eighty  re- 
mained. This  terrific  slaughter  of  the  incompe- 
tents was  not  done  directly  by  law  but  was  the 
result  of  one  of  the  best  laid  plans  that  can  be  re- 
corded, all  the  work  of  the  manager-editor  of 
the  American  Medical  Association. 

Dr.  Simmons  was  an  enthusiast  for  statistics 
and  used  them  so  adroitly  and  established  them 
in  the  medical  world  so  completely  that,  dead  as 
they  may  seem  to  many,  they  became  great  living 
evidence  when  assembled  by  him.  The  first  ma- 
chine gun  fire  from  his  statistical  armory  was 
a detailed  tabulation  of  the  failures  from  the  dif- 
ferent medical  schools  of  the  land  to  pass  the 
state  examining  boards’  tests.  This  opening  fire 
was  enlarged  year  after  year  until  the  statistical 
tables  of  the  Journal  filled  almost  ten  per  cent  of 
the  year’s  issue.  They  were  so  well  collected, 
stated  the  facts  so  faithfully  and  were  so  ingenu- 
ously marshalled  that  they  told  the  story  accur- 
ately of  the  weakness  in  the  education  of  young 
doctors  in  the  motley  assortment  of  medical 
schools  of  a third  of  a century  ago.  When  the 
merciless  eye  of  publicity,  directed  by  our  good 
doctor  of  the  American  Medical  Association, 
pierced  the  veil  of  secrecy  in  the  medical  educa- 
tion there  was  nothing  left  but  reform  or — die. 

In  1910  a Commission  backed  by  the  Carnegie 
Foundation,  cooperating  with  the  A.  M.  A.,  made 
an  extensive  first-hand  study  of  the  medical 
schools  at  home  and  abroad.  Its  report  stands  to 
this  day  as  the  most  thorough  ever  issued  and 
is  still  held  as  the  standard  guide  for  medical 
education. 

Then  came  the  power  of  the  Council  of  Edu- 
cation in  the  Association  in  guiding  and  con- 
structing a new  type  of  school  and  a new  stand- 
ard. For  almost  fifteen  years  this  work  was 
directed  by  Dr.  A.  D.  Bevan  of  Chicago  and  four 
other  doctors.  The  outcome  was  that  all  schools 
were  inspected  and  their  merits  graded,  accord- 
ing to  the  ideal  standard  outlined  by  the  Coun- 
cil. The  weaklings  in  education  or  finance  were 
eliminated,  the  requirements  for  becoming  a doc- 
tor were  increased  so  that  more  years  were  spent 
in  schools  and  more  money  was  required  to  take 
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a medical  course.  The  average  tuition  of  1908 
was  $451.00  and  in  1930  it  was  $1,040.00,  while 
many  schools  have  tripled  these  charges.  Thus 
Johns  Hopkins’  tuition  increased  from  $840.00  in 
1908  to  $2,481.00  in  1935. 

The  exterminating  of  the  weak  schools  result- 
ed in  loading  the  expense  of  the  education  of 
the  medical  men  onto  the  taxpayer  in  thirty-nine 
states  or  cities  and  along  with  this  came  the  shift- 
ing of  hospitalization  from  private  hospitals  to 
the  public  and  semi-public  institutions. 

While  the  reforms  in  Medical  Education  may 
be  said  to  be  the  outstanding  step  of  the  Twenti- 
eth Century  still  many  other  changes  of  nearly 
equal  importance  show  themselves.  Medicine  be- 
came so  scientific  that  the  technical  requirements 
upon  the  student  grew  more  and  more  extended. 
The  natural  consequence  was  that  there  has  de- 
veloped a continuous  tendency  to  specialize  and 
to  practice  this  specialty.  Then  to  be  near  each 
other  for  the  purpose  of  diagnosis  and  consulta- 
tions there  have  been  formed  in  all  parts  of  the 
country  clinics  of  greater  or  less  magnitude. 
Along  with  specialism  came  the  urge  to  increase 
the  number  and  kinds  of  medical  societies  until 
today  the  local,  state  and  national,  have  become 
too  numerous  for  record. 

An  immense  expansion  in  hospitalization  is  a 
natural  sequence  of  the  educational  reform.  The 
enthusiasm  for  private  hospitals  came  to  an  end 
after  a strong  effort  and  later  financial  failures. 
The  influence  of  the  medical  associations  brought 
about  the  building  of  a vast  number  of  national, 
state  and  local  hospitals  out  of  the  public  funds 
which  have  in  recent  years  developed  largely  in- 
to charitable  institutions. 

After  his  seven  to  ten  years  of  training  in  lab- 


oratories, class  rooms  and  hospitals  in  one  of  our 
medical  schools,  the  graduate  is  confronted  with 
the  problem  “Where  shall  I locate?’’  or  “What 
kind  of  practice  shall  I seek?”  This,  we  must 
admit  is  momentous.  But  if  we  look  into  the 
distribution  of  doctors  we  find  how  the  gradu- 
ates have  answered  this  question.  The  Medical 
Directory  shows  that  they  have  largely  deserted 
the  rural  section  and  concentrated  in  the  metro- 
politan areas  where  they  can  specialize  as  well  as 
consult  specialists  and  have  the  use  of  great  lab- 
oratories and  hospitals.  In  other  words,  it  is  an 
“away  from  the  Farm”  movement  in  the  medical 
profession.  It  is  quite  plain,  therefore,  how  the 
development  of  medicine  in  this  third  of  a cen- 
tury brought  about  the  great  problem  known  as 
the  “Cost  of  Medical  Care”  which  has  been  agi- 
tating the  profession  and  the  public  mind  for  the 
last  decade.  It  would  seem  that  the  demand  of 
“Fewer  and  Better  Schools”  has  effected  a great 
advancement  in  the  science  of  medicine  and  health 
but  has  also  caused  society  to  have  an  economic 
problem  of  gigantic  magnitude  for  the  doctor, 
tax-payer  and  patient.  The  doctor  must  collect 
dividends  on  his  ten  to  twenty  thousand  dollar 
investment  for  education  and  equipment,  the  tax- 
payer carries  the  load  of  great  schools  and  hos- 
pitals, and  the  patient  must  meet  his  doctors’  and 
hospital  bills.  The  recently  organized  Bureau  of 
Medical  Economics  by  the  A.  M.  A.  has  taken 
for  its  province  the  solution  of  these  great  ques- 
tions. 

Thus  the  history  of  the  medical  education  in 
our  country  shows  that  it  has  followed  the  trend 
of  all  American  life : first,  complete  individual- 
ism, followed  by  a transition  period  of  associa- 
tion-development and  lastly  a semi-socialization 
of  this  great  profession.  What  will  be  the  next 
movement?  We  must  wait  to  see. 


CARDIAC  CLINIC  NO.  II— RHEUMATIC  HEART  DISEASE, 
ETIOLOGICAL  FACTORS  AND  INCIDENCE 

C.  EDWARD  THOMPSON,  M.  D.,  and  F.  W.  NIEHAUS,  M.  D.. 

From  Cardiac  Clinic,  University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska. 


While  most  authors  agree  that  the  true  eti- 
ological factors  in  rheumatic  heart  disease  are 
unknown,  much  has  come  to  the  attention  of 
medical  men  in  the  last  few  years  that  helps  to 
clear  our  conception  of  this  disease.  The  role  of 
the  streptococcus  in  this  disease  is  one  that  is 
certainly  associated  with  the  rheumatic  process. 
It  is  usually  not  considered  the  sole  etiological 
factor  but  it  certainly  is  an  integral  part  in  the 
i causation  of  the  disease.  Recent  trends  indicate 
that  it  plays  a part  in  one  of  two  factors.  The 


first  conception  is  that  the  streptococcus  is  a pri- 
mary factor  in  which  it  is  the  activating  agent 
on  the  developmental  changes  of  the  circulation 
of  the  valve  cusps.  There  is  considerable  evi- 
dence to  bear  this  out.  The  second  idea  is  that 
the  streptococcus  causes  a secondary  or  “allergic 
like”  reaction  that  causes  the  valvular  disease. 
It  is  not  unlikely  that  both  factors  are  present  in 
causing  this  disease  process.  The  etiological  fac- 
tors as  we  know  them  may  be  put  down  as : 

1.  Presence  of  streptococcus  (rheumatic  fevers. 


186 


RHEUMATIC  HEART  DISEASE:  THOMPSON-NIEHAUS 


Nebr.  S.  M.  Jo  lr. 
May,  1936 


tonsillitis,  scarlet  fever,  joint  and  growing  pain, 
chorea,  and  colds). 

2.  Probably  presence  of  blood  vessels  in  the  valve 
cusps  in  the  age  levels  in  which  infections  appear 
with  subsequent  formation  of  the  perivascular  lesion 
characteristic  of  the  disease,  i.  e.,  Aschoff  body. 

3.  A constitutional  or  ‘‘allergic  like”  factor  in  re- 
action to  the  streptococcus  infections. 

The  increasing  number  of  statistics  on  the  in- 
cidence of  the  disease  has  helped  to  clarify  our 
conception  of  rheumatic  heart  disease.  Many  au- 
thors are  studying  this  thoroughly.  There  are 
many  factors  in  study  of  these  statistics  that  are 
very  interesting.  Such  studies  have  brought 
about  some  of  the  following  ideas. 

Rheumatic  heart  disease  is  now  being  consid- 
ered a disease  of  the  temperate  and  northern  cli- 
mate. It  can  be  quite  definitely  shown  to  be  so. 
The  following  incident  is  quite  characteristic.  The 
cases  of  rheumatic  fever  at  Peter  Bent  Brigham 
hospital  in  Boston  in  all  cases  admitted  show  an 
incidence  of  1.85%.  Compared  to  this  is  the 
Charity  hospital  at  New  Orleans,  where  this  per- 
centage is  .3%.  The  clinical  incidence  of  mitral 
stenosis  is  3.8!)%  at  Peter  Brent  Brigham  as 
compared  to  .08%  at  Charity.  The  autopsy  per- 
centage of  rheumatic  heart  disease  is  4.08%  at 
Peter  Brent  Brigham  to  .23%  at  Charity.  The 
incidence  of  this  disease  is  interesting  in  Ne- 
braska. The  autopsy  incidence  at  the  University 
of  Nebraska  is  4.27%  in  cases  of  definite  rheu- 
matic heart  disease  in  review  of  1,423  autopsies. 
This  disease  was  the  etiological  factor  in  15  cases 
of  the  first  hundred  cardiac  cases  referred  to 
the  cardiac  clinic.  These  figures  show  the  per- 
centage of  this  disease  is  approximately  the  same 
as  the  eastern  and  northeastern  areas.  This  is 
what  would  be  expected  without  climatic  condi- 
tions being  rather  rugged. 

There  are  several  other  factors  that  are  sig- 
nificant. Social  distribution  is  a factor.  It  is 
known  to  be  more  prevalent  in  school  children 
in  poverty  stricken  urban  communities.  For- 
tunately for  Nebraska  there  are  few  of  these. 

There  is  a definite  tendency  for  rheumatic 
heart  disease  to  be  familial.  Outside  of  the  fact 
of  direct  contact  with  the  streptococcus,  the  fac- 
tors of  possibly  a hereditary  predisposition  to  the 
“allergic  reaction"  to  the  streptococcus  as  well  as 
the  hereditary  factor  in  the  blood  supply  to  the 
valve  cusps. 

The  incidence,  regarding  sex  in  children  show 
a slightly  increased  incidence  in  girls.  In  adults 
the  division  is  approximately  equal. 

The  age  of  the  rheumatic  cardiac  is  usually 


that  of  childhood  or  young  adult  life.  The  first  at- 
tack of  rheumatic  heart  disease  is  usually  from 
five  to'  twelve  years.  Rarely  does  the  patient 
with  this  disease  live  into  the  fifth  decade,  even 
when  the  onset  is  late  in  life.  Recent  evidence 
has  shown  that  the  mean  age  of  patients  on  whom 
autopsies  have  been  performed  in  which  the  pa- 
tients have  died  of  rheumatic  heart  disease  is  ap- 
proximately 15  years.  Some  patients  live  much 
longer,  some  recorded  as  long  as  58  years.  Seven- 
ty-five per  cent  live  for  less  than  23  years  after 
the  onset  of  rheumatic  fever.  It  may  be  consid- 
ered then  that  the  patient  has  only  an  even 
chance  of  living  12  years  and  only  one  chance  in 
five  of  living  25  years  after  the  initial  infection. 
This  coupled  with  the  fact  that  acute  rheumatic 
fever  occurs  chiefly  in  the  younger  individual 
means  that  this  is  primarily  a disease  of  children 
and  young  adults. 

SUMMARY 

Nebraska  must  be  considered  in  the  rheumatic 
fever  area.  The  incidence  of  rheumatic  fever  in 
Nebraska  by  most  statistics  so  far  available  show 
it  to  be  in  approximately  the  same  as  New  Eng- 
land and  the  Middle  West.  Rheumatic  heart 
disease  is  a disease  primarily  of  young  adults. 
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RECENT  ADVANCES  IN  STUDY  OF 
INFLUENZA 

Thomas  Francis,  Jr.,  New  York  ( Journal  A. 
M.  A.,  July  27,  1935),  states  that  the  results  of 
filtration  and  cultural  studies,  particularly  those 
of  Andrewes,  Laidlaw  and  Smith,  have  succeeded 
in  establishing  the  fact  that  one  of  the  mild  inter- 
pandemic diseases  called  influenza  is  causally  re- 
lated to  a filtrable  virus  and  can  be  transmitted 
experimentally  to  mice  and  ferrets.  The  disease 
in  both  species  of  animals  chiefly  involves  the 
respiratory  tract  and  produces  a typical  pulmon- 
ary consolidation.  A human  disease  studied  in 
two  widely  separate  parts  of  the  world,  and  in 
each  instance  considered  typical  influenza,  has 
thus  been  found  to  exhibit  similar  characteristics 
in  experimental  animals.  The  picture  of  the  in- 
fect’on  in  the  animals  may  serve  not  only  as  a 
guide  for  further  investigations  of  influenza  but 
also  as  a basis  for  differentiating  influenza  from 
other  epidemic  diseases  which,  at  the  present  time, 
because  of  a lack  of  differential  criteria,  are  prob- 
ably included  in  the  category  of  influenza. 
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CARCINOMA  OF  PENIS 

MAX  EMMERT,  M.  D., 

Omaha,  Nebraska. 

J.  H.  C.,  aged  76,  was  seen  August  24,  1923,  because 
of  a burning  sensation  in  the  penis. 

P.  H.  The  patient  denied  ever  having  had  venereal 
disease.  He  was  the  father  of  several  fully  grown, 
healthy  children. 

P.  I.  About  one  year  ago  he  noticed  that  the  fore- 
skin would  not  slip  back  over  the  glans  penis.  Three 
months  ago  there  developed  a burning  sensation  in 
the  glans  and  he  noticed  a small  nodule,  about  the 
size  of  a bean,  which  has  grown  to  twice  the  original 
size,  since  discovered.  No  difficulty  in  urination  nor 
other  complaints. 

Examination:  Active  old  man  with  marked  phimo- 
sis. Only  the  tip  of  the  glans  can  be  exposed.  At 
the  frenulum  is  a friable  granular  mass  which  ex- 
tends to  the  glans  and  bleeds  easily.  No  inguinal  or 
femoral  glandular  involvement.  Stratum  negative. 
Rectal-prostate  not  enlarged.  No  pelvic  glands  felt. 
General  examination — mouth  and  teeth  good.  Skin 
dry  and  scaly.  Very  little  subcutaneous  fat.  Heart 
sounds  soft,  no  murmurs.  B.  P.  155/95.  Lungs — few 
bronchial  rales.  Abdomen  negative.  Urine  negative. 

Operation,  August  9,  1923,  under  local  anesthesia. 
A dorsal  incision  was  made  through  the  skin  and 
mucous  membrane  exposing  a granular  area  the  size 
of  a dime  along  the  left  side  of  the  frenulum  involv- 
ing the  glans.  After  removing  a section  for  biopsy 
the  area  was  thoroughly  cauterized  with  electricity, 
the  patient  circumcised,  care  being  taken  that  the 
involved  area  did  not  contact  other  tissue. 

Laboratory  report:  “The  specimen  consisted  almost 
entirely  of  an  over-growth  of  squamous  epithelium 
which  penetrated  deep  into  the  underlying  structures 
and  in  certain  regions  was  without  any  delimiting 
membrane  restraining  the  epithelial  over-growth.  Th  ■ 
individual  form,  particularly  as  regards  their  nuclei, 
and  cellular  mitosis  were  present.  The  underlying 
tissues  were  densely  infiltrated  with  polymorphs  anel 
particularly  numerous  plasm  cells. 

Diagnosis:  Squamous  cell  carcinoma. 

The  patient  made  a good  recovery  and  there  has 
been  no  recurrence  to  date.  The  patient  is  alive  and 
in  apparent  good  health. 

COMMENT 

Carcinoma  of  the  penis  is  nearly  always  of  the 
epitheliomatous  type,  starting  either  on  the  p c- 
puce  or  glans.  Any  nodule  appearing  without 
definite  cause  in  these  locations  on  men  in  le 
cancer  age  should  be  considered  malignant  ur>;’ 
proven  otherwise.  Fortunately  the  growth 
usually  of  low  grade  malignancy  and  the  pot 
bility  of  cure  is  good  if  treated  before  metasta 
has  occurred.  The  older  the  patient  the  slov; 
the  metastasis,  as  a rule. 


themselves  to  statistical  study.  In  table  1,  pneu- 
mococcus antibody  solution  is  seen  to  be  definite- 
ly beneficial  in  type  I pneumonia,  less  so  in  type 
II,  and  of  little  or  no  value  in  type  III  pneumonia. 
Surprisingly,  it  is  more  effective  in  group  IV 
than  in  type  I infections.  In  table  2,  antipneu- 
mococcus  serum  is  seen  to  reduce  the  mortality  in 
type  I lobar  pneumonia  by  40  per  cent  and  to  save 
ten  lives  per  hundred  cases.  It  is  of  less  value  in 
type  II  but  of  distinct  benefit  in  types  VII  and 
VIII.  Table  3 shows  an  average  reduction  in 
mortality  of  about  50  per  cent,  with  a saving  of 
twenty  lives  per  hundred  cases.  The  78  per  cent 
reduction  in  mortality  in  type  II  pneumonias, 
with  a saving  of  fifty  lives  per  hundred  cases  in 
the  selected  series  of  Cecil  and  Plummer,  is  wor- 
thy of  special  mention.  This  table  illustrates  the 
importance  of  beginning  specific  treatment  as 
early  after  the  onset  of  pneumonia  as  possible. 
Table  4 shows  that  some  benefit  doubtless  results 
from  intramuscular  and  subcutaneous  injections 
of  specific  preparations,  but  this  is  clearly  smaller 
than  after  intravenous  administration.  At  pres- 
ent these  substitute  methods  would  seem  to  be 
justified  only  when  it  is  impossible  to  use  the  in- 
travenous route.  Table  6 gives  a summary  of  the 
incidence  of  reactions  as  recorded  in  the  several 
reports.  The  figures  are  only  approximate.  When 
precautions  are  taken  to  make  skin  and  ophthal- 
mic tests,  and  to  refuse  serum  to  those  with  posi- 
tive ophthalmic  tests  and  also  to  those  with  a his- 
tory of  allergy  to  horses,  the  question  of  reactions 
appears  not  to  be  a serious  one.  The  specific 
treatment  of  pneumococcic  infections  is  probably 
destined  to  increase  in  popularity.  Serums  will 
doubtless  be  still  further  refined,  with  the  result 
that  reactions  will  be  largely  eliminated  and  larger 
initial  doses  will  be  possible.  The  demonstrated 
merit  of  specific  therapy  in  lobar  pneumonia 
would  seem  to  justify  its  use  in  bronchopneu- 
monia and  other  pneumococcic  infections,  such  as 
mastoiditis,  thus  giving  it  a wider  field  of  use- 

fi-jlnpctu 


THE  SPECIFIC  TREATMENT  OF  LOB; 
PNEUMONIA 

William  P.  Belk,  Ardmore,  Pa.  (Journal  A. 
A.,  Sept.  14,  1935),  tabulates  the  results  obtaii 
in  the  specific  treatment  of  lobar  pneumor 
These  include  all  the  reports  in  the  American  a 
foreign  literature  up  to  January,  1935,  that  k 
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NEW  OFFICERS  OF  STATE 
ASSOCIATION 

New  officers  elected  at  the  recent  annual 
meeting  are:  Dr.  Roy  W.  Fouts,  Omaha,  presi- 
dent-elect ; Dr.  A.  J.  Cameron,  Herman,  and  Dr. 
Lester  J.  Stearns,  Kearney,  vice  presidents ; 
Dr.  Roy  B.  Adams,  secretary-treasurer,  re- 
elected. 

Councilors  elected  were  Dr.  A.  P.  Overgaard  of 
Omaha,  Dr.  J.  J.  Hompes  of  Lincoln,  Dr.  W.  R.  Boyer 
of  Pawnee  City,  Dr.  E.  L.  Brush  of  Norfolk,  and  Dr. 
A.  A.  Conrad  of  Crete.  (All  reelected  except  Dr.  J.  J. 
Hompes,  who  is  a new  member.) 

Dr.  Fouts  was  reelected  delegate  to  the  American 
Medical  association  convention  to  be  held  in  Kansas 
City,  May  14  to  19.  Dr.  G.  L.  Pinney  of  Hastings  was 
named  alternate. 

COMMITTEES  NAMED 


THE  ANNUAL  MEETING  AT  LINCOLN 

If  a registration  of  436  at  the  annual  meeting, 
attendance  from  65  counties,  126  Nebraska 
towns  and  12  out-of-state  towns,  means  anything 
it  indicates  continued  interest  in  medicine  and 
medical  society  work.  Such  was  the  record  of 
the  annual  meeting  of  the  Nebraska  State  Medi- 
cal Association  held  at  the  Cornhusker  hotel,  Lin- 
coln, April  7,  8,  9. 

On  making  the  first  move  toward  the  assem- 
bly room  after  reaching  the  hotel,  one  was  at- 
tracted by  about  fifteen  commercial  and  a dozen 
scientific  exhibits,  veritable  replicas  in  miniature 
of  such  exhibits  at  an  annual  meeting  of  the 
A.  M.  A.  It  looked  good  to  a small  town  doctor 
and  it  is  surmised  that  the  metropololites  were 
not  displeased  at  the  sight. 

The  program  was  planned  along  original  lines 
and  worked  out  splendidly.  The  first  forenoon 
was  devoted  to  a Symposium  on  Obstetrics ; the 
afternoon  to  installation  of  the  president.  Dr. 
George  W.  Covey,  the  Presidential  Address  and 
several  general  papers  and  a Cancer  Hour;  Wed- 
nesday morning  and  afternoon  to  general  medi- 
cal and  surgical  papers  and  a Tuberculosis  Hour; 
Thursday  morning  to  a general  program  and 
the  closing  afternoon  to  a Fracture  Symposium. 

At  a group  dinner  given  Tuesday  evening, 
four  guest-speakers  gave  short  talks  on  vital 
topics  of  interest  to  the  profession ; on  Wednes- 
day noon  after  a group  luncheon,  three  guest- 
speakers  gave  talks  on  living  medical  subjects; 
following  the  Thursday  noon  group  luncheon, 
four  guest-speakers  presented  everyday  prob- 
lems of  the  profession.  These  newer  features — 
group  dinners,  group  luncheons  and  after-dinner 
and  after-luncheon  talks — seem  to  the  writer 
very  much  worth  while. 

The  thirteen  guest-speakers  were:  James  R. 

Wird,  Atlanta,  Obstetrician : Archibald  Hovne, 
To.  Pediatrician ; Sumner  L.  Koch,  Chicago, 
n ; Fred  M.  Smith,  Iowa  City,  Internist; 
T.  Coughlin,  St.  Louis,  Surgeon;  Frank 
son.  Kansas  City,  Orthopedist ; Max  Cut- 
:ago.  Surgeon  ; J.  P.  Koehler,  Milwaukee, 
Health ; Ralph  M.  Carter,  Green  Bay, 
rthopedist ; Myron  O.  Henry,  Minneapo- 
hopedist ; Philip  W.  Brown,  Rochester, 
t ; W.  W.  Bauer,  Chicago.  Public  Health ; 
E.  Sawyer,  President  Iowa  Medical  So- 
ioux  City,  special  courtesy  dinner  guest. 
Dgram  put  on  by  these  various  guest 
; constituted  a veritable  postgraduate 
to  which  the  Nebraska  profession  contri- 
irty  papers,  a total  that  made  a well  filled 
1 balanced  program. 
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The  Oliver  Wendell  Holmes  Memorial  Trophy 
of  the  University  of  Nebraska  College  of  Medi- 
cine, Obstetrical  Department,  was  awarded  for 
the  first  time,  and  went  to  the  Sixth  Councilor 
District.  The  mortality  on  which  the  award  is 
based  was  about  six-tenths  of  one  per  cent,  or 
one  death  out  of  some  1400  births. 

The  banquet  Wednesday  night  was  attended 
by  over  325  physicians  and  their  ladies  and  was 
graced  by  the  presence  of  Governor  and  Mrs. 
Roy  Cochran.  A high  class  musical  and  dancing 
program  offered  post-prandial  entertainment. 

The  scientific  and  social  success  of  the  meet- 
ing was  universally  acclaimed  by  those  in  at- 
tendance. 

Coincident  with  annual  meeting  week  the  Eye, 
Ear,  Nose  and  Throat  Group  enjoyed  a banquet, 
on  the  evening  of  April  6.  Dr.  D.  D.  Stonecy- 
pher,  Nebraska  City,  was  elected  president. 

The  Nebraska  Tuberculosis  Association  held 
its  annual  meeting,  April  6,  and  enjoyed  a ban- 
quet Monday  evening,  at  which  Dr.  Arthur  J. 
Myers,  Minneapolis,  was  the  guest  speaker. 

Coincident  with  the  annual  meeting  the  Wom- 
an’s Auxiliary  of  the  Nebraska  State  Medical 
Association  held  its  session  under  the  able  presi- 
dency of  Mrs.  C.  C.  Tomlinson.  A feature  of 
the  meeting  was  a Doctor's  Hobby  Show,  at 
which  above  fifty  exhibits  were  placed. 

The  local  committees  of  arrangements  and  en- 
tertainment functioned  excellently  and  many 
thanks  be  theirs. 

It  is  usual  to  accept  the  work  of  the  program 
committee  as  a matter  of  course  and  then  forget 
about  their  splendid  efforts ; but  let  us  not  for- 
get this  time  that  special  commendation  is  due 
them  for  an  outstanding  program. 

The  annual  meeting  for  1937  will  be  held  in 
Omaha. 


THE  HOUSE  OF  DELEGATES 

Dr.  W.  E.  Wright,  Creighton,  was  named 
president  pro  tern. 

In  addition  to  the  usual  routine  of  business 
the  house  of  delegates  was  called  upon  to  act  on 
a number  of  amendments  to  the  by-laws  and  one 
constitutional  amendment  was  proposed. 

A by-law  was  enacted  providing  in  effect  for 
a Committee  on  Maternal  Health  and  Welfare  to 
cooperate  with  the  Social  Security  set-up.  This 
committee  consists  of  three  members. 

A Tuberculosis  Committee  of  five  members 
was  provided  for  in  another  by-law.  Member- 
ship on  this  committee  will  rotate,  one  member 


to  be  elected  each  year  after  the  first  year  and 
serve  for  five  years.  The  committee  will  be  a 
contact  body  to  work  in  connection  with  the  Ne- 
braska Tuberculosis  Association  and  other  wel- 
fare bodies. 

Another  by-law  provides  for  a Committee  on 
Prevention  and  Amelioration  of  Blindness.  Three 
persons  are  to  constitute  this  committee. 

A proferred  by-law  that  would  have  added 
Merrick  county  to  the  Ninth  Councilor  District 
was  rejected. 

A proposed  amendment  to  the  constitution  was 
offered.  In  effect  this  is  to  provide  that  every 
councilor  district  at  the  annual  councilor  district 
meeting  shall  by  vote  select  the  councilor  for  that 
district,  the  selection  to  be  confirmed  by  the 
house  of  delegates.  A proposed  amendment  to 
the  constitution  must  lie  over  for  one  year  before 
action  theron  can  be  taken. 

The  exact  wording  of  by-laws  enacted  and  re- 
jected and  of  the  proposed  constitutional  amend- 
ment will  appear  in  the  Proceedings  to  be  pub- 
lished in  a subsequent  number  of  the  Journal. 


NOTES  PERTAINING  TO  THE  ANNUAL 
MEETING 

The  House  of  Delegates  elected  Dr.  W.  E. 
Wright  of  Creighton,  speaker  pro  tern  and  then 
the  fates  did  not  give  him  opportunity  to  preside 
at  any  meeting. 

President  Covey  elected  to  give  his  Presiden- 
tial Address  before  the  general  session,  an  inno- 
vation, for  it  had  not  been  done  for  at  least 
twenty-five  years.  It  had  been  the  custom  to 
give  the  Address  after  the  dinner  incidental  to 
the  annual  banquet. 

May  we  offer  the  kindly  constructive  criticism 
that  a little  closer  adherence  to  the  published 
schedule  will  be  for  the  good  of  all  in  attendance. 

Honorary  memberships  were  conferred  on  Dr. 
W.  J.  Birkofer,  Gothenburg,  and  Dr.  Leopold 
Phelan,  Grand  Island. 

The  Woman’s  Auxiliary  appropriated  $200  to 
be  given  to  Medical  Student  Loan  Fund.  Many 
thanks  to  the  dear  ladies ; they  shall  receive  their 
reward. 

The  scientific  program  at  the  annual  meeting 
was  the  best  balanced  program  ever  offered  at 
an  annual  meeting  of  the  Nebraska  State  Medical 
association,  was  a sentiment  heard  on  all  sides. 

One  of  the  speakers  said  there  were  1,500,000 
fractures  annually  in  the  United  States. 

.The  president  of  the  Wisconsin  State  Medical 
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Society,  Dr.  Ralph  M.  Carter,  Green  Bay,  and 
the  president  of  the  Iowa  State  Medical  Society, 
Dr.  Prince  Sawyer,  Sioux  City,  were  special  hon- 
or guests  at  the  annual  meeting. 

The  Nebraska  University  Medical  Alumni  gave 
a group  luncheon  the  first  noon  of  the  meeting. 

Dr.  Coughlan  thinks  it  is  still  an  open  question 
whether  cancer  is  on  the  increase  or  whether  it 
only  seems  so. 

A guest  speaker  said  soap  and  hot  water  was 
still  the  best  cleansing  agent  and  prefers  it  to 
iodine  sterilization. 

A joint  health  meeting  sponsored  by  the  Wom- 
en's Auxiliary  in  the  ballroom  of  the  Cornhusker 
hotel  on  the  evening  of  the  seventh  of  April  at- 
tracted a full  house.  Dr.  Bartholomew  discussed 
“Public  Health,  Maternal  and  Child  Welfare 
Work  Under  Provisions  of  Enacted  Legislation,’’ 
a timely  topic.  Several  others  discussed  the  sub- 
ject. 

Omaha  physicians  won  two  of  three  trophies 
in  golf  competition  held  in  connection  with  the 
medical  association’s  annual  meeting  at  Lincoln, 
Monday.  Dr.  Paul  Tipton,  with  an  81,  captured 
the  Peel  trophy  in  a low  net  division  and  Dr. 
W.  L.  Sucha  took  the  Brandeis  cup  by  scoring 
an  85  in  the  senior  low  gross  event.  The  Ne- 
braska Power  Co.  trophy  went  to  Dr.  John  Pet- 
erson of  Lincoln,  who  carded  a 78  for  low  gross. 
The  matches  were  played  at  Lincoln  Country 
club. 

Dr.  W.  W.  Bauer  of  Chicago,  addressing  the 
State  Medical  Auxiliary  at  a luncheon,  Thurs- 
day, told  his  hearers  that  many  people  are  taking 
health  too  seriously.  He  urged  a well  rounded 
diet,  rather  than  too  much  attention  to  certain 
foods  because  of  their  vitamins  or  reducing  qual- 
ities. The  problem  as  he  sees  it  is  more  and  bet- 
ter health  education,  where,  what  we  get  from 
science  and  what  common  sense  tells  us  should 
rule. — Lincoln  Journal. 


AWARD  OF  THE  OLIVER  WENDELL 
HOLMES  TROPHY 

The  first  award  of  the  Oliver  Wendell  Holmes 
Memorial  Trophy  to  the  councilor  district  show- 
ing the  lowest  maternal  mortality  rate  for  the 
past  calendar  year  was  made  at  the  annual  meet- 
ing of  the  Nebraska  State  Medical  Association 
and  was  given  into  the  keeping  of  the  Sixth 
Councilor  District  consisting  of  the  counties  of 
Sanders,  Butler,  Seward,  Polk,  York,  Hamilton. 
The  Trophy  is  awarded  annually  to  the  district 
having  the  lowest  maternal  mortality  for  the  pre- 
ceding calendar  year. 


The  Sixth  Councilor  District  earned  the 
award,  by  having  a maternal  mortality  of  one.  or 
.68  in  1,460  births.  A table  hereto  appended 
shows  the  maternal  mortality  in  the  twelve  coun- 
cilor districts. 

“You  will  find  the  birth  and  death  rates  ac- 
cording to  Public  Health  information,  and  the  re- 
check with  rates  of  death  per  thousand.  This  re- 
check represents  deaths  of  maternity  only,  where- 
as the  Public  Health  represents  deaths  of  ma- 
ternity, of  puerperal  origin,  and  deaths  which 
were  neither,  merely  being  an  error  by  the  Bu- 
reau of  Vital  Statistics.  Frequently  this  was  due 
to  the  peculiar  method  of  signing  the  death  cer- 
tificates. 

“We  think  you  should  stress  that  the  doctor 
who  signs  such  a certificate  should  state  the 
cause  of  death.  If  it  is  not  of  puerperal  origin 
he  should  very  clearly  state  that.  As  an  example, 
the  woman  who  dies  from  a cholecystectomy  or 
appendectomy,  or  pneumonia  when  she  is  two  or 
three  months  pregnant  should  not  be  classed  as 
either  a death  of  maternity  or  of  puerperal  origin. 

"The  responsibility  for  these  errors  is  proba- 
bly about  equally  divided  between  the  doctors  and 
the  Bureau  of  Vital  Statistics. 

“Listed  as  “Various  Information’’  is  a brief 
resume  of  the  various  conditions  complicating 
deaths  in  their  order  of  sequence,  such  as  the 
number  of  times  forceps  were  used,  the  number 
of  placenta  praevias,  pneumonias,  etc.  Each 
councilor  district  can  tell  at  a glance  the  birth 
rate  and  maternal  mortality  based  on  Public 
Health  as  well  as  the  recheck.'’ 


Councilor  Maternal  Deaths 

District  Births  (Public  Health)  Rate/1000  Recheck  Rate/1000 


1 

4,442 

32 

7.09 

12 

2.70 

2 

2,229 

15 

6.70 

8 

3.54 

3 

1,236 

5 

4.00 

4 

3.23 

4 

2,948 

16 

5.04 

12 

4.07 

5 

2,120 

9 

4.24 

5 

2.36 

6 

1,400 

1 

.61 

1 

.68 

7 

1,203 

7 

5.94 

4 

3.32 

8 

1.155 

9 

7.79 

6 

5.19 

9 

2,976 

18 

6.05 

13 

4.37 

10 

2,383 

12 

5.03 

7 

2.93 

11 

947 

6 

6.33 

5 

5.28 

12 

1,928 

7 

3.63 

4 

2.07 

Totals 

Averages 

25,087 

137 

5.46 

81 

3.22 

VARIOUS  INFORMATION 


1.  Abortion  31 

2.  Toxemias  25 

3.  Puerperal  sepsis  20 

4.  Caesarean  section  16 

5.  P.  P.  hemorrhage 14 

6.  Forceps  10 

7.  Pneumonia  6 

8.  Ectopic  5 

Embolism  5 
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9.  Placenta  Praevia  4 

Surgical  intervention  4 

10.  Cardiac  3 

11.  Retained  placenta  2 

12.  Nephritis  1 

Ruptured  uterus  1 

Toxic  goiter  1 

Meningitis  1 

The  proceedings  incidental  to  the  presentation 
of  the  Trophy  follow: 

DR.  L.  O.  HOFFMAN,  (Omaha):  The  Committee 
on  Award  consisted  of  Drs.  Sage,  McGoogan,  and 
myself.  We  want  to  thank  the  medical  profession  of 
Nebraska  for  their  marvelous  response  to  this  Ques- 
tionnaire. Out  of  137  questionnaires,  all  but  five 
were  answered.  Dr.  McCord  has  kindly  consented  to 
award  this  Trophy  and  comment  upon  it. 

DR.  JAMES  McCORD,  (Atlanta,  Ga.):  Dr.  Hoffman 
and  Gentlemen:  It  is  fitting  that  this  beautiful  Tro- 
phy should  be  named  the  Oliver  Wendell  Holmes 
Memorial  Trophy.  Insofar  as  I know,  such  a pre- 
sentation is  unique,  and  is  certainly  worthy  of  com- 
mendation. The  sponsors  of  the  award  are  particular- 
ly anxious  that  the  members  of  the  Nebraska  State 
Medical  Association  feel  that  it  is  their  Trophy,  for 
its  presentation  is  made  possible  by  the  unusual  re- 
sponse of  the  members  to  the  Questionnaire.  The 
committee,  after  receiving  certain  vital  statistics,  was 
impressed  with  the  inaccuracy  of  some  of  them.  The 
committee  believes  this  is  probably  due  to  its  compila- 
tion by  non-medically  trained  individuals.  The  com- 
mittee feels  such  a trained  personnel  is  necessary  if 
such  statistics  are  to  be  of  real  value.  The  committee 
would  like  to  deplore  the  type  of  propaganda  which 
states  the  United  States  has  such  a high  maternal 
mortality.  With  this  statement  your  committee  must 
disagree.  You  have  all  heard  very  frequently  maternal 
mortality  in  the  United  States  is  high.  Is  this  in 
large  measure  the  fault  of  the  medical  profession? 
By  no  means.  It  is  certain  the  medical  profession  is 
getting  a large  part  of  the  censure,  and  that  we  will 
continue  to  do  so  until  conditions  are  improved. 

The  problem  is  a medical  one.  We  as  a profession 
should  solve  it.  Let  us  not  wait  until  outside  pressure 
forces  us  to  take  action.  I personally  think  the  fac- 
tors are  economic,  social,  and  educational;  but  this 
does  not  lessen  our  responsibility. 

The  Trophy  is  presented  to  the  Sixth  Councilor 
District.  We  thank  them  for  their  interest  and  co- 
operation and  trust  that  the  Trophy  may  stimulate 
other  districts  in  the  State,  with  the  result  that  Ne- 
braska as  a whole  may  become  an  example  for  the 
nation. 

RESPONSE: 

DR.  C.  W.  WAY,  (Wahoo):  Dr.  .Tames  L.  McCord, 
Distinguished  Guests,  Members  of  the  Nebraska  State 
Medical  Association  and  Friends:  As  acting  president 
of  the  Sixth  Councilor  District  of  the  Nebraska  State 
Medical  Association,  it  is  indeed  a pleasure  to  accept 
for  our  district  this  award  being  presented  today  for 
the  first  time  by  the  University  of  Nebraska  College 
of  Medicine — The  Oliver  Wendell  Holmes  Memorial 
Trophy. 

This  district  comprised  of  Saunders,  Butler,  Seward. 
Polk,  York  and  Hamilton  counties  is  very  appreciative 
of  this  signal  honor.  After  having  associated  with 
the  men  who  make  up  the  state  association,  more 
especially  the  men  of  the  Sixth  District  which  is  our 
own  district,  the  fifth  which  lies  just  north  of  us, 
number  two  to  the  south,  and  number  one  to  the 
east,  I feel  that  I can  assure  you  that  we  out-state 
doctors  would  like  to  do  even  better  obstetrics  than 
is  being  done  as  shown  by  this  report. 

On  Monday,  March  30,  our  district  had  a meeting 
at  Shelby.  There  were  about  forty  doctors  present 


and  the  entire  evening  was  devoted  to  obstetric  prob- 
lems. We  were  addressed  by  Drs.  Palmer  Finley, 
Charles  F.  Moon,  and  Earl  Sage.  The  keen  interest 
shown  by  those  in  attendance  and  the  lively  discus- 
sion which  followed  all  goes  to  prove  that  these  men 
want  to  know  more  about  obstetrics  and  have  an 
earnest  desire  to  make  Nebraska  the  safest  place  in 
the  world  for  a mother  to  give  birth  to  a child. 

It  is  my  understanding  that  there  are  today  state 
and  federal  grants  of  money  for  maternal  and  child 
health  services.  We  see  set-ups  of  all  kinds  and  de- 
scriptions about  us  that  promote  more  power,  making 
more  land  tillable,  eradicating  weeds,  disease  among 
cattle,  and  ninety-nine  other  projects  with  which  you 
are  all  familiar.  I would  suggest  a project  which 
would  help  the  out-state  doctors  a great  deal  and 
one  in  which  they  are  truly  interested.  We  will  call 
it,  “Maternal  Care  and  Child  Welfare”  for  the  pres- 
ent. A unit  composed  of  one  competent  to  teach  ob- 
stetrics, one  competent  to  teach  pediatrics,  and  a cap- 
able nurse,  these  to  visit  the  county  seats  of  each 
county  in  Nebraska  and  hold  clinic  days,  there  to 
meet  expectant  mothers  with  their  physicians  and 
such  children  as  may  need  the  benefit  of  such  a 
group.  It  is  beyond  question  that  the  people  are  in- 
terested in  their  health  and  the  welfare  of  their 
children,  for  any  place  where  health  information  is 
available  it  is  readily  sought.  One  in  general  prac- 
tice is  amazed  at  the  number  of  papers  read,  letters 
written  to  sources  of  information,  reliable  and  other- 
wise, the  number  of  advertisements  answered — all 
suggestive  of  lack  of  information  and  the  urgent  need 
of  providing  it  from  reliable  sources.  Our  one  great 
need  today  is  to  educate  people  to  the  many  ad- 
vantages and  the  many  scientific  aids  that  regular, 
legitimate  and  modern  medicine  has  to  offer  them. 


NEBRASKA  TUBERCULOSIS  ASSOCIA- 
TION MEETING 

The  Nebraska  Tuberculosis  Association  an- 
nual meeting  was  held  at  Lincoln  April  6,  with 
afternoon  and  evening  sessions  and  a banquet. 

The  increase  in  interest  in  seal  sales  was  dis- 
cussed by  the  executive  secretary,  Miss  Alice 
Marshell.  The  seal  sales  has  jumped  from  14,218 
in  1924  to  29,624  in  1935,  while  the  death  rate 
from  tuberculosis  in  Nebraska  has  decreased 
from  444  to  387.  Seventy-six  counties  and  sev- 
enty-seven towns  now  cooperate  in  sales. 

Dr.  Arthur  J.  Myers  of  the  University  of  Min- 
nesota was  the  guest  speaker.  He  stressed  the 
need  of  discovering  the  presence  of  tuberculosis 
in  the  child  in  the  pre-symptom  stage  if  we  are 
to  get  further  with  the  control  of  tuberculosis. 
Dr.  E.  W.  Hancock,  Lincoln,  stressed  the  need 
for  more  beds  for  the  care  of  the  afflicted. 

An  honorary  membership  was  conferred  upon 
Dr.  L.  E.  Van  Ess,  head  of  the  department  of 
animal  pathology  at  the  University  as  a tribute 
to  his  distinguished  researches  during  the  past 
eighteen  years  in  bovine  tuberculosis. 

Dr.  John  F.  Allen,  Omaha,  was  reelected  pres- 
ident and  Miss  Alice  Marshell,  Omaha,  reelected 
executive  secretary. 
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BRYAN  MEMORIAL  HOSPITAL  CLINIC 
DAY,  APRIL  6 

Annual  Clinic  Day  at  the  Bryan  Memorial 
Hospital,  Lincoln,  has  been  an  event  toward 
which  physicians  have  looked  with  keen  anticipa- 
tion for  a number  of  years. 

The  guest  talent  this  year  came  from  Chicago, 
St.  Louis,  Kansas  City  and  Topeka. 

The  interest  in  these  clinic  days  is  best  told 
by  the  number  in  attendance  which  was  two  hun- 
dred. Dinner  and  Round  Table  discussions 
rounded  out  the  meeting. 

Dr.  C.  G.  Grulee,  Chicago,  was  in  charge  of 
“Breast  Feeding;”  Dr.  W.  L.  Olmstead,  St. 
Louis,  “Nephritis;”  Dr.  R.  L.  Sutton,  Kansas 
City,  “Treatment  of  Dermatological  Diseases;” 
Dr.  W.  C.  Menninger,  Topeka,  “The  General 
Practitioner  and  His  Problems  With  Regard  to 
the  Mental  Health  of  His  Patient ;”  Dr.  N.  A. 
Womack,  St.  Louis,  “The  Bilary  Tract.”  After 
the  discussions  Dr.  Sutton  showed  “Snapshots 
’Round  the  World,”  with  slides  of  Africa,  India, 
Indo-China,  the  Arctic  and  New  Zealand. 


SPEAKER’S  BUREAU  FOR  COUNTY 
SOCIETIES? 

Would  the  county  societies  like  to  have  a 
speaker's  bureau?  This  was  suggested  to  us  a 
short  time  ago  and  the  executive  secretary’s  of- 
fice is  very  glad  to  act  as  a clearing  house  for 
this  purpose  if  the  various  societies  want  it. 

Very  often  a county  society  has  a little  trouble 
in  locating  a suitable  scientific  program.  If  every 
doctor  who  is  willing  to  go  out  to  give  a paper 
at  any  county  society  meeting  would  register 
with  a bureau  which  would  be  maintained 
through  the  executive  secretary’s  office,  it  would 
immediately  give  us  an  available  list  which  could 
be  used.  Then  any  county  society  could  write 
this  office  and  could  be  informed  of  an  available 
program. 

It  would  of  course  be  necessary  for  each  coun- 
ty society  to  contact  the  available  speakers  and 
to  arrange  for  such  details  as  expenses,  if  any, 
and  meeting  nights. 

If  you  have  any  ideas  on  this  matter  we  would 
like  to  have  letters  from  anyone  and  suggestions 
will  be  appreciated.  If  there  is  enough  demand 
for  it  from  county  societies  and  if  there  are 
enough  men  who  can,  will  express  their  willing- 
ness to  go  out  on  certain  dates  or  certain  dis- 
tances from  their  homes,  we  will  set  up  the  ma- 
chinery to  get  it  in  motion. 


By  providing  better  scientific  programs  and 
having  them  regularly  we  have  made  a long  step 
for  a -better  organization  of  our  Nebraska  State 
Medical  Association.  It  is  not  always  necessary 
that  men  who  give  a certain  program  be  special- 
ists is  their  lines,  or  from  the  larger  centers. 
Quite  often  a man  from  one  of  the  smaller  so- 
cieties can  give  some  very  profitable  information 
to  a neighboring  society  and  we  would  want  to 
maintain  a large  list  of  these  at  all  times. 

Write  us  about  it. 

— M.  C.  Smith,  Executive  Secretary, 
Curtis,  Nebraska. 


COOPERATION  WITH  EXECUTIVE 
SECRETARY 

The  excellent  cooperation  which  we  have  had 
in  the  return  of  legislative  reports  is  almost  a 
marvel.  Of  course,  there  are  a few  slow  ones, 
but  for  the  most  part  they  have  been  coming  back 
in  good  time  and  the  reports  have  been  excellent. 
A number  of  the  letters  returned  express  a wil- 
lingness to  cooperate  as  far  as  possible  with  this 
program,  and  we  want  every  doctor  in  the  state 
to  know  that  we  certainly  do  appreciate  this  type 
of  cooperation. 

Someone  is  supposed  to  have  said  sometime  or 
other  that  it  would  be  impossible  to  get  the  doc- 
tors to  working  together  to  cooperate  on  a pro- 
gram of  this  kind,  but  there  has  certainly  been 
no  evidence  of  that  kind  of  spirit  in  this  partic- 
ular program.  There  are  a few  of  these  inquiry 
letters  out  yet,  from  which  we  have  no  response 
and  if  each  doctor  will  send  these  back  as  soon 
as  possible  we  will  soon  have  our  records  com- 
plete. 

We  hope  to  send  out  reports  to  each  district 
as  soon  as  we  can  get  them  completed.  Some  we 
may  have  to  send  out  and  show  that  we  have  no 
report  on  it,  but  we  certainly  hope  this  will  not 
be  necessary  in  a single  case.  Please  get  these 
back  to  us  in  the  first  possible  mail. 

— M.  C.  Smith,  Executive  Secretary, 
Curtis,  Nebraska. 


ASHLAND  HONORS  DR.  CHARLES  F. 

KIRKPATRICK  FOR  FIFTY  YEARS 
OF  SERVICE 

The  good  people  of  the  Ashland  community, 
April  8,  honored  themselves  by  honoring  their 
physician,  friend  and  councilor  for  fifty  years, 
Dr.  Charles  F.  Kirkpatrick.  The  chamber  of 
commerce  sponsored  the  event  which  occurred  in 
the  parlors  of  the  church.  A travelling  bag  was 
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presented  to  him  in  recognition  of  his  fifty  years 
of  service  in  the  same  town. 

Charles  F.  Kirkpatrick  was  born  in  Decatur. 
Ohio,  in  1858,  graduated  from  the  Columbus 
Medical  College  in  1882,  practiced  four  years  in 
Youngstown,  Ohio,  and  then  located  at  Ashland 
where  he  has  been  active  since  that  time  and  is 
active  now  at  the  age  of  seventy-eight. 

He  has  always  been  actively  interested  in  the 
civic  affairs  of  the  community  and  served  on  the 
board  of  education  18  years. 

He  has  been  a member  of  tbe  Nebraska  State 
Medical  Association  since  the  year  he  came  to 
Nebraska. 

His  wife  died  three  years  ago. 

At  the  annual  meeting  of  the  Nebraska  State 
Medical  Association  the  following  day  a further 
tribute  was  given  Doctor  Kirkpatrick: 

DR.  BENJAMIN  F.  BAILEY:  Friends  of  the  Asso- 
ciation: I wish  to  say  a few  words  on  a subject  not 
on  the  program.  I presume  you  have  noticed  the 
records  of  death  in  the  Journal  of  the  American  Medi- 
cal Association,  and  probably  have  noticed  only  by 
accident  can  you  kill  a doctor  before  he  is  eighty  or 
ninety.  I have  come  to  believe  we  are  not  going  to 
talk  about  "death,”  but  just  speak  of  "growing  a 
little  more  mature,”  and  all  of  a sudden  we  find 
ourselves  in  a little  different  sphere,  but  yet  have  no 
consciousness  of  having  met  with  death. 

After  all,  age  is  a state  of  mind — like  Boston — and 
there  is  no  necessity  of  growing  old.  If  age  comes, 
we  should  not  worry  about  it.  But  I can  bring  up 
all  these  arguments  for  nothing  unless  I have  tan- 
gible evidence  of  the  truth  of  my  statement.  Although 
the  columns  of  the  Journal  of  the  American  Medical 
Association  show  a wonderful  longevity,  after  all,  you 
must  have  some  examples.  I am  going  to  bring  to 
you  Exhibit  Number  1 — a physician,  Dr.  Kirkpatrick 
of  Ashland,  who  was  born  in  Ohio  and  has  practiced 
fifty  years  in  Ashland.  He  has  done  his  bit  toward 
making  the  profession  of  medicine  respected  in  this 
state. 

DR.  CHARLES  F.  KIRKPATRICK:  It  would  be 
impossible  for  me  to  make  a speech;  but  I graduated 
in  Ohio  in  1882.  I read  medicine  with  a preceptor, 
Dr.  Coleman,  an  uncle  and  grandfather  of  Drs.  Cole- 
man, of  Lincoln.  I came  to  Ashland  in  April,  1S86, 
and  have  been  there  ever  since.  I still  have  an  of- 
fice, and  expect  to  keep  this  office  as  long  as  I can 
get  to  it. 


DR.  A.  E.  STUART  FETED— FIFTY  YEARS 
OF  PRACTICE 

1 he  physicians  of  Dodge  and  Saunders  coun- 
ties tendered  a dinner  to  and  enjoyed  a talkfest 
with  Dr.  Andrews  E.  Stuart,  Cedar  Bluffs,  April 
1.  at  the  Odd  Fellows  hall,  Fremont,  in  celebra- 
tion of  his  completion  of  fifty  years  of  practice — 
all  in  one  community. 

About  thirty-five  physicians  from  the  two 
counties  gathered  to  honor  the  doctor  and  a num- 


ber attended  from  surrounding  counties  and  from 
Omaha  and  Lincoln. 

A watch  was  presented  to  Dr.  Stuart  as  a 
token  of  friendship  and  esteem  from  the  profes- 
sion. 

Dr.  Andrew  E.  Stuart  was  born  at  Sandwich, 
Ontario,  July  G,  1864;  he  graduated  from  high 
school  and  immediately  entered  Detroit  Medical 
College,  Detroit,  and  was  graduated  therefrom 
in  1886.  In  the  spring  of  1886,  he  came  to  Saun- 
ders County,  Nebraska.  He  had  practiced  but 
a few  months  until  the  Village  of  Cedar  Bluffs 
was  established,  and  he  became  doctor,  druggist, 
postmaster,  etc.,  in  that  little  colony.  Dr.  Stuart 
has  practiced  fifty  years  in  and  around  the  town 
of  Cedar  Bluffs  continuously.  He  joined  the 
Nebraska  State  Medical  Association  in  1888  and 
has  been  a member  ever  since.  In  1888,  he  mar- 
ried Effie  Thomas,  the  daughter  of  a Civil  War 
veteran  from  Iowa.  To  them  were  born  two 
children,  Mrs.  Harley  Grable  of  Greeley,  Colo- 
rado, and  A.  L.  Stuart,  executive  secretary  of 
the  Nebraska  State  Safety  Council,  Lincoln. 

Dr.  Stuart  has  kept  abreast  of  the  changes  in 
medicine  by  ardent  study  and  attending  clinics 
whenever  it  was  possible  for  him  to  leave  his 
extensive  practice.  He  is  now  and  has  been 
county  physician  in  Saunders  County.  His  rug- 
ged physique  and  desire  to  be  of  assistance  to 
those  who  suffer  from  disease  or  injury  have 
kept  him  in  the  best  of  mental  alertness. 

Early  in  his  residence  in  Cedar  Bluffs,  he  be- 
came active  in  politics.  In  1890,  he  was  a dele- 
gate to  the  Congressional  Convention  that  nom- 
inated the  late  William  Jennings  Bryan  to  Con- 
gress. He  has  been  Chairman  of  the  Saunders 
County  Democratic  Committee  for  many,  many 
years,  and  it  is  only  this  year  that  the  Doctor 
announced  definitely  his  retirement  from  poli- 
tics. 


MEDICOLEGAL: 

THE  HAZARD  OF  MEDICAL  REPORTS 

I have  before  me  a communication  from  an  in- 
surance company — a personal  letter  and  enclosed 
with  the  letter  is  a printed  blank  with  a name 
typed  on  it.  This  printed  blank  has  also,  prom- 
inently placed,  the  legend,  “Certificate  of  Attend- 
ing Physician”  and  printed  beneath,  these  words. 
“To  be  furnished  without  expense  to  the  Com- 
pany." This  letter  and  enclosed  “blank"  is  for 
all  practical  purposes  similar  to  many  others  I 
have  received.  Let’s  examine  them  more  closely. 
The  following  is  a copy  of  the  body  of  the  letter : 
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“Dr.  Czar  Johnson. 

Lincoln,  Nebraska. 

Dear  Doctor: 

The  party  whose  name  appears  in  the  enclosed 
blank,  has  filed  claim  with  us  for  loss  of  time  from 
his  work.  At  your  earliest  convenience  we  would 
appreciate  your  giving  us  a full  and  complete  report 
of  the  case. 

If  there  is  additional  information  which  you  feel 
would  be  of  interest  to  us  we  would  appreciate  your 
cooperation.  If  you  wish  this  information  to  be 
treated  confidentially,  at  least  to  the  extent  of  not 
divulging  the  source  to  the  policyholder,  would  you 
kindly  so  indicate.  We  assure  you  we  will  consider 
it  as  strictly  confidential  and  will  not  bring  your 
name  into  our  settlements. 

We  wish  to  thank  you  in  advance  for  your  courtesy. 

Very  truly  yours, 

John  Doe, 

Assistant  Secretary.” 

1 he  following  is  substantially  the  printed  leg- 
ends of  the  “blank.” 

CERTIFICATE  OF  ATTENDING  PHYSICIAN 
(To  be  furnished  without  expense  to  the  Company) 

Patients  name  and  address?  Present  occupation? 
Give  history  of  accident.  Describe  and  locate  accur- 
ately character  and  extent  of  injury.  Complications, 
if  any.  Describe  the  present  condition  of  injured 
parts.  Prognosis?  If  fracture  or  dislocation,  state 
whether  complete  or  incomplete.  If  fracture  of  long 
bones,  state  whether  fracture  is  through  extremity  or 
shaft.  If  injury  necessitated  surgical  operation, 
manual  or  instrumental,  please  give  date  and  describe 
fully.  Give  details  of  any  history  of  physical  impair- 
ments which  may  have  contributed  to  lengthen  period 
of  disability.  Give  dates  of  consultation  or  treat- 
ment: At  your  office — At  his  home  or  in  hospital. 
Total  loss  of  time:  In  your  opinion  how  long'  was  he 
disabled  from  performing  any  and  every  kind  of  duty 
pertaining  to  his  occupation. — From — To.  Partial  loss 
of  time:  In  your  opinion  how  long  was  he  disabled 
from  performing  some  of  the  important  daily  duties 
pertaining  to  his  occupation? — From — To.  What  im- 
portant daily  duties  could  be  not  perform?  In  what 
hospital,  if  any,  was  he  confined:  Name  Address 
From — To. 

I hereby  certify  that  I have  treated  the  above  named 
patient  as  described  and  that  the  statement  of  dis- 
ability given  above  is  based  on  my  personal  knowl- 
edg  of  the  case. 

Date 

Attending  Physician 

Graduate  of  (Medical  School).  Address  in  full 

This  letter  is  a written  request  for  my  services, 
although  there  is  no  mention  of  any  payment  for 
the  service  requested.  By  the  terms  of  the  letter 
I am  offered  employment.  The  letter  states  that 
a blank  is  enclosed  and  the  name  on  the  blank 
happens  to  be  the  name  of  one  of  my  patients, 
who,  according  to  the  letter,  has  filed  a claim 
with  the  insurance  company  for  loss  of  time  from 
his  work.  Nothing  more  specific  is  said  about 
this  blank.  The  letter  states  that  the  company 
will  appreciate  a “full  and  complete  report  of  the 
case."  What  case  is  left  entirely  to  my  imagina- 
tion, or  assumption,  for  so  far  as  the  letter  is 
concerned,  I could  not  prove  by  the  letter  that 
I had  been  requested  to  make  a report  of  my  pa- 
tient whose  name  is  on  the  blank.  Nowhere  in 


the  letter  is  there  to  be  found  any  reference  to 
any  specific  person.  But  I am  informed,  in  the 
letter  offering  me  employment,  that  if  in  addition 
to  a “full  and  complete  report”  I have  additional 
information  which  I feel  would  be  of  interest  to 
the  company — the  said  company  will  appreciate 
my  cooperation.  Now  what  does  this  cooperation 
relate  to?  Further  the  letter  states  that  if  I wish 
this  additional  information  to  be  treated  confi- 
dentially, at  least  to  the  extent  of  not  divulging 
the  source  to  the  policy  holder,  (who  by  the  way 
is  my  patient)  the  company  wants  me  to  indicate 
in  some  manner  that  I don’t  want  my  patient  to 
learn  that  I have  violated  the  privileged  relations 
which  exist  between  him  and  me.  If  I will  vio- 
late this  obligation  to  my  patient,  I am  assured 
that  the  company  will  consider  “it,”  whatever 
"it”  relates  to,  strictly  confidential  and  my  name 
will  not  be  brought  into  the  settlements.  And 
for  this  service  rendered  they  thank  me  in  ad- 
vance. In-as-much  as  the  letter  mentions  no 
name  or  specific  case,  for  all  legal  purposes,  it 
is  so  much  waste  paper  and  should  be  so  con- 
sidered. On  the  other  hand,  presumably,  the 
blank  is  to  be  filled  in  and  sent  to  the  company. 

If  the  gullible  physician  elects  to  infer  that  the 
letter  pertains  to  the  name  of  the  party  printed 
on  the  blank  and  he  does  what  he  infers  has  been 
asked,  he  does  so  at  his  own  risk,  and  if  he  as- 
sumes the  risk  he  violates  professional  ethics, 
medical,  common  and  statutory  law,  wounds  his 
conscience,  his  self  respect  and  commits  a dis- 
honorable act,  for  which  flagrance  he  receives  the 
thanks  of  the  insurance  company. 

Why  are  physicians  viewed  with  such  con- 
tempt by  some  insurance  companies?  The  facts 
are,  there  is  not  an  insurance  company,  insuring 
persons,  that  would  be  in  existence  today  if  the 
company  had  not  been  helped  by  the  courage, 
knowledge  and  loyality  of  the  medical  profession. 
There  is  not  an  insurance  company,  insuring  per- 
sons, that  could  remain  solvent  five  years  with- 
out the  aid  of  medicine. 

When  an  insurance  company  underwrites  the 
hazard  of  accident  and  sickness  an  unusual  poten- 
tial liability  is  assumed.  Presumably  adequate 
premium  rates  have  been  provided  to  finance  the 
costs  of  this  insurance,  which  is  the  insurance 
company’s  problem  not  the  physicians. 

The  legal  advisors  of  insurance  companies  are, 
or  should  be,  fully  informed  and  familiar  with 
the  laws  governing  the  practice  of  medicine. 
There  is,  or  should  be,  no  ignorance  in  the  legal 
department  relative  to  priviledged  communica- 
tions and  professional  relations  of  physician  and 
patient.  There  is,  or  should  be,  no  ignorance  on 
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the  part  of  the  Medical  Director  of  the  insurance 
company  relative  to  the  relations  of  physicians 
and  patients  and  the  physician's  legal  limitations. 

The  executives  of  insurance  companies  know, 
or  should  know,  that  when  they  ask  physicians 
to  violate  the  law  and  professional  ethics  or  to 
resort  to  dishonorable  acts,  the  company  is  sow- 
ing the  seed  of  dishonesty  and  undermining  the 
foundation  upon  which  the  security  of  their  in- 
stitution depends.  It  would  appear  that  ordinary 
intelligence  and  prudence  would  prompt  execu- 
tives of  insurance  companies  to  seek  and  main- 
tain the  highest  possible  level  of  professional  re- 
lations. But  regardless  of  how  the  insurance 
company  may  view  the  matter,  the  physician 
should  recognize  his  legal  and  professional  limi- 
tations and  responsibilities  and  conduct  himself 
accordingly. 

Ample  provision  exists  to  meet  any  reasonable 
requirement  in  the  treatment  of  any  patient  for 
accidental  or  non  accidental  injury  or -sickness, 
regardless  of  whether  or  not  the  patient  is  a 
claimant  of  insurance  benefits,  or  of  compensa- 
tion benefits,  or  whether  the  patient  is  or  is  not  a 
private  patient.  And  it  must  be  remembered 
that,  regardless  of  the  status  of  the  patient,  he 
does  not  loose  his  legal  rights  in  his  transactions 
with  his  doctor. 

No  physician  should  make  either  a verbal  or 
written  statement  regarding  a patient  without 
having  in  his  possession  written  authority,  signed 
by  the  patient,  to  do  so.  If  the  physician  desires 
to  tell  all  he  knows  about  a patient  he  should 
have  such  provision  made  in  the  written  author- 
ity signed  by  the  patient. 

The  safe,  practical  and  prudent  method  is  to 
make  and  address  all  statements  to  the  patient, 
and  let  the  patient  do  with  as  he  sees  fit.  A state- 
ment given  to  the  patient  has  just  as  much  legal 
and  medical  value  as  if  given  to  some  third  party. 
No  patient  or  insurance  company  should  expect 
the  physician  to  play  the  role  of  a sleuth,  and  no 
prudent  physician  will  permit  himself  to  be  made 
one  in  fact,  regardless  of  what  his  patient  or  an 
insurance  company  wants  him  to  be. 

The  patient  is  entitled,  legally  and  medically, 
to  a statement  of  the  condition  for  which  he  is 
being  treated  or  for  which  he  was  treated.  He 
is  entitled  to  an  opinion  as  to  the  outcome  of  that 
treatment.  He  is  entitled  to  a statement  of 
charges  made  for  the  services  and  any  other  rea- 
sonable information  pertaining  to  the  transac- 
tion, and  no  more. 

The  following  form  is  adequate  as  a basis  for 
supply  this  information. 


REPORT  OF  ILLNESS  OR  ACCIDENTAL  INJURY 

1.  Name  of  Patient. 

2.  Condition  treated. 

3.  Patient  states  condition  began  on  or  about. 

4.  Patient  has  been  treated  in  hospital.  Dates. 

5.  Patient  has  been  treated  at  home.  Dates. 

6.  Patient  has  been  treated  at  office.  Dates. 

7.  Treatment  has/has  not  been  discontinued. 

8.  Condition  at  time  treatment  was  discontinued. 

Doctor’s  Signature. 

If  the  patient  or  an  insurance  company  de- 
sires more  detailed  information,  or  information 
that  will  require  his  physician  to  make  special 
physical,  laboratory  or  other  special  examina- 
tions, in  order  to  enable  the  physician  to  make  a 
correct  diagnosis,  upon  which  to  base  a conclu- 
sion with  reasonable  certainty  and  honesty,  the 
physician  should  arrange  in  advance  for  the  pay- 
ment for  this  service. 

It  is  presumed  that,  with  a comprehensive  re- 
port of  the  facts,  the  Medical  Director  of  the  in- 
surance company  should  be  capable  of  forming 
an  opinion  and  advising  executives.  If,  however, 
the  insurance  company  desires  not  only  a state- 
ment of  the  facts  but  also  an  opinion  from  the 
attending  physician,  payment  should  be  received 
by  the  physician  for  the  opinion.  At  all  times, 
the  physician  should  keep  in  mind  that  every 
claim  for  accidental  injury  and  sickness  benefits 
is  a potential  law  suit  and  any  statement  made 
by  him  may  be  reviewed  in  court,  and  the  ac- 
curacy of  his  statements  may  be  the  deciding  ele- 
ment in  the  litigation. 

Medical  reports  of  treatment  or  physical  ex- 
amination of  patients  should  be  made  with  ex- 
treme caution.  They  require  painstaking  care 
and  energy.  To  be  of  value  they  must  be  de- 
pendable. To  be  dependable  they  must  be  ac- 
curate. Unquestionably  insurance  companies  de- 
sire and  should  have  accurate  information  of  con- 
ditions for  which  claims  are  made.  There  is  a 
right  way  to  secure  this  information.  Let  that 
way  be  the  method  used.  The  value  of  medicine 
to  society  is  honorable  achievement  and  honora- 
ble achievement  cannot  be  attained  by  dishonora- 
ble methods. 

— Czar  Johnson,  Lincoln. 

NEBRASKA  UNIVERSITY  ALUMNI 
BANQUET  AT  A.  M.  A. 

A dinner  is  being  planned  for  alumni  of  the 
University  of  Nebraska  College  of  Medicine  in 
Kansas  City,  Wednesday  evening,  May  13.  Sev- 
eral distant  alumni  have  expressed  an  interest  in 
such  a reunion  and  the  nearness  to  Nebraska 
territory  should  insure  a good  attendance.  It  is 
hoped  that  those  who  read  this  notice  will  plan 
to  attend  and  will  communicate  with  classmates 
to  obtain  the  best  possible  representation  for 
each  class.  — J.  Jay  Keegan,  Sec’y-Treas. 
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Nature  has  plagued  us  with  some  four  million 
kinds  of  insects. 

The  village  of  Hardy  is  considering  the  pro- 
position of  offering  a guarantee  to  a physician 
to  locate  in  the  town. 

Dr.  E.  R.  Hays  of  Omaha  has  been  made  ex- 
ecutive director  of  the  Dispensary  of  Creighton 
University  Medical  School. 

Dr.  Thomas  Parran,  Jr.,  who  has  recently  been 
appointed  Surgeon  General  of  the  U.  S.  Public 
Health  Service,  is  said  to  favor  state  medicine. 

The  annual  meeting  of  the  American  Associa- 
tion for  the  Study  of  Goiter  will  be  held  in  Chi- 
cago, Illinois,  June  8th,  9th,  and  10th.  A tenta- 
tive program  is  inclosed. 

Legislation  in  North  Carolina  and  Georgia 
has  taken  wines  out  of  the  liquor  class  which 
relieves  them  from  regulations,  restrictions  and 
taxes  imposed  on  liquors. 

Again  the  court  has  spoken  and  the  Adams 
County  supervisors  have  been  ordered  to  pay  Dr. 
E.  A.  Harvey,  $206.95  and  the  cost  of  trial  for 
medical  care  for  a relief  client. 

The  next  basic  science  examination  will  be 
given  May  5-6,  LIniversity  College  of  Medicine, 
Omaha.  All  applications  should  be  on  file  at 
least  15  days  prior  to  date  of  examination. 

The  Nebraska  state  board  medical  examina- 
tion date  has  been  changed  to  June  9-10,  Univer- 
sity College  of  Medicine,  Omaha.  All  applica- 
tions should  be  on  file  at  least  15  days  prior  to 
date  of  examination. 

Report  comes  from  India  of  the  death  there  of 
Dr.  H.  L.  Finley  and  his  wife,  medical  mission- 
aries, former  Pawnee  City  people,  who  went  to 
the  mission  field  in  1906.  They  died  a month 
apart. 

The  oldest  and  most  powerful  association  of 
public  health  workers  in  the  United  States,  the 
American  Public  Health  Association,  will  con- 
vene in  New  Orleans,  La.,  October  20-23  for  its 
65th  Annual  Meeting. 

More  and  more  the  tide  of  expert  medical 
opinion  is  swinging  against  the  value  of  polio 
vaccines.  An  able  editorial  in  the  New  England 
J.  M.  Vol.  214,  No.  12,  rather  fully  discusses 
the  question. 

The  American  Association  for  the  Study  and 
Control  of  Rheumatic  Diseases  is  holding  its  fifth 


conference  on  rheumatic  diseases  at  the  Phillips 
Hotel,  3rd  floor,  on  May  11th  at  9 o’clock  in 
Kansas  City. 

No  inferiority  has  been  found  in  the  brains 
of  women  in  a study  of  500  brains  at  the  Bekter- 
off  Institute,  Moscow,  and  the  conclusion  is  there 
is  no  scientific  basis  for  the  theory  that  women’s 
brains  are  inferior  structurally  to  men’s. 

Two  notable  figures  in  American  medicine 
died  recently : Dr.  M.  L.  Harris,  Chicago,  former 
President  of  the  American  Medical  Association 
and  Dr.  C.  Jeff  Miller,  New  Orleans,  a recent 
past  President  of  the  American  College  of  Sur- 
geons. 

The  Omaha-Douglas  County  Medical  Society 
offered  to  give  medical  care  and  medicines  to 
the  families  on  relief  for  an  allotment  of  $1.50 
per  relief  family  including  an  allowance  of  ten 
per  cent  for  dental  care.  The  plan  is  being  con- 
sidered by  the  county  authorities. 

A mixture  of  paraldehyde  and  benzyl  alcohol 
is  said  by  its  sponsors.  Dr.  Howard  F.  Kane  and 
Dr.  George  B.  Roth  of  George  Washington  Uni- 
versity, to  produce  sleep  that  does  not  interfere 
with  the  muscular  activity  of  childbirth.  It  is 
still  in  the  experimental  stage. 

Menninger  of  Topeka  declares  that  mental  dis- 
orders have  not  been  increased  because  of  the 
depression.  While  state  institutions  showed  in- 
creases of  admissions  most  cases  were  members 
of  families  who  were  unable  because  of  reduced 
incomes  to  further  care  for  them. 

A Cohasset,  Minnesota,  physician  of  many 
years  of  practice  in  one  community,  as  an  Easter 
offering,  cancelled  $50,000  worth  of  accounts  by 
burning  them.  Many  a Nebraska  physician  of  the 
same  kind  has  done  the  same  thing  without  an- 
nouncing it ; not  that  it  is  not  worth  mentioning. 

Health  broadcasts  bring  fruit  as  the  followinng 
well  demonstrate:  Immediately  after  the  A.  M. 
A.  Health  Broadcast  on  Diphtheria  Immuniza- 
tion some  time  ago,  two  families  tributary  to  a 
Nebraska  country  town  of  1800,  brought  their 
children  in  for  immunization.  If  this  ratio  of  re- 
sponse holds  for  the  entire  country  these  broad- 
casts will  indeed  have  been  worthwhile. 

A story  is  abroad  to  the  effect  that  a 70-year 
old  north  Nebraska  physician  of  athletic  build 
called  to  a patient  5 miles  in  the  country  during 
the  snow  blockades  of  the  past  winter  bundled 
himself  for  winter  travel  picked  up  his  bag  and 
walked  the  five  miles  to  the  patient’s  house,  after 
a younger  physician  who  had  been  called  first 
declared  it  impossible  to  respond  to  the  call. 
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Enduring  friendships  among  the  medical 
brotherhood  are  not  so  rare,  but  the  following  is 
an  outstanding  example:  Dr.  John  Ridlon, 

world-famous  Chicago  orthopedist,  ill  at  New- 
port, Rhode  Island,  expressed  a wish  that  he 
might  see  Dr.  H.  W.  Orr,  Lincoln,  and  Dr.  Ar- 
thur Steindler,  Iowa  City,  both  brother  ortho- 
pedists. Promptly  the  twain  picked  up  and  to- 
gether went  to  Newport  and  visited  him.  Behold 
the  brotherhood  of  man ! 


INSTALLATION  OF  THE  PRESIDENT  OF 
THE  NEBRASKA  STATE  MEDICAL 
ASSOCIATION,  APRIL  7,  1936 

Dr.  Joseph  Bixby,  Geneva:  Once  a year  at 
this  time  in  our  program  we  present  a New 
Deal,  or  a new  President;  but  our  New  Deals 
differ  from  other  New  Deals  we  hear  about,  be- 
cause our  deal  is  from  the  same  old  pack.  I may 
say  that  in  this  deck  every  card  is  a good  card. 
In  this  deal  we  do  not  put  our  old  card  in  the 
discard,  but  we  put  it  back  in  the  deck  and  there- 
by lose  nothing. 

I have  the  pleasure  this  afternoon  of  introduc- 
ing our  president  who  is  about  to  go  back  into 
the  deck.  We  all  know  what  he  has  done.  He 
has  been  ace  high,  and  the  new  card  which  will  be 
turned  face  down,  I do  not  know  what  it  is,  but 
my  guess  would  be  that  it  is  the  Ace  of  Diamonds 
— not  in  the  rough,  but  in  the  finished  product. 

I now  have  the  pleasure  of  introducing  our 
president.  Dr.  Claude  A.  Selby,  who  will  turn 
this  new  card  for  your  inspection. 

Dr.  Claude  A.  Selby,  North  Platte:  Gentle- 
men : This  is  a perennial  affair.  I have  no  par- 
ticular oratory  to  waste  upon  our  Ace  of  Dia- 
monds. I have  the  very  extreme  pleasure,  how- 
ever, of  introducing  our  new  president.  I might 
say  that  as  president-elect  he  has  shown  what  his 
caliber  is.  We  all  know  Dr.  George  Covey.  I 
cannot  say  anything  about  him  in  words  that 
would  enhance  his  position  or  do  him  justice. 
I,  therefore,  introduce  our  president,  Dr.  George 
W.  Covey.  (Applause,  the  audience  rising.) 

Dr.  George  W.  Covey,  Lincoln : Dr.  Bixby,  Dr. 
Selby,  Distinguished  Guests,  Ladies  and  Gentle- 
men : I believe  that  these  proceedings  are  de- 
signed largely  to  embarrass  the  speaker.  I would 
disagree  with  Dr.  Bixby  to  a certain  extent ; that 
is,  the  retiring  president  is  not  put  into  the  deck, 
but  into  the  House  of  Delegates,  where  he  is  al- 
ways very  useful.  I can  only  say  that  we  do 
have  a good  course  of  training  during  the  year 
as  so-called  president-elect.  Some  time  ago  1 
wondered  why  one  should  be  president-elect  be- 


fore he  is  going  to  be  president  of  this  associa- 
tion. I found  out  it  is  a wise  provision.  As  a 
matter  of  fact,  most  provisions  of  the  Constitu- 
tion and  By-Laws  regulating  the  activities  of  our 
association  are  wise  provisions  put  there  after 
considerable  thought,  and  pretty  nearly  every- 
thing in  there  has  a good  reason,  not  only  that 
one  should  be  president-elect  for  a year,  but  a 
good  many  other  things. 

I am  very  sorry  Dr.  Bixby  and  Dr.  Selby  have 
characterized  me  as  they  have,  because  it  makes 
it  much  more  difficult  to  live  up  to  one’s  repu- 
tation. 

I may  say  I take  over  this  work  and  this  honor 
with  a very  full  appreciation  of  its  responsibilities, 
as  well  as  its  pleasures,  and  that  I shall  do  every- 
thing in  my  power  during  the  coming  year  to 
carry  on  this  job  to  the  very  best  of  my  ability. 
That  is  all  I can  promise.* 


OBITUARY 

Frank  B.  Hollenbeck,  Lincoln,  Nebr.;  Rush  Medical 
College,  1898;  surgeon;  at  Lincoln  for  thirty-six 
years;  part  of  the  time  connected  with  railway  sur- 
gical service;  fellow  American  College  of  Surgeons; 
member,  Nebraska  State  Medical  Association;  major, 
medical  corps  U.  S.  A.,  during  the  war;  active  in 
Red  Cross  work  and  other  civic  activities  in  Lincoln; 
died  of  a heart  attack,  April  5,  1936,  aged  sixty-seven 
years. 

Donald  A.  Betz,  Bellevue,  Nebr.;  University  of  Ne- 
braska College  of  Medicine,  1931;  eye,  ear,  nose  and 
throat  specialist  in  Omaha;  died  of  pneumonia, 
March  25,  1936,  aged  about  twenty-eight  years.  He  is 
survived  by  his  parents,  Dr.  and  Mrs.  W.  H.  Betz, 
Bellevue,  Nebr. 

Royal  S.  Stuckey,  Maywood,  Nebr.;  native  of  Knox 
county,  111.;  University  of  Nebraska  College  of  Medi- 
cine, 1903;  practitioner  at  Farnam  and  Moorefield, 
before  locating  at  Maywood  20  years  ago;  died  April 
7,  1936,  following  an  illness  of  several  months,  of 
nephritis,  aged  sixty-three  years. 

Surviving  are  the  wife,  a daughter  and  two  sons. 

Raymond,  J.  Striegel,  Long  Beach,  Calif.;  Universi- 
ty of  Buffalo  School  of  Medicine,  1921;  practitioner 
at  Sutherland,  Nebr.,  from  1923  to  1925;  after  which 
he  located  at  Long  Beach,  Calif.,  devoting  himself  to 
pediatrics;  died  February  26,  1936,  after  a three-day 
illness  from  pneumonia,  aged  about  thirty-eight 
years.  A wife  and  daughter  survive. 

Jessie  L.  Paine,  Olympia,  Washington;  Eclectic 
Medical  College,  Cincinnati,  1916;  practitioner  at 
Oconto,  Nebr.,  from  1916  to  1923,  after  which  he  lo- 
cated at  Olympia;  died  as  a result  of  an  infection 
received  from  the  scratch  of  a patient  he  was  treat- 
ing, March  17,  1936,  aged  about  forty-eight  years. 

Amy  Chapman,  Franklin,  Nebr.;  Grand  Rapids 
Medical  College,  1900;  Lincoln  Medical  College,  1902; 
practitioner  at  Hastings  for  21  yea«rs;  in  Franklin 
since  1929;  member,  Nebraska  State  Medical  Associa- 
tion; noted  for  her  many  acts  of  kindness  in  the 

•Following  the  above  proceedings,  Dr.  Covey  gave  the  Presi- 
dential Address  which  will  be  found  on  the  first  page  of  this 
number. 
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community  in  which  she  lived;  died  April  8,  1930, 
aged  sixty-five  years. 

A husband  survives. 

James  C.  Woodward,  Los  Angeles,  Calif.;  Lincoln 
Medical  College,  1900;  for  several  years  in  practice 
in  Schuyler;  later  moved  to  Los  Angeles  where  he 
was  engaged  in  practice  until  failing  health  com- 
pelled his  retirement;  one  time  mayor  of  Schuyler; 
in  the  medical  corps  of  the  Army  during  the  World 
war;  died  in  the  Veterans  hospital,  Los  Angeles, 
March  30,  1936,  aged  about  fifty-eight  years. 


AUXILIARY  NEWS  NOTES— THE  ANNUAL 
MEETING 

An  executive  board  meeting  and  an  executive 
luncheon  at  the  Cornhusker  Hotel,  with  about  35 
present,  opened  the  annual  convention  of  the  Aux- 
iliary at  Lincoln,  Tuesday,  April  7th.  Mrs.  C.  C.  Tom- 
linson, state  president,  presided  during  the  morning 
session  and  at  the  luncheon. 

A tea  at  the  home  of  Mrs.  Roscoe  Smith  was  the 
afternoon’s  feature.  Spring  flowers  were  used 
throughout  all  of  the  rooms,  and  the  tea  table,  at 
which  Mrs.  Harry  Everett  presided  the  first  hour, 
and  Mrs.  George  Covey  and  Mrs.  J.  E.  M.  Thomson 
the  second  hour,  was  attractively  arranged  with  yel- 
low roses  and  ivory  tapers.  The  hostesses  were: 
Mrs.  E.  W.  Rowe,  Mrs.  B.  F.  Bailey,  Mrs.  H.  .1.  Lehn- 
hoff,  and  Mrs.  B.  F.  Williams.  In  the  receiving  line 
were  Mrs.  Smith,  Mrs.  .1.  E.  M.  Thomson,  Mrs.  J.  M. 
Woodward,  Mrs.  C.  C.  Tomlinson,  and  Mrs.  Earle 
Farnsworth.  About  seventy-five  members  of  the 
state  auxiliary  attended.  Mrs.  George  Walker  and 
Mrs.  Allan  Campbell  were  in  charge  of  the  tea. 

Tuesday  night,  auxiliary  members  met  for  a panel 
discussion  with  Dr.  P.  H.  Bartholomew,  director  of 
the  state  department  of  health,  speaking  on  “New 
Phases  of  Public  Health;  Maternal  and  Child  Health.” 
Dr.  W.  P.  Wherry  presided,  and  members  of  the  state 
medical  society  entered  into  the  discussion.  Mrs. 
C.  C.  Hickman  was  in  charge  of  the  bridge  following 
the  panel  discussion.  The  Tuesday  evening  meeting 
to  which  the  medical  society  was  invited  was  an  in- 
novation this  year. 

Major  event  of  the  auxiliary  convention  was  the 
luncheon  Wednesday,  April  8,  at  the  Lincoln  hotel. 
About  100  were  present.  Dr.  W.  W.  Bauer  of  Chicago, 
director  of  the  bureau  of  health  and  education  of  the 
A.  M.  A.,  was  the  speaker.  Emanuel  Wishnow,  vio- 
linist, furnished  music.  Mrs.  Floyd  Rogers  and  Mrs. 
John  Thompson  were  in  charge.  Spring  flowers  dec- 
orated the  tables.  Mrs.  C.  C.  Tomlinson,  retiring 
president,  and  Mrs.  J.  M.  Woodward,  president  for 
1936-37,  presided.  Dr.  Bauer  spoke  of  fads  and  frauds 
often  connected  with  public  health,  in  his  discussion 
of  “Popular  Beliefs  That  Are  Not  So.”  He  deplored 
the  great  popular  vogue  for  antiseptics,  the  indis- 
criminate eating  of  yeast,  and  the  overemphasis  of 
the  importance  of  vitamins  and  minerals  in  diet. 

The  auxiliary  convention  closed  with  the  post- 
convention board  meeting  Thursday  morning  at  which 
Mrs.  J.  M.  Woodward,  incoming  president,  presided. 
There  was  the  appointment  and  ratification  of  sev- 
eral committees  which  will  be  announced  at  a later 
date  when  the  appointments  are  completed.  Sugges- 
tions were  made  of  projects  which  state  auxiliary 
groups  might  sponsor  in  order  to  earn  money  for 
the  medical  association  loan  fund,  used  to  assist 
medical  students  in  Nebraska.  $200  was  given  to 
this  fund  by  the  auxiliary  at  the  annual  business 
meeting. 

A most  interesting,  new  feature  of  the  meeting 
this  year  was  the  doctor’s  hobby  exhibit.  It  repre- 
sented a large  amount  of  work  on  the  part  of  the 
exhibitors  and  of  the  committee  in  charge  of  its  ar- 
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rangement.  The  very  attractive  display  was  visited 
by  doctors  and  auxiliary  members  alike  and  became 
increasingly  popular  during  the  convention. 

****** 

What  the  Auxiliary  can  do  to  help  the  A.  M.  A. 
radio  program: 

1.  Listen  to  it,  so  they  will  know  what  it  is. 

2.  If  the  local  NBC  station  does  not  take  it,  ask 
them  to  do  so. 

3.  Write  letters  to  the  National  Broadcasting  Co., 
if  they  like  the  program,  and  to  the  A.  M.  A.  if  they 
do  not,  stating  WHY. 

4.  Tell  their  friends  about  it. 

5.  Tell  organizations  about  it,  especially  those  to 
whom  it  may  be  useful — women's  clubs,  child  study 
groups,  parent-teachers’  association,  schools,  says 
Dr.  W.  W.  Bauer. 

****** 

At  a meeting  of  the  Woman’s  Auxiliary  to  the  Tri- 
County  Medical  Society  (Hall,  Howard,  Merrick),  held 
Thursday,  March  26th,  at  the  home  of  Mrs.  Earle 
Farnsworth,  Grand  Island,  Mrs.  J.  G.  Woodin  was 
elected  as  the  new  president  to  serve  for  the  coming 
year.  Mrs.  A.  D.  Brown  of  Central  City  was  elected 
vice  president,  and  Mrs.  A.  P.  Synhorst,  secretary. 
Committees  to  serve  for  the  ensuing  year  will  be 
appointed  by  the  president.  Following  reports  of  the 
year’s  work,  and  a talk  by  Mrs.  C.  C.  Tomlinson, 
state  president,  there  was  a lovely  refreshment  serv- 
ice. The  tea  table  was  lovely  with  gold  tea  service 
and  gold  candleholders  bearing  yellow  tapers.  The 
floral  centerpiece  was  composed  of  daffodils  and 
acacia.  Mrs.  W.  W.  Arrasmith,  president  of  the 
Tri- County  auxiliary  presided.  Mrs.  Farnsworth  is  an 
officer  of  the  state  association,  being  newly  elected 
president-elect. 

• — Mrs.  A.  P.  Overgaard, 
Mrs.  F.  A.  Alcorn. 
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CAN  TUBERCULOSIS  BE  ERADICATED? 

The  most  conspicuous  fact  in  the  history  of  tuber- 
culosis in  the  last  50  years  has  been  its  steady  and 
rapid  decline  in  mortality.  In  view  of  the  circum- 
stances under  which  this  has  taken  place  and  in  the 
light  of  what  is  known  of  the  natural  history  of  the 
disease,  it  is  reasonable  to  expect  that  the  downward 
trend  may  continue  indefinitely,  perhaps  to  the  point 
of  regional  suppression  of  the  disease,  or  is  it  more 
reasonable  to  anticipate  a compensating  upward 
swing  to  a higher  level? 

The  extermination  of  an  infectious  disease  is  not 
simple.  This  is  especially  true  of  the  endemic  dis- 
eases caused  by  obligate  parasites  of  man  transmit- 
ted directly  from  person  to  person  by  way  of  the 
respiratory  tract.  In  general,  the  diseases  of  this 
group  have  shown  no  consistent,  substantial  decrease 
in  recent  years.  Diphtheria  and  scarlet  fever  have, 
indeed,  declined  greatly,  but  it  is  by  no  means  certain 
that  this  has  been  due  largely  to  environmental  con- 
trol. Their  past  history  shows  wide  variations  in 
prevalence  and  severity;  and,  in  diphtheria,  specific 
immunization  and  therapy  have  played  a part. 

It  seems  evident  that  the  best  modern  environment 
sets  no  effective  barrier  against  the  common  endemic 
infections  transmitted  directly  by  way  of  the  respira- 
tory tract.  It  is  demonstrable,  in  one  way  or  another, 
that  very  few  people  escape  infection,  clinical  or  sub- 
clinical,  and  that  escape  from  the  diseases  themselves 
must  be  credited  more  often  to  human  resistance 
than  to  avoidance  of  exposure.  Against  such  diseases 
specific  immunization  appears  to  be  the  logical  meth- 
od of  attack,  and  smallpox,  against  which  it  has  been 
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applied,  is  the  only  disease  of  this  group  which  has 
been  regionally  eradicated. 

The  belief  that  it  is  practicable  completely  to  pre- 
vent dissemination  of  infection  transmitted  from  per- 
son to  person  by  way  of  the  respiratory  tract  is  no 
longer  tenable.  Therefore,  if  the  expectation  of  eradi- 
cating tuberculosis  rests  upon  complete  avoidance  of 
infection,  it  must  needs  be  abandoned  for  eradication 
of  an  obligate  parasite  is  not  that  transmission  be 
immediately  and  completely  prevented,  but  that  it  tie 
lowered  and  held  permanently  below  the  level  at 
which  a given  number  of  infectious  hosts  succeed  in 
establishing  an  equivalent  number  to  carry  on  the 
succession.  If,  in  successive  periods,  the  number  of 
infectious  hosts  is  continuously  reduced,  and  this 
declining  ratio  is  continued  long  enough,  extermina- 
tion must  be  the  result.  Within  historic  times  many 
species  of  animals  have  been  exterminated,  regionally 
or  entirely,  by  man's  intervention,  throwing  the  bi- 
ological balance  against  them,  and  it  is  not  inherently 
improbable  that  the  tubercle  bacillus  should  be  sim- 
ilarly exterminated  as  the  result  of  human  interfer- 
ence with  its  propagation. 

It  is  true  that  the  tubercle  bacillus  falls  in  that 
general  group  of  pathogens  against  which  environ- 
mental barriers  are  of  least  effect,  namely,  those 
which  enter  and  escape  by  way  of  the  respiratory 
tract;  but  it  is  differentiated  from  the  other  organ- 
isms of  this  group  by  an  unusual  combination  of 
conditions  limiting  its  propagation  and  rendering  it 
peculiarly  vulnerable  to  artificial  interference. 
These  conditions  are  first,  that  in  order  to  escape 
from  its  host  it  must  cause  a lesion  which  breaks 
through  to  the  surface,  and,  second,  that  it  succeeds 
in  producing  such  lesions  in  only  a limited  proportion 
of  infected  persons.  Various  other  pathogens  limited 
to  the  human  host  are  subject  to  one  or  the  other  of 
these  conditions,  but  not  to  both.  For  instance,  the 
virus  of  measles  appears  to  be  spread  only  from  per- 
sons actually  suffering  from  or  in  process  of  develop- 
ing the  eruptive  disease;  but  it  is  so  highly  infective 
that  it  succeeds  in  producing  this  effect  in  nearly  all 
the  diphtheria  bacillus,  the  pneumococcus,  the  virus 
of  poliomyelitis  and  various  other  pathogens  trans- 
persons who  survive  to  adult  age.  On  the  other  hand, 
mitted  by  way  of  the  respiratory  tract,  cause  clinical 
disease  in  only  a small  proportion  of  those  who  are 
infected;  but  actual  disease  is  not  essential  to  propa- 
gation of  these  microorganisms,  since  sub-clinical  in- 
fections. being  equally  “open",  suffice  to  spread  them 
from  host  to  host,  and  to  perpetuate  the  species.  The 
combination  of  the  two  limiting  conditions  is  the 
peculiarity  of  tuberculosis. 

Because  of  this  combination  of  limiting  conditions, 
it  is  reasonable  to  infer  that  tuberculosis  may  be 
reduced  to  an  indefinitely  low  level,  even  to  regional 
suppression,  by  isolation  of  identifiable  cases  and  by 
other  measures  of  environmental  control  which  are 
ineffective  in  the  control  of  numerous  other  diseases 
transmitted  directly  from  person  to  person  by  way  of 
the  respiratory  passages  and  this  inference  is  broadly 
confirmed  by  the  facts  known  about  the  past  and 
present  distribution  of  tuberculosis  in  different  parts 
of  the  world  and  in  different  strata  of  the  population. 
The  fact  that  at  the  present  time  tuberculous  infec- 
tion, as  distinguished  from  the  disease,  is  widely 
prevalent  is  not  inconsistent  with  this  view  of  the 
controllability  of  the  disease. 

With  improved  measures  of  control  which  are  with- 
in the  limits  of  practicability,  including  better  detec- 
tion and  isolation  of  open  cases,  with  higher  stan- 
dards of  living  and  personal  hygiene,  there  appears  to 
be  no  fundamental  reason  why  tuberculosis  may  not 
be  virtually  eradicated  from  large  areas  in  this 
country.  While  there  are  certain  contingencies  which 
obviously  might  bring  about  a recrudescence  after  the 
disease  has  reached  an  extremly  low  level,  it  does  not 


appear  that  this  result  is  inevitable  in  accordance 
with  any  accepted  biological  law  or  that  it  is  especial- 
ly to  be  anticipated. 

Admitting  that  we  cannot  actually  know  the  future 
of  tuberculosis,  it  is  none  the  less  important  that  we 
should  clearly  define  what  are  reasonable  expecta- 
tions in  the  light  of  present  knowledge,  since  present 
activities  in  study  and  control  necessarily  are  directed 
chiefly  toward  the  future.  If,  as  I believe,  it  is  rea- 
sonable to  anticipate  control  to  the  point  of  perma- 
nent regional  suppression,  the  establishment  of  this 
as  the  objective  has  obvious  and  important  implica- 
tions as  to  the  scope  and  intensity  of  control  meas- 
ures. It  has  less  obvious  but  important  implications 
with  respect  to  indicated  lines  of  investigation. 

— The  Outlook  for  the  Eradication  of  Tuberculosis, 
Wade  H.  Frost,  Am.  Bev.  of  Tubere.,  Dec.,  1935. 
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The  regular  meeting  of  the  Omaha- Douglas  County 
Medical  Society  was  held  March  24,  President  Mc- 
Martin  in  the  chair. 

Senior  Surgeon  K.  E.  Miller  of  the  United  States 
Public  Health  Service  addressed  the  society  on  “Plan- 
ned Local  Public  Health  Service  and  Its  Relationship 
to  Curative  Medicine.” 

The  second  paper  on  “Applied  Public  Health”  was 
presented  by  Dr.  Francis  E.  Colien,  associate  profes- 
sor of  bacteriology  and  public  health,  Creighton  Medi- 
cal School. 

Colonel  George  A.  Skinner  presented  a paper  on 
“Purchasable  Health.” 

Following  these  three  timely  papers  the  meeting 
was  turned  over  to  the  entire  group  for  general  dis- 
cussion. Dr.  Bartholomew,  State  Department  of 
Health,  Lincoln,  spoke  briefly  as  well  as  the  Presi- 
dent-elect of  the  Nebraska  State  Medical  Association, 
Dr.  Covey  of  Lincoln.  Dr.  R.  W.  Bliss,  Dr.  A.  C. 
Stokes,  Mrs.  C.  W.  Pollard  and  Dr.  Rix  also  spoke 
briefly. 

The  meeting  was  well  attended  by  physicians,  den- 
tists and  representatives  of  the  social  agencies. 

The  Lancaster  County  Medical  Society  met  Febru- 
ary 24  in  joint  session  with  the  Lancaster  County 
Dental  Society,  Dr.  Becker  together  with  Dr.  Paul 
Ludwick  presiding.  About  eighty  members  of  the 
two  societies  were  present. 

Dr.  L.  T.  Hunt  introduced  the  speaker  of  the  eve- 
ning, Dr.  C.  A.  Wherry,  of  Salt  Lake  City.  Dr. 
Wherry  is  a past  president  of  the  American  Dental 
Association. 

The  subject  of  the  address  was  the  following: 
“To  What  Extent  Should  Legislative  Action  Control 
the  Health  Service  of  a Community?”  Dr.  Wherry's 
remarks  were  based  on  personal  study  of  this  ques- 
tion. both  in  the  United  States  and  in  European 
countries. 

Following  the  presentation  there  was  some  dis- 
cussion and  questioning  concerning  his  ideas  on  this 
subject. 

At  the  meeting  of  March  3: 

The  first  paper  of  the  evening  was  by  Dr.  Paul 
Royal,  on  “Alcoholism  and  Psychosis.”  His  paper  was 
discussed  by  Drs.  B.  F.  Williams,  Bailey,  Finkle  and 
Lyman. 

Second  paper,  by  Dr.  Harry  Everett,  on  “Surgical 
Indications  in  Breast  Tumors.”  Discussed  by  Drs. 
Marshall  Neely,  Roscoe  Smith  and  I.  C.  Munger,  Jr. 

Dr.  H.  J.  Lehnhoff  gave  a short  resume  of  the 
meeting  which  he  recently  attended  in  Chicago,  of 
the  Federation  of  State  Medical  Boards,  in  joint  ses- 
sion with  the  Council  on  Medical  Education  and  Hos- 
pitals. He  also  reviewed  the  effect  of  the  Nebraska 
Basic  Science  Law  on  Medical  Practice  in  Nebraska. 
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The  Ninth  Councilor  District  Medical  Society  meet- 
ing was  held  at  Grand  Island,  March  26.  The  pro- 
gram: “Gonorrhea  of  the  Anus  and  Rectum,”  Dr. 

R.  S.  Johnston,  Kearney;  “Poliomyelitis,”  Dr.  Floyd 
Clark,  Omaha;  “Fractures  of  the  Hip,”  Dr.  B.  R.  Mc- 
Grath, Grand  Island;  “Subdiaphragmatic  Abscess  and 
Surgical  Treatment,”  Dr.  George  B.  Packard,  Denver; 
“Personality  in  Medicine,”  Rev.  E.  Lamont  Geis- 
singer;  “Medicine’s  Obligation  to  Government,”  Dr. 
W.  W.  Arrasmith. 

There  was  an  afternoon  and  evening  program  and 
a six  o’clock  dinner. 

The  Richardson  County  Medical  Society  met  at 

Hotel  Weaver,  Falls  City,  March  18,  over  a dinner  and 
the  following  program  was  carried  out: 

Dr.  H.  R.  Miner  gave  a talk  on  “Colles’  Fractures,” 
using  lantern  slide  illustrations.  Another  talk,  “The 
Athletic  Heart,”  was  given  by  Dr.  J.  C.  Gillispie.  A 
general  discussion  was  held  after  the  talks. 

The  Garden,  Perkins,  Deuel  and  Grant  Counties 
Medical  Society  held  a meeting  at  Ogallala,  March  11. 
Dinner  was  served  at  the  Duchess  hotel.  The  dentists 
participated  in  the  dinner  and  meeting.  The  program 
follows: 

Dr.  H.  A.  Vandiver  read  a paper  on  “Eclampsia”; 
Dr.  Bassinger  of  Chappel  had  as  his  subject  “Mi- 
graine”; Dr.  Weyer’s  paper  was  on  “Polyhydrana- 
mion”  and  the  subject  of  Dr.  Harvey's  paper  was 
“Toxemia.”  A round  table  discussion  in  which  the 
visitors  participated  was  a part  of  the  program. 

The  Sixth  Councilor  District  Medical  Society  met 

at  Shelby,  March  30.  Three  very  interesting  speakers, 
whose  talks  were  given  added  interest  by  many  lan- 
tern slides,  mannikin  demonstrations  and  by  obstetric 
films  provided  by  the  Mead,  Johnson  Co.,  united  in 
providing  an  evening  of  great  interest  and  educational 
value.  The  speakers: 

“Pelvic  Irradiation  Therapy  in  Cancer  of  the  Cer- 
vix,” lantern  demonstration,  Dr.  Palmer  Findley, 
Omaha;  “Forceps  Demonstration,”  Dr.  Chas.  F.  Moon, 
Omaha;  “Management  of  Some  of  the  Complications 
of  Pregnancy,”  Dr.  Earl  Sage,  Omaha. 

Forty-five  attended. 

The  Southwestern  Nebraska  Medical  Society  held 
a meeting  of  unusual  interest,  April  23,  at  McCook. 
Dinner,  always  an  important  event  to  medical  men, 
preceeded  the  scientific  program,  which  was  put  on 
by  members  of  the  famous  Hertzler  Clinic,  Halstead, 
Kan. 

Dr.  L.  E.  O.  Peckenschneider  discussed  “The  Treat- 
ment of  Angina  Pectoris,”  and  Dr.  Victor  E.  Chesky 
spoke  on  “Tumors  of  the  Large  Intestines.” 
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Dr.  B.  J.  Conn,  formerly  of  Ravenna,  has  located  at 
Cambridge. 

A new  hospital  is  being  opened  in  Central  City,  two 
nurses  being  the  sponsors. 

Dr.  and  Mrs.  P.  A.  Sundbury,  Holdrege,  spent  six 
weeks  in  San  Francisco,  with  their  son. 

Dr.  Joseph  Morrow,  Seward,  in  retirement  for  sev- 
eral years,  has  again  opened  an  office. 

The  wedding  of  Dr.  Carl  Stehl,  Omaha,  and  Miss 
Ann  Peterson  of  Kearney  is  announced. 

Dr.  R.  L.  Hook  has  relinquished  his  practice  at 
Lodge  Pole  and  has  located  at  Rushville. 

Dr.  and  Mrs.  A.  E.  Stuart,  Cedar  Bluffs,  visited 
their  daughter  at  Greeley,  Colo.,  last  month. 

Dr.  and  Mrs.  E.  C.  Henry,  Omaha,  have  returned 
from  a trip  to  the  Hot  Springs  of  Arkansas. 

Dr.  Arnold  J.  Peter,  an  Omaha  boy,  has  taken  a 
residency  in  Walter  Reed  hospital,  Washington. 

Dr.  John  Taber,  Gordon,  has  returned  from  a sur- 
gical postgraduate  course  in  an  eastern  hospital. 

Dr.  Floyd  Rogers,  Lincoln,  recently  spoke  before 
the  Axis  club  on  “Shall  We  Have  State  Medicine?” 


Mrs.  Eve  Morrill,  wife  of  Dr.  W.  L.  Morrill,  Sterling, 
died  in  March.  The  Journal  and  profession  sympa- 
thize. 

Dr.  Robert  Best  has  become  associated  with  Dr. 
M.  B.  Wilcox,  Holdrege,  in  eye,  ear,  nose  and  throat 
work. 

In  the  recent  loss  of  his  wife,  Dr.  C.  W.  McLaugh- 
lin, Jr.,  Omaha,  has  the  sympathy  of  the  entire  pro- 
fession. 

Dr.  and  Mrs.  H.  W.  Orr,  Lincoln,  gave  a party  at 
their  home  for  the  children  inmates  of  the  Orthopedic 
hospital. 

Drs.  D.  H.  Morgan  and  J.  G.  Colgan  gave  trav- 
elogues before  the  McCook  Chamber  of  Commerce 
recently. 

Dr.  Albert  Morehouse  has  located  at  Benkleman. 
He  comes  from  a position  in  the  Children’s  hospital 
at  Denver. 

Dr.  and  Mrs.  F.  J.  Wurtele,  North  Platte,  spent 
several  months  in  Denver  for  the  benefit  of  the  doc- 
tor’s health. 

Dr.  W.  J.  Pinkerton,  Omaha,  his  wife  and  sister 
were  injured  in  an  auto  accident  near  Leon,  Iowa, 
early  in  April. 

Dr.  Richard  Young,  Omaha,  spoke  before  the  Ne- 
braska State  Nurses  Association  at  the  Fontenelle 
hotel,  recently. 

Dr.  A.  E.  Wanek,  Loup  City,  is  about  to  retire,  and 
Dr.  Edwin  Shaughnessy,  a native  of  St.  Paul,  Nebr., 
will  succeed  him. 

It  is  related  that  Dr.  F.  L.  Frink,  Newman  Grove, 
has  driven  eight  different  cars,  in  all  200,000  miles, 
without  an  accident. 

Dr.  A.  E.  Cook,  Randolph,  four  hours  after  return- 
ing from  a motor  trip  to  southern  California,  suffered 
a coronary  occlusion  seizure. 

Dr.  Mary  McKibbon-Harper,  Chicago,  editor  of 
“Women  in  Medicine,”  was  the  guest  of  Dr.  Olga 
Stastny,  Omaha,  last  month. 

Dr.  T.  N.  Duncan,  who  left  Cody  several  years  ago 
to  engage  in  Public  Health  service,  is  about  to  return 
to  Cody  to  engage  in  practice. 

Dr.  J.  Harry  Murphy  and  Dr.  Emmett  McMahon, 
Omaha,  spoke  before  the  Parent-Teachers  associa- 
tion of  Odebolt,  Iowa,  April  13. 

Dr.  Walter  Graham,  who  did  locum  tenens  work  at 
West  Point  the  past  year,  has  accepted  a surgeon 
residency  at  Bellevue  hospital,  New  York  City. 

Dr.  E.  L.  Hustead,  Scribner,  has  decided  to  locate 
in  California  and  has  sold  his  office  fixtures  and 
x-ray  equipment  to  Dr.  Carl  Stehl,  a recent  graduate 
and  interne. 

Dr.  Inez  C.  Philbrick,  Lincoln,  for  many  years  in- 
structor and  resident  physician  for  women  at  the  Ne- 
braska University,  has  resigned  that  position.  She 
plans  for  a less  active  career. 

Dr.  Charlotte  Mitchel  has  located  at  David  City,  her 
home  town,  coming  from  the  State  Institution  for  the 
Feeble  Minded  at  Belchertown,  Mass.,  where  she 
served  on  the  medical  staff  for  six  years. 

Dr.  H.  P.  Hyder,  formerly  connected  with  several 
veterans’  hospitals,  has  become  a staff  physician  at 
the  Norfolk  State  hospital.  He  came  to  Norfolk  from 
a veterans’  hospital  at  Valentine,  Arizona. 

Dr.  E.  C.  Kendall  of  the  Mayo  clinic  addressed  the 
Alpha  Omega  Alpha  medical  fraternity  at  the  Uni- 
versity hospital,  Omaha,  on  “The  Chemistry  and  Phy- 
siological Action  of  the  Adrenal  Cortex,”  April  18. 

Dr.  Max  Emmert  has  just  retired  from  six  years 
of  service  as  president  of  the  Nebraska  Children’s 
Home  society,  and  was  given  a complimentary  din- 
ner by  the  organization  for  valued  services  rendered. 

Before  a regional  convention  of  the  American  As- 
sociation of  University  Professors  on  the  Nebraska 
University  campus,  April  4,  Dr.  A.  J.  Carlson,  of  the 
University  of  Chicago,  spoke  on  "Recent  Research 
of  the  Hunger  and  Thirst  Mechanism.” 
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PREVENTION  AND  TREATMENT  OF  SCARLET  FEVER* 

JOHN  P.  KOEHLER,  M.  D„ 

Commissioner  of  Health, 

Milwaukee,  Wisconsin. 


Scarlet  fever  is  one  of  our  oldest,  most  preva- 
lent, and  most  studied  and  discussed  diseases.  Al- 
though the  specific  cause  of  scarlet  fever  has  been 
known  for  many  years,  and  its  specific  thera- 
peutic as  well  as  prophylactic  treatment  available 
for  over  ten  years,  the  control  of  this  disease  on 
the  whole  has  been  very  unsuccessful.  There  are 
perhaps  two  main  reasons  for  this  failure.  The 
first  reason  is  that  we  have  not  always  realized 
the  seriousness  of  this  disease.  There  are  many 
intelligent  and  conscientious  private  physicians 
and  public  health  officials  who  do  not  consider 

•Read  before  State  Medical  Association  of  Nebraska,  April  9. 
1936. 


the  present  type  of  scarlet  fever  serious  enough 
to  justify  the  application  of  difficult  and  expen- 
sive control  measures. 

While  it  is  true  that  approximately  80%  of  all 
scarlet  fever  cases  may  be  classified  as  mild  and 
perhaps  low  in  complications  and  fatalities,  never- 
theless, when  a complete  picture  of  scarlet  fever 
is  presented,  it  must  be  considered  a serious  dis- 
ease. 

Approximately  two  hundred  thousand  cases  of 
scarlet  fever  with  2,500  deaths  annually  in  the 
United  States  cannot  be  ignored  by  the  medical 
profession  and  health  departments.  The  2,500 
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scarlet  fever  deaths  annually  do  not  tell  the  en- 
tire story.  To  this  figure  must  be  added  thou- 
sands of  patients  more  or  less  incapacitated  by 
scarlet  fever  complications,  such  as  cervical  aden- 
itis, otitis  media,  mastoiditis,  polyarthritis,  neph- 
ritis, myocarditis,  and  many  other  apparent  and 
non-apparent  ailments. 

At  this  point  it  might  also  be  mentioned  that 
no  one  can  state  definitely  how  many  cases  of 
puerperal  septicemia,  erysipelas,  and  other  seri- 
ous infections  may  be  charged  against  scarlet 
fever,  especially  when  we  study  the  histories  of 
some  of  our  hospital  cases.  I will  take  time  to 
read  three  of  such  histories  which  are  quite  typi- 
cal of  several  other  recent  cases. 

1.  Mrs.  R.  G.,  grandmother,  60  years  of  age,  en- 
tered the  Isolation  Hospital  with  a facial  erysipelas. 
Her  grandchild,  5 years  of  age,  entered  on  the  same 
day  with  an  average  case  of  scarlet  fever.  The  family 
physician  informed  the  hospital  that  the  child’s  moth- 
er had  died  three  days  previously  of  an  acute  strepto- 
coccic septicemia. 

2.  A child,  2 years  of  age,  developed  scarlet  fever 
on  December  6,  1934,  remaining  home  under  quaran- 
tine. On  December  8,  a four-year-old  sister  in  the 
same  family  developed  scarlet  fever.  On  December 
12,  the  mother  who  was  in  attendance  on  these  two 
children  came  down  with  scarlet  fever,  and  continued 
taking  care  of  the  above  children  and  also  a six- 
week-old  nursing  baby.  On  December  18,  1934,  the 
six-week-old  baby  developed  a facial  erysipelas  and 
the  entire  family  was  transferred  to  our  hospital  for 
further  medical  care.  The  scarlet  fever  patients  and 
the  erysipelas  patient  responded  to  human  scarlet 
fever  convalescent  serum  with  uneventful  recoveries. 

3.  A 10-year-old  boy  was  admitted  to  the  hospital 
with  a septic  scarlet  fever  and  an  acute  otitis  media 
and  mastoiditis.  This  infection  necessitated  a large 
dose  of  human  convalescent  serum  and  a mastoidec- 
tomy was  performed  with  an  uneventful  recovery. 
The  reason  the  boy  was  transferred  to  the  hospital 
is  that  the  father  died  of  a malignant  facial  ery- 
sipelas contracted  four  days  before  the  boy’s  first 
complaint  of  a sore  throat  and  the  beginning  of  his 
scarlet  fever.  Investigations  in  the  home  revealed 
that  the  boy  handled  the  hot  compresses  from,  his 
father’s  face.  There  was  no  other  history  of  expo- 
sure. 

Scarlet  fever  should  not  only  be  controlled  be- 
cause it  is  a distinct  menace  to  health,  but  also 
because  it  is  responsible  for  a tremendous  eco- 
nomic loss.  The  economic  loss  due  to  the  quar- 
antining or  hospitalizing  of  over  two  hundred 
thousand  scarlet  fever  patients  annually  in  this 
country,  is  almost  beyond  comprehension. 

If  scarlet  fever  were  controlled  as  effectively 
as  has  been  the  case  with  smallpox  and  diphthe- 
ria, most  of  the  present  isolation  hospitals  could 
be  closed  at  a saving  of  millions  of  dollars  an- 
nually. Inexpensive  and  safe  arrangement  could 
easily  be  made  for  the  care  of  an  occasion- 
al case  of  contagious  disease  requiring  hospital- 
ization. But  even  assuming  that  we  are  justified 
in  continuing  to  ignore  the  great  economic  loss 


due  to  the  prevalence  of  scarlet  fever,  we  cannot 
permit  the  present  scarlet  fever  morbidity  and 
mortality  rates  to  continue,  if  preventive  mea- 
sures are  available. 

The  second  reason  for  our  lack  of  progress  in 
the  control  of  scarlet  fever  is  the  absence  of  un- 
animity of  opinion  among  the  scientists  on  scar- 
let fever  characteristics  and  control.  Scientists 
not  only  disagree  with  each  other  in  their  reports 
on  scarlet  fever,  but  many  times  change  their 
own  opinions  from  time  to  time.  Not  only  scien- 
tific research  workers  disagree  on  scarlet  fever, 
but  also  many  private  physicians  and  public  health 
administrators  disagree  on  procedures  for  its 
control. 

Before  deciding  on  what  preventive  measures 
to  use  for  the  control  of  scarlet  fever,  health  of- 
ficers and  private  physicians  should  make  an 
honest  appraisal  of  the  results  obtained  through 
the  use  of  some  of  the  more  common  control 
measures. 

Perhaps  the  oldest  and  most  common  pro- 
cedure used,  is  quarantine.  By  quarantine  I 
mean  not  only  the  isolation  of  the  patient  in  the 
home  or  hospital,  but  also  the  isolation  of  other 
members  of  the  family  remaining  in  the  home 
with  the  patient.  The  average  scarlet  fever 
quarantine  in  most  states  is  from  three  to  four 
weeks.  It  is  very  difficult  to  appraise  the  real 
and  permanent  value  of  scarlet  fever  quarantine. 
Although  we  have  been  quarantining  for  scarlet 
fever  as  long  as  any  of  us  can  remember,  no  evi- 
dence is  available  to  show  that  communities  en- 
forcing strict  quarantine  have  fewer  cases  of 
scarlet  fever  than  other  communities  where  quar- 
antine is  enforced  less  drastically. 

According  to  certain  reports  in  the  Annals  of 
the  Pickett-Thompson  Research  Laboratory  Vol. 
VI,  there  are  several  cities  in  Norway  that  have 
treated  scarlet  fever  as  lightly  as  measles  and 
whooping  cough  for  a period  of  many  years  with- 
out experiencing  any  increase  in  the  incidence  of 
scarlet  fever. 

No  reports  are  available  to  show  that  epi- 
demics were  stopped  suddenly  or  even  gradually 
reduced  through  rigid  quarantine  of  scarlet  fever 
patients  and  their  families.  We  know  that  scar- 
let fever  is  very  contagious  and  that  susceptible 
individuals  are  apt  to  come  down  with  it  when 
exposed  to  the  disease,  but  that  does  not  prove 
that  if  all  scarlet  fever  patients  were  quarantined 
for  three  or  four  weeks,  the  susceptible  individ- 
uals would  have  nothing  more  to  worry  about. 
Neither  has  it  been  proven  that  the  well  mem- 
bers in  a home  under  quarantine  not  coming  in 
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close  contact  with  the  patients,  are  more  apt  to 
be  carriers  of  scarlet  fever  than  many  other  in- 
dividuals not  under  quarantine. 

In  Milwaukee  we  found  that  about  25%  of 
children  cultured  in  schoolrooms  with  scarlet 
fever,  were  positive  for  hemolytic  streptococci, 
while  cultures  of  well  children  in  quarantined 
homes  showed  35%  positive.  This  slight  in- 
crease is  probably  due  to  the  fact  that  cultures 
in  the  homes  were  more  carefully  taken  than 
those  in  schools.  This  higher  percentage  might 
also  be  expected  when  we  stop  to  consider  that 
well  children  in  a quarantined  home  are  more  or 
less  forced  to  come  into  close  contact  with  the 
scarlet  fever  patient  and  attendant.  Cultures 
taken  of  nurses  and  other  attendants  in  homes 
of  scarlet  fever  patients  were  45%  positive  for 
hemolytic  streptococci,  which  is  high  enough  to 
justify  the  quarantining  of  nurses  and  atttendants 
of  patients,  instead  of  permitting  graduate  nurses 
to  go  in  and  out  of  quarantined  homes  as  they 
please.  On  the  other  hand,  the  breadwinner  who 
does  not  need  to  come  in  close  contact  with  the 
patient  might  well  be  permitted  to  go  in  and  out 
of  a quarantined  home  under  certain  restric- 
tions. 

Another  characteristic  of  scarlet  fever  which 
must  be  considered  when  its  control  is  studied, 
is  its  long  period  of  infectivity.  In  Milwaukee 
we  found  approximately  43%  of  3,000  former 
scarlet  fever  patients  positive  for  hemolytic 
streptococci  from  one  to  five  months  after  re- 
lease from  quarantine.  The  cultures  were  taken 
by  approximately  SO  different  public  health 
nurses  whose  results  varied  from  5 to  70%  posi- 
tive. It  can  readily  be  seen  from  these  figures 
that  the  results  of  cultures  are  determined  more 
or  less  by  the  people  who  take  them.  It  is  very 
likely  that  if  one  or  two  capable  culture  takers 
had  cultured  these  3,000  former  scarlet  fever 
patients,  the  percentage  of  carriers  would  pro- 
bably have  been  over  60%. 

Brown  and  Allison  in  the  British  Journal  of 
Hygiene,  June,  1935,  report  a carrier  rate  of 
S2.8%  at  the  time  of  discharge  from  the  hospi- 
tal. 

Admitting  that  a very  large  percentage  of 
these  carriers  of  hemolytic  streptococci  are  non- 
infectious,  we  still  find  it  difficult  to  understand 
how  the  isolation  of  scarlet  fever  patients  for 
three  or  four  weeks  is  going  to  be  of  much  per- 
manent value  when  such  patients  are  carriers  of 
hemolytic  streptococci  months  after  their  release 
from  quarantine. 

The  quarantining  of  an  acutely  ill  scarlet  fever 


patient  is  not  nearly  as  necessary  as  quarantining 
that  same  patient  after  he  is  well  enough  to  go 
out  and  mingle  with  others.  The  point  I wish 
to  make  here  is  that  the  quarantining  of  scarlet 
fever  patients  for  three  or  four  weeks  usually 
only  postpones  exposures  of  others  to  the  disease, 
instead  of  preventing  them.  The  fact  that  scarlet 
fever  patients  may  be  carriers  for  months,  ex- 
plains many  of  our  secondary  cases,  months  after 
the  release  of  the  infecting  patient.  It  also  ex- 
plains why  it  is  so  difficult  to  control  epidemics, 
because  the  more  scarlet  fever  cases  appear  the 
more  carriers  develop,  and  the  more  carriers  the 
more  exposures,  and  if  such  individuals  are  sus- 
ceptible, no  amount  of  quarantining  of  scarlet 
fever  patients  will  control  the  epidemic.  Many 
times  we  are  inclined  to  blame  unreported  and 
unquarantined  cases  of  scarlet  fever  for  epidem- 
ics. but  I believe  that  this  is  only  a minor  factor 
after  an  epidemic  once  gets  started. 

Communities  having  epidemics  of  scarlet 
fever  until  school  closes  in  June,  are  very  apt  to 
have  a recurrence  of  this  epidemic  in  the  fall 
when  school  opens,  not  because  a few  unreported 
cases  returned  to  school,  but  because  most  of  the 
children  who  had  scarlet  fever  during  the  prev- 
ious months,  are  still  carriers  of  the  disease.  If 
recovered  scarlet  fever  patients  remain  carriers 
for  a long  time,  we  are  safe  in  saying  that  quar- 
antine periods  for  scarlet  fever  patients  should 
be  lengthened  and  not  shortened.  In  Wisconsin 
a twenty-eight  day  quarantine  is  required  for 
scarlet  fever.  The  Milwaukee  Health  Depart- 
ment received  permission  from  the  State  Board 
of  Health  to  try  out  a twenty-one  day  quarantine 
on  mild  cases  with  negative  nose  and  throat  cul- 
tures. After  trying  this  out  for  approximately 
eight  months,  we  found  that  we  had  about  twice 
as  many  secondary  cases  within  two  weeks  after 
release  of  patients  at  the  end  of  twenty-one  days 
as  we  did  following  the  release  of  patients  at 
the  end  of  twenty-eight  days. 

The  old  practice  of  keeping  patients  under 
quarantine  until  they  are  through  peeling  may 
be  unscientific  and  even  ridiculous,  but  it  did 
make  it  possible  for  health  officers  to  keep  scar- 
let fever  patients  isolated  for  five  or  six  weeks, 
which  at  least  postponed  many  exposures  and 
undoubtedly  prevented  some.  Quarantine  periods 
have  not  gradually  been  shortened  so  much  for 
the  protection  of  the  public  as  they  have  been 
for  the  convenience  of  the  quarantined  family. 
It  has  been  felt  that  the  shorter  the  quarantine 
period,  the  better  the  cooperation  will  be  between 
parents  and  health  departments,  both  as  to  the 
reporting  of  the  disease  and  the  complying  with 
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the  quarantine  rules  and  regulations.  Health  de- 
partments must  be  reasonable  and  practical  and 
for  that  reason  it  might  be  advisable  to  lengthen 
the  isolation  period  for  the  patient,  but  modify 
the  retsrictions  for  well  members  of  the  family. 

The  second  scarlet  fever  control  procedure  to 
be  considered  is  the  taking  of  cultures  for 
hemolytic  streptococci.  It  has  been  hoped  by 
some  that  nose  and  throat  cultures  for  hemolytic 
streptococci  might  be  as  valuable  in  the  control 
of  scarlet  fever  as  the  taking  of  cultures  has 
been  in  the  control  of  diphtheria.  During  a scar- 
let fever  epidemic  in  Milwaukee  in  1935,  we  cul- 
tured children  in  all  school  rooms  that  had  two 
or  more  cases  of  scarlet  fever  within  one  week. 
Children  who  were  absent  from  school  three  or 
more  days,  were  visited  by  the  nurse  and  cul- 
tured for  hemolytic  streptococci.  All  children 
positive  for  hemolytic  streptococci  were  isolated 
for  a period  of  ten  days.  Homes  were  not  plac- 
arded but  a list  of  such  carriers  was  given  to  the 
Police  Department,  which  assisted  the  Health 
Department  most  successfully  in  keeping  such 
children  at  home. 

Approximately  six  thousand  children  out  of 
twenty-five  thousand  cultured,  were  found  to  be 
positive  for  hemolytic  streptococci.  Cultures  of 
absentees  averaged  about  25%  positive,  while 
room  cultures  averaged  about  22%.  Children 
who  were  excluded  from  school  as  positive  car- 
riers. did  not  develop  scarlet  fever  as  frequently 
as  did  children  with  negative  cultures.  Secondary 
cases  of  scarlet  fever  in  families  having  carriers 
of  hemolytic  streptococci,  were  twice  as  common 
as  they  were  in  families  where  school  children 
were  found  to  have  negative  cultures.  This  would 
lead  one  to  believe  that  the  advantage,  if  any,  of 
excluding  scarlet  fever  carriers  from  the  class- 
room is  not  in  having  them  out  of  school  while 
they  are  coming  down  with  the  disease,  but  rath- 
er to  eliminate  them  as  carriers. 

Children  with  their  tonsils  removed,  are  just 
as  apt  to  be  carriers  of  hemolytic  streptococci 
as  is  the  average  child  in  good  health.  Children 
with  congested  throats  and  diseased  tonsils  and 
apparently  in  poor  health  are  much  more  apt  to 
be  carriers  of  hemolytic  streptococci  than  is  the 
normal  child.  Children  who  were  previously 
immunized  with  Dick  scarlet  fever  toxin,  had  ap- 
proximately the  same  percentage  of  carriers  as 
unimmunized  children.  The  fear  of  some  that 
scarlet  fever  immunization  with  toxin  is  apt  to 
increase  the  number  of  carriers  of  scarlet  fever 
is  unfounded,  according  to  our  experience.  Re- 
leasing from  quarantine  by  cultures,  cannot  be 
considered  any  too  satisfactory,  although  like 


peeling,  it  is  something  tangible  which  makes  it 
easier  to  keep  some  patients  under  quarantine  a 
week  or  two  longer.  Approximately  25%  of  all 
patients  who  showed  two  consecutive  negative 
cultures  when  released,  again  had  positive  cul- 
tures at  least  once  during  the  following  five 
months. 

On  account  of  the  tremendous  amount  of  work 
involved,  no  effort  was  made  to  identify  the 
type  of  the  hemolytic  streptococci  or  to  deter- 
mine its  virulency.  From  a practical  standpoint, 
it  appears  to  me  that  it  is  sufficient  to  know  that 
we  have  many  cases  of  scarlet  fever  develop 
which  can  be  accounted  for  only  by  the  supposi- 
tion that  actual  scarlet  fever  carriers  are  a real- 
ity. During  an  epidemic,  it  would  never  be  pos- 
sible or  practical  to  isolate  all  carriers  of  hemoly- 
tic streptococci,  even  if  such  carriers  could  be 
proven  to  be  infectious.  If  scarlet  fever  is  to  be 
controlled,  it  will  not  be  done  with  the  quarantin- 
ing of  the  patients  or  with  the  isolation  of  the 
carriers,  but  rather  through  the  immunization  of 
the  susceptibles,  or  in  case  of  emergency,  through 
the  isolation  of  susceptibles.  This  brings  us  to 
the  third  procedure  for  scarlet  fever  control, 
which  is  immunization. 

By  immunization  I mean  the  giving  of  five 
doses  of  scarlet  fever  toxin  as  recommended  by 
the  Dicks,  namely  500,  2,000,  8,000,  25,000  and 
80,000  skin  test  doses  at  weekly  intervals.  I be- 
lieve that  there  are  still  some  doctors  who  con- 
fuse the  Dick  scarlet  fever  toxin  with  the  anti- 
toxin which  is  used  mostly  for  the  treatment  of 
the  disease.  Many  of  the  severe  serum  reactions 
which  we  hear  about,  are  due  to  scarlet  fever 
antitoxin  used  in  the  treatment  of  scarlet  fever 
patients,  or  for  temporary  passive  immunization, 
and  not  due  to  scarlet  fever  toxin,  used  for  active 
immunization.  There  are  still  many  health  of- 
ficers as  well  as  private  physicians  who  question 
the  efficacy  of  scarlet  fever  toxin  as  an  immun- 
ization agent.  As  far  as  I am  able  to  learn,  all 
physicians  or  health  officers  who  have  ever  made 
use  of  Dick  scarlet  fever  toxin  on  a large  scale 
for  the  prevention  of  scarlet  fever,  are  unani- 
mously in  favor  of  its  use.  The  men  who  are 
opposed  to  its  use,  are  as  a rule,  either  prejudiced 
or  unfamiliar  with  its  use.  In  Milwaukee  before 
we  immunized  nurses  and  other  employees 
against  scarlet  fever  in  the  Isolation  Hospital,  it 
was  not  unusual  to  have  employees  contract  scar- 
let fever.  Since  we  have  been  immunizing  against 
scarlet  fever  with  toxin,  there  has  not  been  a 
case  of  scarlet  fever  reported  among  the  em- 
ployees during  the  last  eight  years. 

On  account  of  our  satisfactory  experience 
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with  Dick  scarlet  fever  toxin  in  our  Isolation 
Hospital,  as  well  as  on  account  of  the  results  ob- 
tained by  others  with  this  preventive  treatment, 
the  Milwaukee  Health  Department  decided  to 
inaugurate  a scarlet  fever  immunization  program 
in  the  public  and  parochial  schools  highly  infect- 
ed with  scarlet  fever.  This  program  was  started 
March  12,  1934  at  the  beginning  of  a very  seri- 
ous scarlet  fever  epidemic.  The  scarlet  fever  im- 
munization program  was  developed  with  the  co- 
operation and  approval  of  the  Milwaukee  County 
Medical  Society.  In  spite  of  the  official  ap- 
proval of  the  County  Medical  Society,  there  were 
perhaps  as  many  private  physicians  opposed  to 
scarlet  fever  immunization  as  there  were  in  its 
favor  when  the  work  was  started. 

Most  of  the  opposition  to  scarlet  fever  immun- 
ization is  due  to  the  fear  of  reactions.  There  is 
no  denying  the  fact  that  many  children  do  get 
sick  from  some  of  the  treatments.  Private  physi- 
cians and  health  officers  who  have  not  the  con- 
fidence of  parents,  should  be  slow  in  recom- 
mending scarlet  fever  immunization.  By  inter- 
viewing pupils,  teachers  and  parents,  nurses  ob- 
tain as  much  information  concerning  reactions  as 
possible.  Reactions  are  classified  as  severe,  mod- 
erate and  mild  systemic  and  local  reactions.  Chil- 
dren with  a temperature  of  102°,  prostration, 
vomiting  and  diarrhea,  are  reported  as  having 
severe  reactions.  Those  with  lassitude,  a notice- 
able rise  in  temperature,  some  nausea  and  vomit- 
ing and  rash  are  classified  as  having  moderate 
reactions  and  those  with  a rash  and  slight  rise 
in  temperature,  as  having  mild  reactions.  Local 
reactions  consist  of  redness  and  swelling  of  the 
arm  and  some  local  pain. 

According  to  this  classification,  the  average 
percentage  of  reactions  for  the  five  doses  is  as 
follows:  severe  systemic  3%;  moderate  15%; 
mild  16%  ; local  23%  ; no  reactions  43%.  The 
third  and  fourth  injections  are  followed  by  the 
most  severe  reactions. 

According  to  our  records,  all  children  recover 
completely  and  most  of  them  within  twenty-four 
hours.  About  20%  of  the  children  develop  a 
rash  after  the  second,  third  or  fourth  injection. 
Some  of  the  following  precautions  are  advisable ; 
children  with  a temperature  of  100°F,  or  more 
as  well  as  those  with  a history  of  chorea,  rheu- 
matism, heart  disease,  asthma,  eczema  and  other 
allergic  ailments,  should  not  be  immunized  in 
school,  but  referred  to  the  family  physician  or 
special  immunization  clinics.  School  children 
should  be  immunized  during  the  afternoon  so  that 
they  may  be  at  home  when  the  reactions  make 
their  appearance.  A notice  should  be  sent  to  the 


parents  warning  them  of  possible  reactions  and 
instructing  them  to  keep  the  children  on  a liquid 
diet  and  at  rest  following  immunization  treat- 
ment. When  school  children  are  immunized  in  the 
morning,  nurses  or  doctors  should  be  in  school 
during  the  afternoon  to  take  care  of  children  who 
might  develop  reactions.  As  a rule,  parents 
worry  very  little  about  reactions  when  they  know 
that  they  are  to  be  expected.  Children,  on  the 
whole,  are  very  brave  and  go  through  with  their 
five  treatments  remarkably  well. 

Approximately  64%  of  the  children  complete 
their  treatments,  which  is  very  satisfactory  when 
we  realize  that  immunization  with  five  injections 
is  a discouraging  procedure,  even  at  best.  Up  to 
April  1st,  1936,  about  25,000  Dick  tests  were 
made  of  which  37%  were  negative.  Seventy- 
seven  children  with  preliminary  negative  Dick 
tests,  and  therefore  receiving  no  immunization 
treatments,  contracted  scarlet  fever.  The  majority 
of  this  number  contracted  the  disease  almost  two 
years  after  having  had  a negative  Dick.  When 
thousands  of  Dick  tests  are  given,  it  is  possible 
that  some  readings  may  not  always  be  accurate 
and  on  the  other  hand,  immunity  might  easily 
disappear  among  some  children  during  a two 
year  period. 

During  1934,  1935  up  to  April  1st,  1936,  the 
Milwaukee  Health  Department  gave  five  injec- 
tions of  Dick  scarlet  fever  toxin  to  8,541  chil- 
dren. A sixth  injection  was  given  to  303.  13,282 
children  started  with  the  treatment.  24  children 
of  the  8,541  receiving  five  doses,  contracted  scar- 
let fever  during  the  past  two  years.  Approxi- 
mately 4,000  children  were  immunized  during 
March,  1934.  Since  we  had  5,964  cases  of  scar- 
let fever  in  1934,  5,257  during  1935,  and  1,217 
during  the  first  three  months  of  1936,  it  is 
obvious  that  the  children  immunized  during  the 
early  part  of  1934,  have  since  then  been  exposed 
to  scarlet  fever  many  times.  It  must  not  be  for- 
gotten that  immunity  produced  by  an  attack  of 
scarlet  fever  does  not  last  very  long  in  some  in- 
dividuals. According  to  our  records  in  Milwau- 
kee, 4%  of  all  scarlet  fever  patients  give  a his- 
tory of  two  or  more  attacks  over  a period  of 
years.  One  child  had  three  verified  attacks  of 
scarlet  fever  within  one  year. 

The  rate  per  thousand  for  inoculated  children 
is  approximately  2.8 ; for  the  unimmunized  school 
population  it  is  80  per  thousand.  Even  children 
having  only  three  doses  seemed  to  have  been 
fairly  well  protected  during  the  two  years  of  our 
epidemic.  Our  experience  shows  that  immunized 
schools  are  almost  completely  free  from  scarlet 
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fever  after  the  second  injection  of  toxin.  Schools 
that  were  not  immunized  had  approximately  one- 
third  more  cases  of  scarlet  fever  than  similar 
immunized  schools. 

Scarlet  fever  in  children’s  institutions  in  the 
city  as  well  as  in  the  county  of  Milwaukee,  has 
been  effectively  controlled  by  means  of  the  Dick 
test  and  scarlet  toxin.  In  Milwaukee  we  are 
planning  to  conduct  a continuous  scarlet  fever 
immunization  program.  Unfortuntely,  due  to 
limited  funds,  it  is  impossible  to  conduct  a large 
program.  We  believe  that  if  funds  were  availa- 
ble. we  could  reduce  scarlet  fever  to  such  an  ex- 
tent during  the  next  two  or  three  years  that  we 
would  be  able  to  close  our  250  bed  Isolation  Hos- 
pital. 

Another  immunization  procedure  which  has 
been  used  recently,  quite  extensively  by  institu- 
tions and  private  physicians,  is  the  giving  of  from 
10  to  20  cc.  of  scarlet  fever  convalescent  serum 
to  exposed  individuals  for  temporary  protection. 
According  to  available  statistics  when  given 
early,  this  is  almost  100%  effective  for  a period 
of  fourteen  days.  The  convalescent  serum  cen- 
ter established  in  Milwaukee  during  the  early 
part  of  this  year,  is  a great  aid  to  the  Health  De- 
partment. not  only  for  the  prevention  of  disease, 
but  even  more  so  for  the  treatment  of  the  more 
severe  forms  of  the  disease.  Scarlet  fever  con- 
valescent serum  has  almost  completely  replaced 
scarlet  fever  antitoxin  in  our  Isolation  Hospital. 

The  most  satisfactory  and  successful  control 
measure  used  during  the  scarlet  fever  epidemic 
in  Milwaukee  during  the  early  part  of  1935,  was 
the  isolation  of  all  children  under  seven  years 
of  age  in  their  homes  for  a period  of  six  weeks. 
The  order  of  the  Health  Department  for  the  iso- 
lation of  these  children  went  into  effect  February 
18,  1935.  Some  of  the  more  important  results 
obtained  are  as  follows : 

1.  Scarlet  fever,  measles,  German  measles, 
and  chickenpox  continued  to  increase  for  the 
length  of  their  incubation  periods,  namely  one 
week  for  scarlet  fever  and  two  weeks  and  slight- 
ly over  for  measles,  German  measles  and  chick- 
enpox. This  proved  that  very  few  cases,  if  any, 
were  unreported  as  soon  as  these  children  left 
school.  Parents  were  scarlet  fever  minded  and 
very  few  of  them  failed  to  call  a doctor  when  the 
younger  children  showed  signs  of  illness. 

2.  The  percentage  of  scarlet  fever  in  chil- 
dren under  seven  years  of  age  gradually  dropped 
from  34  to  18  per  cent  of  the  total  number  of 
cases  reported.  This  low  percentage  continued 


several  weeks  after  the  children  again  returned 
to  school,  but  gradually  went  up  to  its  normal 
percentage  by  the  time  schools  closed  in  June. 
Forty  per  cent  of  scarlet  fever  in  the  isolated 
children  could  definitely  be  traced  to  other  scar- 
let fever  patients  over  seven  years  of  age  in 
the  home. 

3.  The  total  number  of  new  scarlet  fever 
cases  reported  began  to  decrease  toward  the  end 
of  the  first  week  of  the  ban  and  continued  to  de- 
crease quite  rapidly  from  300  per  week  to  51  at 
the  end  of  the  school  year. 

4.  Measles,  like  scarlet  fever,  showed  a large 
total  decrease  at  the  end  of  the  incubation  period 
and  also  a large  percentage  decrease  in  children 
under  7 years  of  age.  The  decrease  in  rubella  was 
not  quite  as  spectacular  as  that  in  measles,  be- 
cause this  is  a much  more  common  disease  among 
adults  than  is  measles. 

Chickenpox,  which  was  very  low  when  the 
ban  went  into  effect,  decreased  to  an  insignifi- 
cant number.  The  decrease  in  scarlet  fever, 
measles,  German  measles  and  chickenpox  during 
this  isolation  period  was  not  general  throughout 
the  State  or  in  communities  near  Milwaukee. 
While  these  diseases  decreased  in  Milwaukee, 
they  were  increasing  throughout  the  State.  Some 
of  the  smaller  communities  reported  more 
measles  and  chickenpox  in  their  weekly  reports 
to  the  State  Board  of  Health  than  did  the  City 
of  Milwaukee. 

5.  At  the  end  of  six  weeks  when  approxi- 
mately 20,000  children  under  seven  years  of  age 
returned  to  school,  there  was  no  significant  in- 
crease in  cases  of  the  diseases  mentioned  before. 
Had  some  cases  been  covered  up,  the  opening 
of  the  closed  school  rooms  would  have  uncovered 
them.  Three  weeks  after  the  children  returned 
to  school,  measles,  German  measles  and  chicken- 
pox  began  to  show  an  increase.  During  February 
1,569  cases  of  measles  were  reported;  1,159  in 
March,  914  in  April,  1,475  in  May  and  2,046  in 
June.  Ordinarily  during  an  epidemic  the  peak  in 
measles  is  in  April ; in  1935  it  occurred  in  June. 
By  postponing  measles  in  hundreds  of  children 
until  warmer  weather  appeared,  it  is  probable 
that  some  lives  were  saved. 

While  the  closing  of  an  entire  school  system 
in  a community  may  be  neither  practicable  nor 
effective,  nevertheless,  there  is  no  doubt  in  my 
mind  about  the  practicability  and  effectiveness  of 
isolating  children  under  seven  years  of  age  dur- 
ing a serious  epidemic.  By  taking  almost  25% 
of  the  elementary  school  population  and  almost 
50%  of  the  total  child  population  effectively  out 
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of  circulation,  any  community  can  at  least  tem- 
porarily check  epidemics  of  childhood  diseases. 

Children  under  seven  years  of  age  are  the 
most  susceptible  and  the  most  exposed  to  contag- 
ions disease.  They  are  the  foci  of  most  epidem- 
ics. It  must  not  be  forgotten,  however,  that 
the  isolation  of  children  under  7 years  of  age 
must  be  carried  out  just  as  intelligently  and 
scientifically  as  any  other  epidemiological  proce- 
dure. To  obtain  satisfactory  results,  children 
must  be  isolated  for  at  least  one  month  and  pre- 
ferably two  months  unless  a Dick  test  shows 
them  to  be  immune. 


Before  closing,  I should  like  to  take  only  a 
minute  of  your  time  to  say  something  on  the 
treatment  of  scarlet  fever.  Not  so  much  because 
I know  any  more  about  it  than  the  average 
practicing  physician  or  health  officer,  but  rather 
because  it  is  part  of  my  subject.  Although  the 
city  isolation  hospital  is  under  the  supervision  of 
the  health  commissioner,  the  treatment  of  pa- 
tients is  under  the  direct  supervision  of  the  medi- 
cal staff.  Therefore,  I will  only  attempt  to  give 
you  a brief  outline  of  general  therapeutic  prac- 
t’ce  in  the  Health  Department's  contagious  dis- 
ease hospital  which  has  treated  approximately 
10,000  scarlet  fever  patients  during  the  last  ten 
years.  The  scarlet  fever  mortality  rate  for  the 
city  of  Milwaukee  during  the  last  ten  years  is 
slightly  less  than  six  per  thousand  cases.  The 
mortality  rate  in  most  communities  varies  from 
ten  to  thirty  per  thousand  cases. 

Undoubtedly  the  intelligent  use  of  scarlet  fever 
antitoxin  has  contributed  a great  deal  toward  this 
low  mortality  rate.  The  antitoxin  has  been  used 
only  on  the  toxic  cases,  which  receive  from  300,- 
000  to  000,000  antitoxin  units.  83%  of  mild 
cases  necessitated  no  different  treatment  than 
that  in  use  previous  to  the  advent  of  serums.  On 
account  of  the  danger  of  serum  reactions,  the 
promiscuous  use  of  antitoxin  on  mild  cases  has 
not  been  considered  advisable,  even  though  it  is 
possible  that  complications  in  a few  patients 


might  have  been  prevented  by  the  use  of  anti- 
toxin. About  25%  of  patients  receiving  large 
doses  of  antitoxin  showed  serum  reactions.  Dur- 
ing the  last  year  and  a half,  scarlet  fever  anti- 
toxin has  been  almost  completely  replaced  with 
scarlet  fever  convalescent  serum,  which  is  pre- 
pared in  the  Milwaukee  Convalescent  Serum 
Center. 

This  convalescent  serum  is  made  from  blood 
which  has  been  obtained  from  scarlet  fever  pa- 
tients after  the  eighteenth  day  of  illness,  and  until 
the  end  of  the  fourth  month  of  convalsecence. 
Approximately  200  cc  of  blood  is  obtained  from 
each  patient  from  which  about  90  cc  of  serum 
is  obtained.  Patients  receiving  convalsecent 
serum  early  show  a marked  improvement  and  a 
considerable  drop  in  temperature  during  the  first 
twenty-four  hours.  In  nearly  all  patients,  the 
temperature  goes  to  normal  within  three  days. 
Only  occasionally  a slight  reaction  occurs  such 
as  urticaria  and  a slight  rise  in  temperature. 
Complications  which  average  about  25%  in  un- 
treated cases,  are  reduced  to  16%  in  patients 
treated  with  convalescent  serum.  Similar  re- 
sults of  course  have  also  been  obtained  by  the 
use  of  scarlet  fever  antitoxin. 

The  great  advantage  of  convalescent  serum 
over  the  antitoxin  is  that  doctors  will  use  it  in 
many  more  cases  because  they  do  not  have  to 
worry  about  serum  re-actions.  It  might  also  be 
mentioned  here  that  scarlet  fever  convalsecent 
serum  is  not  only  used  for  the  treatment  of  scar- 
let fever  patients,  but  also  for  erysipelas,  and 
other  streptococcic  infections. 

Tn  conclusion,  permit  me  to  outline  briefly 
what  we  consider  a successful,  safe  and  practical 
program  for  the  control  of  scarlet  fever. 

1.  An  intelligent  quarantine  based  on  scien- 
tific knowledge  and  practical  experience  instead 
of  on  tradition  and  expediency. 

2.  The  isolation  of  all  school  children  under 
seven  years  of  age  during  a serious  scarlet  fever 
epidemic  for  at  least  six  weeks  unless  such  chil- 
dren are  immune  to  scarlet  fever  as  shown  bv  a 
negative  Dick  test. 

3.  All  susceptible  children  in  homes  with 
scarlet  fever  should  be  immunized  as  soon  as 
they  have  passed  the  incubation  period.  Statistics 
show  that  approximately  25%  of  all  scarlet  fever 
cases  are  secondary  cases  in  families  developing 
during  or  after  release  from  quarantine  of  the 
primary  case.  Permitting  infectious  convalescent 
scarlet  fever  patients  to  return  to  their  homes 
without  having  first  immunized  the  susceptible 


School  and  health  authorities  have  so  many 
times  stated  that  schools  with  medical  and  nurs- 
ing supervision  are  the  safest  places  in  the  world 
for  children,  that  they  are  apt  to  believe  it  re- 
gardless of  what  may  happen  to  the  children  dur- 
ing an  epidemic.  There  is  nothing  gained  by  as- 
suming that  nurses  and  doctors  can  pick  out  all 
scarlet  fever  cases  and  carriers  by  daily  or  week- 
ly classroom  inspections  or  home  visits,  when  we 
know  that  this  can  be  done  only  when  children 
have  perceptible  signs  or  symptoms  of  the  dis- 
ease. 
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children  in  such  homes,  is  nothing  short  of  cri- 
minal, and  yet  that  is  what  we  are  all  doing. 

4.  The  value  of  throat  cultures  should  be 
honestly  appraised.  If  a negative  throat  culture 
does  not  always  mean  that  a former  patient  is 
no  longer  infectious,  we  should  so  inform  the  pa- 
tient as  well  as  the  members  of  his  family  instead 
of  giving  them  all  a false  sense  of  security.  At 
the  present  time,  cultures  are  not  sufficiently  re- 
liable to  justify  unrestricted  confidence  in  them. 

5.  An  intensive  scarlet  fever  immunization 
program  for  all  susceptible  children  similar  to 
the  present  diphtheria  and  smallpox  preventive 
programs. 

6.  Scarlet  fever  convalescent  serum  for  the 
treatment  of  the  more  severe  types  of  scarlet 
fever  cases. 

DISCUSSION 

DR.  J.  A.  HENSKE,  (Omaha):  I am  very  pleased 
to  have  had  the  opportunity  of  hearing  Dr.  Koehler, 
whose  work  I have  followed.  If  interested  in  scarlet 
fever  immunization,  I would  advise  you  to  read  Dr. 
Koehler’s  article  in  the  American  Journal  of  Public 
Health,  December  1935,  entitled  “Recent  Experiences 
in  Scarlet  Fever  Control.” 

We  have  had  several  thousand  cases  of  scarlet 
fever  in  Omaha  in  the  past  five  months.  On  account 
of  the  limited  time  Dr.  Koehler  did  not  touch  upon 
Dicking  and  immunization  of  nurses  and  employees 
of  hospitals  which  I consider  of  sufficient  importance 
to  enumerate  our  experiences  in  Omaha.  In  one  of 
the  hospitals  where  the  nurses  were  routinely  Dicked 
and  when  found  positive  were  given  the  immuniza- 
tion against  scarlet  fever  in  the  past  five  years,  no 
cases  of  scarlet  fever  developed.  In  other  institutions 
where  they  were  not  Dicked  and  immunized  against 
scarlet  fever  numerous  cases  were  reported.  In  one 
hospital  a group  of  twenty-five  nurses  out  of  one 
hundred  and  twenty  were  Dicked  and  twenty-four 
of  the  twenty-five  nurses  were  immunized  against 
scarlet  fever.  One  nurse  who  was  positive — for  some 
reason  or  other — did  not  report  for  immunization. 
The  twenty-four  who  were  immunized  not  one  de- 
veloped scarlet  fever  or  streptococcic  sore  throat. 
The  one  who  was  positive  but  did  not  report  for  the 
immunization  developed  a severe  case  of  scarlet  fever. 
All  of  these  nurses  were  definitely  exposed  to  scarlet 
fever  and  streptococcic  throat  infections.  During  the 
epidemic  twenty  nurses  of  those  who  were  not  pro- 
tected developed  scarlet  fever  or  a hemolytic  strep- 
tococcic throat.  In  another  hospital  which  is  used 
for  teaching  purposes  we  have  had  similar  exposures 
in  which  nurses  developed  scarlet  fever  or  the  interne, 
exposing  the  children  in  the  Pediatric  Wards  to  the 
infection.  We  have  been  able  to  trace  several  cases 
in  these  two  institutions  to  direct  exposure  from 
nurses  and  internes. 

I would  recommend  that  every  nurse,  and  employee 
including  internes,  and  in  teaching  institutions  the 
students  who  come  in  contact  with  the  patients,  that 
they  should  have  the  Dick  test  and  if  found  positive 
immunized  against  scarlet  fever.  This  procedure  has 
been  adopted  in  various  hospitals  throughout  the 
United  States  and  a recent  article  in  the  Journal  of 
the  American  Medical  Association,  March  28,  1936,  by 
Dr.  Benjamin  Rappaport  of  Evanston,  111.,  entitled 
“Active  Immunization  to  Scarlet  Fever  with  Less 
Reaction”  treats  with  the  immunization  of  nurses  at 
the  Evanston  Hospital  from  March,  1924,  to  October. 


1935,  and  in  his  experience  he  has  been  able  to  over- 
come the  serious  reactions  by  giving  ten  smaller 
doses  at  a week  interval  with  a marked  reduction 
in  the  number  and  severity  of  these  reactions. 

I believe  that  the  prevention  by  immunization  is 
our  only  method  of  stamping  out  scarlet  fever. 

(The  following  questions  were  then  asked  Dr. 
Koehler: ) 

Q.  Have  you  done  any  work  as  to  the  sources  of 
scarlet  fever  besides  carriers? 

Q.  What  about  the  so-called  atypical  case? 

Q.  What  would  you  do  for  immediate  exposure? 

Q.  Is  there  any  negative  phase? 

Q.  Are  there  any  deaths  from  that  number  with 
the  milder  form? 

Q.  How  young  a child  may  be  immunized? 

DR.  KOEHLER:  I was  very  much  interested  in 
the  first  speaker.  We  had  the  same  experience  in 
our  Isolation  Hospital.  Since  we  have  immunized  the 
employees  and  nurses,  we  have  not  had  a single  case 
of  scarlet  fever.  We  employ  no  one  in  the  Isolation 
Hospital  that  has  not  a negative  Dick. 

As  to  other  sources  outside  of  carriers,  I do  not 
know  just  what  you  mean.  In  the  children  that  we 
kept  home  under  seven  years  of  age,  we  found  that 
where  they  developed  scarlet  fever,  40  per  cent  could 
be  traced  to  older  children  in  the  home.  They  got  it 
from  active  cases.  I think  besides  the  active  cases, 
it  is  mostly  due  to  carriers.  We  had  a good  illustra- 
tion of  that  during  the  first  year  of  our  recent  epi- 
demic. It  kept  on  going  up  until  June.  School  closed, 
and  it  dropped  in  summer.  In  the  fall  two  weeks 
after  school  opened,  we  had  a worse  epidemic  than 
ever.  We  had  the  carriers  left  from  the  spring  epi- 
demic. It  wasn’t  just  the  few  unreported  cases  of  the 
summer  months  which  we  blamed.  When  we  know 
scarlet  fever  patients  to  be  carriers  for  a long  time, 
we  must  blame  formerly  quarantined  patients  for 
most  new  cases. 

There  are  all  sorts  of  atypical  cases.  When  we 
ask  a man,  “Did  you  ever  have  scarlet  fever?”  and 
he  says  “No,”  we  cannot  always  be  certain  that  he 
never  had  the  disease.  At  least  25  per  cent  of  cases 
do  not  have  a rash.  Many  cases  diagnosed  tonsillitis, 
may  be  scarlet  fever.  If  somebody  in  a family  has 
a typical  case  we  are  justified  in  quarantining  all 
members  of  the  family  with  a sore  throat.  It  may  be 
that  a great  deal  of  the  arteriosclerosis  and  heart  dis- 
ease of  today,  originated  with  undiagnosed  cases  of 
scarlet  fever. 

Some  will  recommend  that  if  a child  has  been 
exposed,  it  be  given  some  antitoxin  for  passive  im- 
munization, which  is  all  right,  but  convalescent  serum 
is  still  better,  because  you  do  not  have  to  worry 
about  serum  reactions.  The  men  who  use  it  claim 
they  are  getting  100  per  cent  protection.  It  is  good 
for  about  two  weeks.  When  it  comes  to  using  anti- 
toxin for  passive  immunization,  there  is  a chance  for 
argument,  because  it  would  never  be  advisable  to 
give  antitoxin  to  every  child  exposed.  Where  human 
convalescent  serum  is  available,  passive  immuniza- 
tion of  exposed  Dick  positive  children  is  advisable. 

I might  say  that  we  have  had  no  experience  to  indi- 
cate that  the  immunization  of  children  with  Dick 
scarlet  fever  toxin  made  them  temporarily  more  sus- 
ceptible to  scarlet  fever  or  had  a tendency  to  make 
them  scarlet  fever  carriers. 

While  it  is  true  that  some  children  developed  scar- 
let fever  within  two  or  three  days  after  receiving  the 
first  dose  of  toxin,  the  scarlet  fever  rate  for  such 
children  was  lower  and  not  higher  than  that  of  chil- 
dren receiving  no  toxin.  According  to  our  experience, 
even  one  dose  of  toxin  provides  a certain  amount  oi 
protection.  Since  the  scarlet  fever  toxin  contains  no 
serum,  there  is  no  danger  of  serum  reactions.  There 
may  be  a slight  danger  of  a protein  reaction  and  it  is 
for  this  reason  that  we  do  not  immunize  children 
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with  asthma,  hay  fever,  eczema  and  other  allergic 
ailments. 

As  to  deaths  among  immunized  children,  I am  glad 
to  report  that  there  were  none.  Although  we  had  24 
completely  immunized  children  contract  scarlet  fever 
during  the  last  two  years,  none  so  far  as  I was  able 
to  learn  was  seriously  ill. 

We  do  not  recommend  immunization  under  three 
years  of  age,  but  give  it  as  young  as  one  year,  if 
mothers  request  it.  On  the  whole,  mothers  are  more 
enthusiastic  about  scarlet  fever  immunization  than 
they  ever  were  about  diphtheria  impiunization. 

Q.  How  big  a menace  is  discharging  ear  in  otitis 
media? 

DR.  KOEHLER:  We  have  some  cases  on  record 
where  the  child  went  home  with  a discharging  ear 
and  secondary  cases  developed.  That  is  why  we  keep 
them  in  the  hospital  as  long  as  possible. 

Q.  I should  like  to  ask  about  using  a little  adren- 
alin. 

DR.  KOEHLER:  Many  doctors  are  using  adren- 
alin. They  report  good  results.  I think  it  is  a good 
suggestion.  We  cannot  do  it,  because  when  we  go 
into  a school  and  immunize  400  at  one  time,  we  must 
do  it  inexpensively  and  expeditiously. 

Q.  Will  this  program  be  one  you  urge  for  routine 
use,  or  only  in  the  event  of  an  epidemic? 

DR.  KOEHLER:  It  is  one  to  use  when  you  have 
no  epidemic.  While  during  an  epidemic  the  people 
are  more  ready  to  accept  it,  yet  occasionally  you 
will  immunize  a child  that  is  already  infected  and 
comes  down  with  scarlet  fever.  Some  one  may  ac- 
cuse you  of  having  given  the  child  scarlet  fever, 
which  isn’t  very  pleasant.  This  is  not  so  apt  to  hap- 


pen when  no  epidemic  prevails.  About  20  per  cent  of 
our  children  show  a rash  after  a toxin  injection, 
which  is  difficult  to  ignore  during  an  epidemic.  I 
would  say  that  scarlet  fever  immunization  should  be 
done  as  routinely  as  is  diphtheria  immunization. 

Q.  Where  do  you  get  your  serum,  or  what  do  you 
use? 

DR.  KOEHLER:  From  four  companies:  Squibb, 

Parke-Davis,  Mulford-Lederle  and  U.  S.  Standard 
Products  Co.  I have  asked  our  physicians  if  they  see 
any  difference  in  the  products  of  the  various  com- 
panies, and  they  say  not.  The  manufacture  of  the 
Dick  scarlet  fever  toxin  is  controlled  by  the  Scarlet 
Fever  Committee.  We  think  that  sometimes  we  get 
more  reactions  than  others.  Lately  we  have  been 
getting  our  worst  reaction  after  the  fifth  dose  instead 
of  the  third,  as  previously.  The  toxin  may  vary 
slightly  from  time  to  time,  but  it  has  no  relation  to 
any  particular  manufacturer. 

Q.  Is  there  more  susceptibility  to  the  disease  after 
the  first  dose  of  toxin? 

DR.  KOEHLER:  After  the  first  dose,  we  had  quite 
a few  children  come  down  who  undoubtedly  were  al- 
ready infected.  I would  say  that  one  injection  im- 
munizes about  10  per  cent.  From  one  to  four  injec- 
tions we  obtain  an  average  of  63  per  cent  of  nega- 
tive Dicks.  One  doctor  reports  that  he  is  using  ten 
injections,  which  may  be  practical  for  private  physi- 
cians. If  one  can  prevent  reactions  by  using  ten  in- 
jections, it  is  worth  considering.  Some  physicians 
give  only  three  or  four  injections  of  toxin.  We  get 
80  per  cent  Dick  negative  with  four  injections.  That 
is  better  than  we  got  with  the  old  diphtheria  toxin- 
antitoxin.  If  we  can  get  94  per  cent  with  five,  we 
have  no  reason  to  change  unless  it  is  to  prevent 
reactions. 


NEW  ACTIVITIES  OF  THE  STATE  MEDICAL  SOCIETY 
OF  WISCONSIN* 

RALPH  M.  CARTER,  M.  D., 

President  State  Medical  Society  of  Wisconsin, 

Green  Bay,  Wisconsin. 


As  physicians,  we  are  so  deeply  concerned 
with  the  practice  of  medicine  as  a great  and  sig- 
nificant healing  force,  we  are  apt  to  forget,  I 
think,  that  medicine  is  the  greatest  social  force 
affecting  the  life  and  welfare  of  mankind. 

In  my  brief  discussion  of  new  activities  of  the 
Society  that  I have  the  honor  to  represent,  I 
would  deal  with  those  activities  that  represent 
medicine  as  a social  force.  In  my  observation, 
some  of  the  greatest  possible  accomplishments  of 
medicine  as  a healing  force  in  the  future,  will  be 
entirely  dependent  upon  what  the  social  force  of 
medicine  is  able  to  accomplish  in  these  critical 
years  of  economic  restoration.  Upon  what  is 
done  now,  may  depend  not  only  what  we  may 
be  able  to  do  in  the  future  but  also  our  ability  to 
continue  to  do  that  which  we  all  now  regard  as 
established  health  procedures. 

First  of  all,  then,  I regard  as  one  of  the  great- 
est of  our  newer  activities  the  re-formulation  of 

‘Presented  before  the  Nebraska  State  Medical  Association, 
Round  Table  luncheon,  April  9,  1936. 


medical  organization  for  progress  in  the  social 
aspects  of  our  practice.  This  may  be  said  to  have 
started  nearly  fourteen  years  ago  when  Wiscon- 
sin organized  its  State  Society  with  a full-time 
Secretary.  I congratulate  you  upon  your  wis- 
dom in  taking  a similar  step  within  the  past  year. 

Within  the  past  three  or  four  years,  however, 
and  particularly  during  the  present  year,  we  in 
Wisconsin  have  seen  the  culmination  in  part  of 
thirteen  years  of  continual  growth  as  a social 
force.  When  the  Governor  appoints  a special 
committee  to  study  the  methods  of  the  administra- 
tion of  relief,  federal  aids  and  institutions — med- 
icine as  a social  force  is  recognized  and  given 
prominent  position  and  assigned  important  work 
on  that  committee.  When  the  State  Board  of 
Health  meets  to  plan  the  wise  application  of  so- 
cial security  grants  for  health  conservation  ef- 
fort— medicine  as  a social  force  is  recognized  and 
its  representatives  are  invited  to  participate  for 
the  welfare  of  our  citizenry.  When  a Bureau 
dealing  with  problems  of  the  crippled  child  en- 
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deavors  to  re-map  its  campaign — the  social  force 
of  medicine  is  called  upon  to  be  of  the  great  as- 
sistance it  alone  can  render.  When  our  high 
schools  debate  the  question  of  the  socialization  of 
healing  forces — the  social  force  of  medicine  is 
called  upon  to  place  vital  information  before  the 
student  bodies  and  does  so  to  the  extent  of  over 
GO, 000  separate  pamphlets,  some  of  them  pre- 
pared particularly  for  Wisconsin. 

During  the  past  several  months,  it  has  been 
my  privilege  to  have  traveled  widely  in  my  own 
state  and  to  have  discussed  with  large  numbers 
of  physicians  the  problems  of  medicine.  Every- 
where I have  stressed  the  point  that  there  are 
countless  objectives  that  physicians  as  individ- 
uals can  see  as  worthwhile ; there  are  countless 
public  questions  upon  which  physicians  can  pass 
judgment  as  to  medical  aspects  with  the  greatest 
of  clarity,  and  there  are  countless  things  that  each 
of  us  know  should  not  occur  if  our  remarkable 
health  progress  is  not  to  be  mired  by  political 
stagnation. 

May  I for  emphasis  repeat  that  as  physicians 
we  know  what  should  be  done  and  we  see  clear- 
ly that  which  should  not  occur.  Yet,  as  individ- 
uals, we  have  not  the  power  to  realize  our  vision. 
But  medicine  as  a social  force,  embracing  every 
eligible  practitioner  of  medicine  in  the  state, 
has  that  power  and  let  there  be  no  doubts  about 
the  truth  of  that  statement.  We  may  and  will 
meet  with  reverses  but  I prophesy  that  they  will 
be  but  temporary  ones. 

Speaking  in  broad  terms,  Mr.  President,  I 
would  emphasize  with  all  the  power  at  my  com- 
mand that  the  most  important,  worthwhile  activ- 
ity of  any  state  medical  association  is  to  organize 
itself  as  a social  force  to  carry  forward  in  pub- 
lic life  and  in  public  aspects  the  high  aims  of 
medicine  to  protect  and  promote  the  public  health. 

As  a corollary  to  this,  one  of  our  accomplish- 
ments of  the  past  few  months  has  been  to  re- 
store our  dues  to  the  pre-depression  level  of 
$15.00.  In  a recent  issue  of  your  splendid  Jour- 
nal, I observed  that  you  had  just  raised  your  dues 
from  $5  to  $10.  Speaking  as  an  officer  of  a sis- 
ter State  society,  fully  conscious  out  of  actual  ex- 
perience of  what  your  investment  will  bring  you 
in  actual  returns,  may  I congratulate  you  upon 
your  foresight.  There  is  no  physician  living  in 
any  community  in  Wisconsin,  small  or  large,  gen- 
eral practitioner  or  specialist,  to  whom  his  State 
society  has  not  returned  many  fold  and  in  per- 
petuity his  dues.  There  is  no  investment  that  we 
as  physicians  can  make  that  will  bring  us  such 
returns  as  that  which  we  make  in  our  small  an- 


nual contribution  to  the  one  organization  whose 
very  existence  is  based  upon  protecting  and  pro- 
moting the  joint  welfare  of  physician  and  patient. 
There  is  no  one  in  this  room  whose  very  presence 
here  does  not  mean  that  he  or  others  have  in- 
vested in  him  not  less  than  $10,000  that  he  might 
be  a physician.  When  you  invest  just  one  one- 
thousandth  of  that  amount  to  protect  and  pro- 
mote your  investment  and  return,  you  are  invest- 
ing certainly  the  very  minimum.  I wonder 
sometimes  that  we  are  content  to  do  so  little 
for  ourselves. 

Third,  you  and  I during  the  past  few  years 
have  heard  times  without  number  that  we  live 
during  a changing  social  order.  Well,  physi- 
cians are  accustomed  to  that.  Medicine  is  al- 
ways changing.  But  mark  well  how  our  changes 
are  made.  Few,  if  any,  have  ever  been  made  by 
edict.  Someone,  somewhere,  went  into  a labora- 
tory and  safeguarded  by  an  elaborate  system  of 
controls,  he  experimented.  If  he  failed  a thou- 
sand times  in  such  controlled  experimentation, 
harm  was  occasioned  to  none.  When  he  succeed- 
ed, he  asked  a few  outstanding  centers  to  check 
on  his  work  and  results.  And  if  they  could  find 
no  error,  the  favorable  results  that  could  be  ac- 
complished by  the  method  of  his  findings  were 
freely  given  his  fellow  practitioners.  Now  note 
well  that  the  very  essence  of  method  lay  first  in 
not  destroying  the  public  confidence  in  what  was 
already  available  simply  because  it  seemed  in- 
adequate. Secondly,  the  experiment  was  in  the 
laboratory  and  if  it  failed  it  did  not  affect  the 
lives  of  his  fellow  men.  Third,  duplication  of 
experiment  was  avoided  until  the  results  of  the 
original  experiment  were  known  and  proved. 

Let  us  now  transfer  our  thoughts  to  the  social 
aspects  of  medicine.  Here  we  find  social  ex- 
perimenters willing  and  anxious  to  try  their  luck 
with  the  lives  and  health  of  mankind.  Here  we 
find  no  laboratory  controlled  experiments  but 
rather  experiments  immediately  affecting  hun- 
dreds and  thousands  of  our  people ; experiments 
that  once  embarked  upon,  cannot  be  abandoned. 
Here  we  find  no  cautious  checking  and  re-check- 
ing to  prevent  disastrous  error  but  a shouting 
from  the  house  tops  that  in  such  and  such  a way 
may  we  enter  the  gates  of  Utopia.  Here  we  find 
the  experimenters  in  a brazen  effort  to  destroy 
utterly  the  public  use  and  confidence  in  all  that 
we  have,  before  they  have  anything  of  proven 
value  to  replace  it.  And  most  remarkable  of 
all,  I am  sorry  to  relate,  occasionally  we  find  a 
man,  trained  in  the  science  of  medicine,  who 
would  not  dream  of  experimenting  upon  a single 
patient,  who  is  so  thoughtless  as  to  approve  and 
even  commend  this  type  of  human  vivisection. 
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This  is  all  a necessary  preface  to  describing 
briefly  the  fourth  significant  newer  activity  of 
the  society  I represent.  Conscious  of  all  that  I 
have  described,  the  State  Medical  Society  of 
Wisconsin  has  said  that  in  the  social,  as  well  as 
the  scientific  aspects  of  medicine,  we  will  have 
controlled  experimentation.  Now  mind  you,  the 
society  has  not  said  that  there  shall  be  no  experi- 
mentation. Not  at  all,  for  it  has  even  gone  to 
the  legislature  to  amend  its  charter  that  the  or- 
ganization of  medicine  might  have  the  broadest 
of  powers  to  do  anything  that  it  saw  as  needful 
and  in  the  public  interest. 

That  which  it  has  said  is  that  physicians  as  in- 
dividuals shall  not  enter  upon  experiments  in  the 
delivery  of  scientific  service  heedless  of  the  pub- 
lic interest  because  they  visualize  a money  profit 
to  be  attained  through  mass  production  methods. 
We  have  said  that  any  county  medical  society  of 
our  state  organization  may  enter  upon  any  plan 
to  aid  in  the  delivery  of  medical  service  to  the 
people  of  its  community  provided  that  it  is  in  a 
manner  approved  by  the  State  Medical  Society  of 
Wisconsin.  We  have  approved  a method  for 
the  care  of  the  indigent  through  society  contract 
with  county  authorities.  Other  methods  to  meet 
this  problem  are  being  studied.  We  are  studying 
now,  as  we  have  during  the  past  many  years,  ex- 
periments conducted  by  other  societies  and  in 
other  states.  But  we  do  not  intend  to  recklessly 
enter  upon  a duplication  of  any  of  those  experi- 
ments unless  and  until  we  believe  the  original 
experiment  has  indicated  a true  value.  Again, 
the  social  force  of  medicine  is  being  exercised  in 
the  joint  and  indivisible  interest  of  practitioners 
and  public  alike. 

Possibly  I have  talked  over  much  of  Wiscon- 
sin. If  so,  I would  have  you  appreciate  that  that 
is  so,  not  because  I believe  we  have  blazed  the 
only  trail  and  that  all  must  follow  us.  Frequent- 
ly we  have  but  followed  in  the  pathway  of  Penn- 
sylvania. Ohio,  Indiana,  Minnesota  and  others. 
Therein  lies  the  great  strength  of  the  American 
Medical  Association — a unity  for  national  action 
in  national  problems — a unity  for  the  interchange 
of  information  on  state  problems  between  the 
constituent  state  medical  associations.  In  our 
state  associations  we  must  develop  our  own  lead- 
ership to  meet  our  own  state  problems  and  not 
look  for  it  to  be  supplied  from  some  distant 
source,  except  for  the  handling  of  national  prob- 
lems. The  promotion  of  means  to  further  the 
delivery  of  medical  service  now  and  in  the  future, 
as  in  the  past,  may  be  a national  problem  but  I 
assure  you  that  it  is  not  one  susceptible  of  a 
single  solution  applicable  to  every  state.  And 


secondly,  it  is  a national  problem  only  to  the  ex- 
tent that  we  in  the  states  pride  ourselves  upon 
being  in  the  fore  in  every  movement  to  promote 
the  public  welfare.  It  is  not  a national  problem 
because  as  a nation  we  have  failed  to  make  pro- 
gress, as  some  might  lead  you  to  believe.  There 
is  no  nation  among  the  great  nations  of  the  world 
today  that  has  made  such  achievements  in  the 
science  and  delivery  of  medical  service  as  has 
ours.  No  nation  will  pass  us  in  the  future  if  we 
just  but  take  the  time  to  make  certain  that  we 
do  not  get  lost  in  a forest  of  propagandists. 

In  the  time  that  has  been  mine,  I have  dis- 
cussed with  you  the  necessity  of  organization  of 
medicine  as  a social  force.  I have  tried  to  point 
out  that  it  was  worth  the  effort  and  the  small  in- 
vestments we  make.  I have  emphasized  that  in 
our  social  experiments  affecting  the  lives  of  our 
people,  we  need  all  the  safeguards  of  the  scienti- 
fic experiment  in  the  laboratory,  and  finally,  I 
hope  I have  left  with  you  the  thought  that  leader- 
ship in  the  social  aspects  of  medicine  must  be 
developed  from  within  and  not  without  the  ranks 
of  medicine. 

It  has  been  a very  great  pleasure  to  be  with 
you  and  I leave  you  by  extending  the  very  cordial 
greetings  of  the  officers  and  members  of  the 
State  Medical  Society  of  Wisconsin,  fully  confi- 
dent that  in  the  years  to  come  we,  in  Wisconsin, 
frequently  will  have  occasion  to  follow  in  the 
footsteps  of  our  brother  practitioners  of  Nebras- 
ka. 


DIAGNOSTIC  GASTROSCOPY,  WITH 
ESPECIAL  REFERENCE  TO 
FLEXIBLE  GASTROSCOPE 

Of  2,000  gastric  examinations,  Rudolf  Schind- 
ler, Chicago  ( Journal  A.  M.  A.,  Aug.  3,  1935), 
carried  out  approximately  one  third  of  them  with 
the  flexible  gastroscope.  He  found  that  this  in- 
strument has  made  it  possible  to  visualize  the  in- 
terior of  the  stomach  with  safety  and  with  rela- 
tively little  discomfort  to  the  patient.  The  flexi- 
ble gastroscope  affords  an  additional  method  for 
the  direct  morphologic  diagnosis  of  gastric  dis- 
ease. Gastroscopy  not  only  supplements  the 
roentgen  examination  in  the  direct  diagnosis  of 
gastric  ulcer  and  gastric  neoplasm,  but  it  aids 
greatly  in  their  differential  diagnosis.  It  also 
furnishes  direct  evidence  of  the  progress  of  the 
benign  lesions  and  of  the  degree  of  involvement 
in  cases  of  neoplasm.  Gastroscopy  reveals  gas- 
tritis and  other  changes  in  the  gastric  mucous 
membrane  not  discernible  by  other  procedures. 


THE  FUTURE  IN  THE  PRACTICE  OF  MEDICINE 


M.  C.  SMITH,  Executive  Secretary, 
Nebraska  State  Medical  Association, 
Curtis,  Nebraska. 

IN  TWO  PARTS — PART  II 


At  the  annual  meeting  of  the  Nebraska  State 
Medical  Association  in  1935  the  house  of  dele- 
gates voted  to  establish  a new  office  in  this  state 
association,  that  of  Executive  Secretary.  This 
was  done  with  the  object  of  delegating  some  full 
time  employee  the  duty  of  forming  if  possible  a 
more  solid  organization  and  endeavoring  to  cre- 
ate a means  of  coordinating  the  various  depart- 
ments of  the  Association  that  they  might  become 
more  effective  in  solving  the  problems  which  are 
facing  it  today.  I hope  to  give  you  some  infor- 
mation at  this  time  regarding  this  office  which 
might  indicate  to  you  some  of  the  activities  which 
have  been  assumed  and  which  we  hope  will  have 
a tendency  to  carry  out  the  functions  for  which 
it  was  intended. 

That  the  political  strength  of  the  medical  pro- 
fession as  a whole  has  not  had  the  respect  of 
those  in  the  political  seats  of  power  is  indicated 
by  the  fact  of  the  large  number  of  bills  which 
have  been  introduced  at  various  times  affecting 
the  practice  of  medicine.  The  medical  profession 
in  the  past  has  acted  almost  entirely  as  obstruc- 
tionists in  legislative  matters,  and  it  has  been 
only  through  strength  of  numbers  and  the  very 
effective  and  whole  hearted  work  of  a few  out- 
standing members  of  the  organization  that  there 
has  not  been  some  very  damaging  bills  passed 
and  made  into  law.  The  pressure  on  medical  bills 
has  been  increasing  during  the  past  few  sessions 
and  unless  the  organization  as  a whole  finds  some 
method  of  meeting  them  in  an  effective  manner 
the  power  is  going  to  become  so  intensified  that 
some  bills  are  eventually  going  to  get  slipped  by 
and  thus  the  practice  of  medicine  will  not  be 
pursued  on  the  same  high  plane  in  the  future 
that  it  has  enjoyed  in  the  past.  In  the  last  reg- 
ular session  of  the  legislature  there  were  some 
two  hundred  bills  which  never  saw  the  light  of 
day,  but  met  their  doom  at  the  hands  of  the  com- 
mittee. This  alone  shows  some  effective  work 
on  the  part  of  those  who  were  representing  this 
organization  but  at  the  same  time  it  shows  the 
trend  and  should  indicate  a necessity  for  some  de- 
cisive method  of  combating  a recurrence.  There 
were  some  thirty  bills  in  this  same  legislature 
which  were  brought  out,  but  again  by  some  clever 
work  on  the  part  of  these  same  individuals  com- 
bined with  loyal  support  and  work  of  individual 
members  over  the  state,  not  a single  one  of  these 


bills  were  made  into  law  with  any  ill  effect  on 
the  medical  profession. 

In  the  former  legislative  set-up  with  two 
houses  and  the  committee  it  was  much  easier  to 
obstruct  legsilation  than  it  is  going  to  be  in  the 
new  unicameral  legislature.  Formerly  there  were 
three  chances  to  kill  legislation  or  have  it  amend- 
ed, but  in  the  new  set-up  there  will  be  only  one 
chance.  If  it  gets  by  that  one  house  it  is  gone 
forever. 

With  this  in  mind  it  appears  only  logical  then 
that  we  should  be  prepared  to  meet  such  a situ- 
ation. It  appears  that  there  is  a great  deal  of 
work  to  be  done  before  the  election  of  a legisla- 
ture and  if  this  work  is  done  in  an  effective  man- 
ner the  problem  has  been  solved  to  a large  ex- 
tent. It  appears  to  be  a necessity  that  the  physi- 
cians should  band  themselves  together  to  elect 
to  the  offices  in  this  legislature  as  many  members 
as  possible  who  we  know  to  be  favorable  to  or- 
ganized medicine.  To  accomplish  this  purpose 
we  are  now  making  a detailed  survey  of  every 
candidate  as  they  are  filed  for  office.  Letters 
of  inquiry  are  sent  to  a physician  in  the  home 
territory  of  the  candidate  and  information  ob- 
tained as  to  the  exact  standing  of  the  candidate 
and  what  reaction  to  the  medical  profession  may 
be  expected  in  case  this  particular  candidate  is 
elected.  Just  before  the  primary  election  every 
doctor  in  the  state  who  is  ethical  and  a part  of 
organized  medicine  will  receive  information  as  to 
the  standing  of  all  the  candidates  in  their  re- 
spective districts.  It  is  then  the  problem  of  the 
physicians  in  each  territory  to  so  band  themselves 
together  and  to  see  to  it  that  those  candidates 
who  are  favorable  to  organized  medicine  are  the 
ones  who  are  on  the  winning  ticket. 

In  doing  this  I do  not  mean  to  infer  that  the 
doctors  of  this  state  must  become  common  but- 
ton-hole, street  politicians.  Nor  do  I think  that 
the  state  medical  association  should  become  a po- 
litical machine.  Away  back  in  1868  when  a few 
doctors  met  in  Omaha  to  form  this  organiza- 
tion we  know  that  they  did  not  intend  it  to  be  a 
political  organization.  It  was  organized  for  much 
higher  and  more  noble  purposes.  Yet  under  con- 
ditions as  we  find  them  today  it  is  necessary  as  a 
matter  of  self  preservation  of  this  great  profes- 
sion on  its  high  plane  of  practice  to  take  such 
steps  to  preserve  the  tenets  which  were  estab- 
lished and  laid  down  upon  its  organization. 
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The  political  work  which  the  individual  phy- 
sician will  do  does  not  need  to  be  obvious.  The 
medical  profession  has  the  closest  contact  with 
the  American  home  today  of  any  group  or  pro- 
fession we  have.  Perhaps  this  was  not  true  a 
few  years  ago.  It  was  probable  then  that  the 
minister,  priest  or  rabbi  was  the  closest  contact 
in  the  home,  but  I believe  that  every  man  in  the 
practice  of  medicine  today  finds  himself  con- 
fronted with  problems  of  the  home  which  have 
little  or  nothing  to  do  with  the  practice  of  medi- 
cine. The  doctor  is  called  into  the  home  to  care 
for  the  sick  because  they  have  confidence  in  your 
ability  and  knowledge.  Is  it  not  fair  to  assume 
that  they  have  equal  confidence  in  your  honesty 
and  judgment  in  matters  of  such  importance  as 
those  dealing  with  our  political  problems  today? 
The  main  thing  is  that  the  medical  profession 
should  be  united  and  by  voicing  a selection  of 
those  who  are  to  represent  us  in  our  law-making 
bodies,  can  influence  a number  of  votes  in  every 
community  in  the  state  sufficient  to  take  to  of- 
fice, men  who  we  know  will  be  favorable  to  the 
medical  profession.  It  is  only  logical  to  assume 
that  every  doctor  in  practice  can  influence  from 
150  to  200  votes,  and  if  united  it  can  easily  be 
seen  that  this  profession  can  control  any  election 
for  state  or  local  officers.  With  this  control  of 
power  we  assume  also  a solemn  obligation,  and  it 
should  never  be  thought  of  or  considered  that 
this  power  would  ever  be  used  otherwise  than  in 
the  best  interests  of  the  people  as  a whole.  And 
with  such  an  organization  working  as  effective 
as  it  is  possible  for  it  to  work  it  is  only  a ques- 
tion of  time  until  we  will  find  the  political  mind- 
ed giving  a full  amount  of  respect  and  consider- 
ation to  the  medical  profession.  Those  who 
would  tear  down  that  organization  and  high  type 
of  service  which  has  been  built  up  in  the  past  by 
this  profession  will  find  themselves  otherwise 
than  in  the  positions  they  seek,  and  will  learn  to 
respect  the  organization  which  can  accomplish 
such  a task. 

With  a set-up  of  this  kind  the  necessity  of  put- 
ting in  the  same  amount  of  time  as  in  the  past  in 
obstructing  legislation  can  be  used  for  the  promo- 
tion of  legislation  which  will  benefit  the  practice 
of  medicine.  There  are  a great  many  things  which 
might  be  done  which  will  be  of  great  benefit  to 
the  practice  of  medicine,  not  only  to  the  physician 
but  to  the  public  as  well.  Just  as  an  example — the 
insurance  rates  on  malpractice  insurance  could  be 
definitely  lowered  by  the  passage  of  some  effec- 
tive legislation,  and  by  having  a majority  of  men 
in  the  legislature  who  we  know  are  definitely  fa- 
vorable to  organized  medicine  this  would  be  a 
comparatively  simple  matter. 


It  appears  also  that  some  education  is  neces- 
sary for  the  public  that  they  may  become  in- 
formed as  to  the  facts  regarding  the  practice  of 
medicine.  This  education  must  necessarily  take 
the  form  of  some  kind  of  publicity  for  the  medi- 
cal profession,  yet  it  must  always  be  conducted 
on  the  same  high  ethical  planes  and  standards 
which  this  profession  has  always  maintained.  For 
at  least  a part  of  this  we  turn  to  the  radio. 

At  the  present  time  there  are  weekly  programs 
going  out  on  four  different  radio  stations  which 
cover  the  eastern  and  central  part  of  the  state 
and  a fifth  station  in  the  western  part  of  the 
state  will  start  to  carry  our  programs  within  a 
short  time.  These  four  stations  which  cover  the 
eastern  and  central  part  of  the  state  are  so  spaced 
that  there  will  be  a program  from  the  Nebraska 
State  Medical  Association  on  four  different  days 
of  the  week.  These  programs  are  in  the  form 
of  health  talks,  but  at  various  times  throughout 
these  broadcasts  the  public  is  informed  as  to  the 
activities  of  the  medical  profession  and  the  nec- 
essity of  the  profession  to  the  public  health.  We 
want  to  promote  to  the  public,  if  we  can,  the 
knowledge  that  when  they  become  ill  they  need 
the  services  of  one  who  has  spent  years  in  study 
to  prepare  themselves  to  better  care  for  the  health 
of  our  people.  We  want  to  convey  to  them  the 
knowledge  that  their  county  medical  societies  are 
made  up  of  men  who  are  interested  in  their 
health  and  happiness,  rather  than  for  the  mere 
monetary  reward  which  they  will  receive  for  their 
services,  and  that  the  medical  profession  as  a 
whole  is  ever  watchful  for  new  scientific  methods 
of  better  fulfilling  that  mission. 

Another  method  of  public  education  which  we 
hope  to  employ  is  that  of  having  men  from  the 
profession  speaking  before  various  clubs,  such  as 
Rotary,  Kiwanis,  Lions,  Chamber  of  Commerce 
and  especially  before  Parent  Teacher  organiza- 
tions and  Women’s  Clubs,  since  these  are  the 
places  where  the  social  workers  have  put  in  some 
of  their  most  effective  work.  We  can  supply 
these  talks  through  this  office  from  the  American 
Medical  Association,  and  by  material  which  will 
enable  the  speakers  to  write  their  own  addresses. 
Here  again,  we  find  an  opportunity  to  give  the 
information  to  the  public  that  after  all  the  medi- 
cal doctor  is  the  one  who  is  equipped  by  educa- 
tion and  otherwise  to  look  after  the  health  of 
their  families  in  an  effective  way. 

We  have  also,  during  the  past  four  months 
supplied  a large  amount  of  material  to  physicians 
over  the  state  who  in  turn  have  passed  it  on  to 
debating  teams  who  are  debating  the  question  of 
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State  Medicine  in  our  schools.  There  was  con- 
siderable alarm  evidenced  among  the  medical  pro- 
fession when  it  was  learned  early  last  fall  that 
this  question  was  to  be  debated.  It  was  felt  that 
a debate  of  this  kind  and  discussion  of  this  kind 
was  sure  to  react  on  the  medical  profession.  How- 
ever, we  find  that  it  has  developed  into  an  excel- 
lent vehicle  for  favorable  publicity  rather  than 
unfavorable.  The  young  people  by  a complete 
study  of  the  question  and  through  the  large 
amount  of  authentic  material  which  we  have  been 
able  to  furnish  them  have  found  the  negative  side 
of  the  question  much  easier  to  debate,  and  they 
learn  of  the  results  of  this  type  of  medical  prac- 
tice in  other  countries  where  it  has  been  tried 
thoroughly  but  without  a great  deal  of  success. 
In  short  they  learn  the  things  about  the  practice 
of  state  medicine  which  we  want  them  to  learn, 
and  they  present  these  arguments  before  people 
which  we  might  not  be  able  to  reach  in  such  an 
effective  way  in  any  other  manner. 

There  are  three  distinct  medical  relationships 
which  are  a necessity  to  the  practice  of  medicine 
and  which  the  medical  profession  as  a whole 
must  devote  a great  deal  of  time  in  promoting.  I 
do  not  name  them  as  in  an  order  of  their  impor- 
tance, it  seems  to  me  that  it  would  be  extremely 
difficult  to  place  them  in  such  an  order,  since  I 
feel  that  they  are  of  equal  importance. 

The  first  of  these  medical  relationships  is  that 
of  the  physician  to  his  patient.  In  the  practice 
of  medicine  there  has  always  been  a certain  se- 
cret relationship  between  the  physician  and  his 
patient  which  is  important  to  both.  Conditions 
are  often  revealed  to  a physician  which  are 
known  by  no  other  person,  yet  it  is  essential  to 
the  physician  that  he  have  their  knowdedge  in 
order  that  he  may  give  the  best  of  service  to  his 
patient.  It  is  equally  important  that  this  infor- 
mation should  never  be  revealed  by  the  physician, 
lest  he  lose  the  confidence  of  that  patient,  not 
only  in  himself,  but  in  the  medical  profession  as 
a whole.  This  secret  relationship  is  sacred  to  the 
medical  profession  and  will  always  be  guarded 
carefully.  There  is  also  the  choice  of  physician 
which  must  always  remain  with  the  patient. 
These  two  things  are  of  utmost  importance  and 
are  the  unsurmountable  barrier  between  the  pres- 
ent type  of  medical  practice  and  that  of  state  med- 
icine. For  in  the  practice  of  state  medicine  both 
that  secret  relationship  and  the  choice  of  physi- 
cian are  removed,  with  the  ultimate  result  that 
the  patient  does  not  always  receive  the  best  possi- 
ble medical  service.  It  has  been  found  in  coun- 
tries where  State  Medicine  has  been  tried  that 
the  physician  under  government  supervision  and 


usually  under  lay  direction  does  not  and  cannot 
give  the  same  high  type  of  service  to  the  many 
patients  who  come  before  him  with  merely  a 
number  as  a guide,  than  if  he  is  serving  that  pa- 
tient as  a private  patient,  and  must  deliver  the 
best  possible  service  if  he  is  to  retain  that  regard 
which  every  practitioner  hopes  to  have  from  their 
patients. 

This  is  not  the  theory  of  the  practice  of  State 
Medicine,  but  it  is  the  manner  in  which  it  actu- 
ally works  out. 

The  second  great  medical  relationship  which 
we  wish  to  consider  is  the  relationship  of  the 
physician  to  the  public.  In  discussing  this  rela- 
tionship let  us  go  back  a few  years  to  the  time 
of  the  old-fashioned  practitioner  who  carried  his 
medical  practice  in  his  saddlebags.  He  was  more 
than  a physician  to  those  he  served.  He  was 
father  confessor  as  well  and  quite  often  knew 
the  family  secrets,  the  shortcomings  of  the  vari- 
ous members  of  the  family,  the  heartaches  and 
the  happiness  down  through  three  and  four  gen- 
erations. He  had  practically  no  economic  prob- 
lem to  consider.  He  was  mounted  on  a pedestal, 
and  as  the  family  doctor  occupied  a place  in  the 
home  which  has  never  been  equalled.  He  per- 
haps didn't  have  any  fancy  income,  but  he  did 
have  the  confidence  and  loyalty  of  his  patients. 
Perhaps  he  had  to  take  a part  of  his  pay  in  grain 
and  hay  for  his  horse  and  maybe  some  vegeta- 
bles, but  he  didn't  have  to  worry  about  his  patients 
walking  out  on  him  and  consulting  some  cultists, 
and  they  were  more  likely  to  see  that  he  was  paid 
in  some  small  way  or  other.  He  didn’t  have  any 
problems  of  social  workers  to  face  and  fight,  be- 
cause they  were  endeavoring  to  establish  them- 
selves in  a profession  of  their  own,  even  if  it  be 
at  the  sacrifice  of  some  medical  traditions.  Per- 
haps we  may  never  again  reach  that  same  stage 
of  relationship  with  the  public  which  the  old- 
fashioned  country  doctor  had.  We  have  new 
types  of  problems  to  meet,  but  for  the  benefit  of 
the  public  themselves  the  medical  profession  must 
always  retain  that  close  and  sacred  relationship 
with  their  patients  without  a third  party  or  or- 
ganization coming  in.  The  public  still  has  faith 
in  their  doctors.  They  want  a close  relationship 
with  those  who  hold  in  their  hands  the  physical 
and  mental  well  being  of  a nation.  They  may 
have  been  led  slightly  astray  in  their  methods  of 
thinking,  by  organizations  and  individuals  who 
have  a selfish  purpose  in  view,  and  that  but  adds 
to  the  responsibility  of  the  medical  profession  to 
see  that  their  patients,  that  the  public  as  a whole, 
are  permitted  to  retain  those  things  in  the  prac- 
tice of  medicine  and  the  art  of  healing  in  their 


Volume  21 
Number  6 


FUTURE  IN  PRACTICE  OF  MEDICINE:  SMITH 


215 


homes,  which  will  give  them  the  greater  service 
and  the  most  benefit. 

The  third  great  medical  relationship  is  of  out- 
standing importance  because  it  is  a union  between 
the  other  two,  yet  stands  out  alone.  That  is  the 
relationship  of  one  physician  to  another.  The 
doctor  is  an  individualist  by  virtue  of  his  train- 
ing. He  meets  and  solves  practically  all  of  his 
problems  alone.  Except  in  cases  of  consultation, 
his  is  the  entire  responsibility  of  the  case  which 
is  placed  into  his  hands.  By  virtue  of  this  edu- 
cat’on  and  training  and  work  the  physician  is 
perhaps  not  as  amenable  to  organization  as  some 
other  professions  or  business  organizations  might 
be.  We  find  that  this  gives  rise  to  a great  deal 
of  professional  jealousy,  and  this  may  lead  to 
many  complications.  One  of  these  might  be  the 
origin  and  frequency  of  malpractice  suits.  I 
heard  it  said  only  a short  time  ago  that  a dissatis- 
fied or  indigent  patient  plus  a shyster  lawyer 
plus  a second  doctor  equalled  a malpractice  suit. 
And  it  is  apparently  true  that  these  things  are 
always  present  and  always  true  in  almost  every 
malpractice  suit  ever  filed.  In  every  instance  it 
is  necessary  that  these  three  be  present,  and  with- 
out one  of  them  there  would  be  no  suit.  It  may 
be  true  that  often  a physician  is  justified  in  the 
promotion  of  a suit  of  this  kind  against  another 
physician,  yet  too  many  times  there  is  absolutely 
nothing  gained  for  the  doctor  or  for  the  medical 
profession  as  a whole.  Let  a series  of  malpractice 
suits  break  out  in  a community  and  you  will 
usually  find  two  doctors  or  more  who  are  fight- 
ing among  themselves.  What  happens  to  the 
practice  of  medicine  in  that  community?  You 
will  usually  find  that  the  public  as  a whole  loses 
confidence  in  the  entire  medical  profession  and 
that  community  becomes  a harvest  field  for  the 
cultists  and  those  healers  of  various  kinds  and 
faith  who  must  live  by  the  wits  of  their  trade 
and  ply  the  psychology  of  their  trade  on  a super- 
stitious public.  Who  has  gained  by  a condition 
of  this  kind?  Surely  we  can’t  say  that  it  is  the 
medical  profession.  After  all  there  is  not  a great 
deal  of  difference  in  the  fundamental  medical 
knowledge  of  any  man  who  is  permitted  to  have 
the  initials  M.  D.  with  his  name.  There  is  going 
to  be  about  so  much  medical  practice  and  work 
to  do,  and  every  man  who  is  in  the  practice  of 
medicine  is  liable  to  errors  in  judgment — So 
what  is  the  answer?  I leave  this  to  you  to  an- 
swer honestly  to  yourself. 

These  three  medical  relationships  together 
with  the  medical  knowledge  necessary  for  the 
practice  of  medicine  contain  just  about  every- 
thing there  is  to  such  a profession.  To  maintain 


them  on  a high  plane  is  to  likewise  maintain  the 
practice  of  medicine  on  an  equally  high  plane. 
If  we  can  properly  retain  the  correct  relationships 
between  the  members  of  the  profession  and  with 
the  patients  as  individuals  and  with  the  public  as 
a whole,  we  have  solved  a great  many  problems 
which  the  medical  profession  is  facing  and  has 
been  facing  for  a long  time. 

In  drawing  our  conclusions  then  of  some  of 
the  important  problems  which  are  facing  the  med- 
ical profession  today  we  find  that  our  greatest 
fears  may  be  based  on  the  reactions  of  the  po- 
litical control  which  is  apparently  being  built  up 
to  a great  extent  by  an  organized  army  of  work- 
ers who  are  interested  in  perpetuating  them- 
selves in  lucrative  positions  and  who  are  perhaps 
maintained  to  a large  extent  in  this  position  by 
the  politicians  who  find  in  such  a set-up  an  ex- 
cellent vote-getting  machine,  for  immediately  up- 
on the  establishment  of  a pure  socialized  practice 
of  medicine  every  county  in  every  state  in  the 
United  States  will  have  the  medical  care  as  well 
as  the  well  being  of  each  individual  “dependent” 
under  the  control  of  a worker  who  is  responsible 
to  political  patronage  for  that  position  and  we 
will  find  them  changing  periodically  with  each 
type  of  party  politics.  To  hold  these  positions 
they  are  going  to  do  all  in  their  power  to  keep 
the  party  in  power  who  placed  them  in  that  po- 
sition, and  there  is  an  ideal  set-up  for  the  build- 
ing of  an  almost  unbeatable  political  machine 
over  the  length  and  breadth  of  the  country. 

In  order  to  protect  their  own  interests  as  well 
as  the  interests  of  the  public,  the  medical  profes- 
sion must  be  solidly  organized  to  defend  those 
things  for  which  this  organization  has  fought 
since  the  birth  of  organized  medicine.  It  is  not 
a question  of  whether  or  not  those  institutions 
are  toppling.  It  is  a fact  that  the  peril  is  here 
before  us  and  must  be  met.  It  is  a herculean  task 
and  can  not  possibly  be  solved  by  any  single  in- 
dividual. The  things  which  might  be  accom- 
plished by  the  establishment  of  the  office  of  Ex- 
ecutive Secretary  in  the  Nebraska  State  Medical 
Association  cannot  be  accomplished  single  handed 
by  any  individual  who  holds  that  office.  The 
individual  in  that  office  must  have  the  confidence 
and  complete  cooperation  of  the  entire  medical 
profession  if  his  labors  are  to  bear  fruit.  Even 
as  important  as  it  really  is,  the  payment  of  dues 
in  the  medical  society  does  not  complete  the  obli- 
gation of  the  individual  physician.  This  is  going 
only  a part  of  the  way.  There  is  a great  amount 
of  work  which  every  individual  can  and  must  do 
if  we  are  to  reach  success.  Each  individual  who 
does  not  closely  ally  himself  with  his  professional 
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organization  creates  a weak  link  in  a chain  which 
must  have  strength  to  eventually  win  those  objec- 
tives which  we  hope  to  reach. 

What  is  to  be  the  future  in  the  practice  of 
medicine?  That  is  a matter  which  I am  person- 
ally convinced  is  entirely  up  to  the  medical  pro- 
fession itself.  There  are  problems  of  medical 
care  to  be  solved.  Of  that  there  is  no  question. 
And  unless  the  medical  profession  meets  and 
soh  es  these  problems  themselves,  they  are  going 
to  be  solved  by  someone  else.  Unless  they  are 
solved  by  the  medical  profession  itself  in  a way 
which  is  satisfactory  to  themselves  and  to  the 


public  alike,  then  this  profession  is  going  to 
spend  years  fighting  an  organization  and  set-up 
which  we  know  right  now  is  not  to  the  best  in- 
terests of  the  patient  nor  to  the  doctor.  The 
time  to  sit  idly  by  and  wonder  what  will  happen 
next  is  past.  The  time  is  here  when  we  must 
have  an  organized  effort.  The  problem  is  an 
individual  one,  and  it  is  up  to  the  individual  to 
assume  his  proper  sphere  that  the  Nebraska  State 
Medical  Association  as  a whole  may  move  for- 
ward on  a solid  front  and  that  those  of  you  who 
are  now  pursuing  this  time  honored  profession 
may  hand  to  those  who  are  coming  behind  you  a 
torch  which  has  heretofore  always  been  held  high. 


CLASSIFICATION  AND  NON-SURGICAL  TREATMENT 
OF  CATARACT 

From  the  Ophthalmologieal  Department  of  St.  Elizabeth  Hospital, 

D.  D.  SANDERSON,  M.  D.. 

Lincoln,  Nebraska. 


There  are  a number  of  classifications  of  cata- 
ract, each  pointing  out  some  study  as  to  the  many 
various  developments.  For  clarity  it  is  probable 
I should  recall  the  most  useful  of  these  to  your 


Location  of  opacity  in  different  forms  of  cataract. 

A,  Complete  capsulo-lenticular  cataract.  B.  Anterior  polar 
cataract.  C,  Posterior  polar  cataract.  D,  Cortical  cataract. 
E,  Nuclear  cataract.  F,  G,  H.  Various  forms  of  lamellar  cat- 
aract. I,  Axial  cataract.  L,  Traumatic  rupture  of  lens-capsule 
with  swelling  of  lens-substance. 

(From  Ball's  Opthalmology). 


attention  in  that  way  outlining  the  study  of  the 
opaque  lens. 


The  first  is  hard  or  a lens  that  is  firm  of  structure. 
The  second  is  soft  or  one  that  is  exceedingly  flex- 
ible. 

The  third  is  fluid  or  one  of  aqueous  consistency. 


A second  classification  oftentimes  referred  to 
is : 


One  in  which  the  lens  substance  may  be  of  any  of 
the  consistencies  of  the  former  classification. 
Congenital  or  one  present  at  birth. 

Juvenile  or  one  developing  in  children. 

Climacteric  or  one  developing  about  the  4th  decade. 
Senile  or  one  developing  after  the  6th  decade. 

To  this  classification  should  be  added  Trauma- 


tic which  may  result  from  any  injury  whether 
direct  or  indirect  in  which  the  capsule  or  the  lens 
substance  is  injured.  This  may  be  from  a pene- 
trating  wound  or  blow  that  may  injure  the  cap- 
sule, or  only  bruise  the  lens  substance.  Or  by 
excessive  light  or  irritating  light  rays  as  those 
emitted  from  the  x-ray.  It  is  possible  to  include 
in  this  classification  those  that  are  the  result  of 
medicinal  irritations.  However,  it  appears  more 
logical  to  include  these  in  a separate  classifica- 
tion of  their  own. 

Another  classification  in  which  all  forms  of 
cataract  should  be  placed  and  the  most  interest- 
ing one  for  purpose  of  study  is  symptomatic  or 
the  once  caused  by  disease  as  in  diabetes,  nephri- 
tis or  any  bodily  infirmity.  It  is  in  the  last  classi- 
fication that  all  forms  of  cataract  belong.  For  a 
normally  functioning  body,  one  in  which  all  ele- 
ments are  present  in  their  normal  proportions 
would  properl)r  care  for  all  abnormalities  and  no 
cataract  would  develop  except  possibly  as  a re- 
sult of  trauma  or  injury.  However,  even  follow- 
ing lens  injury  proper  healing  should  be  quickly 
accomplished. 

All  the  former  classifications  may  again  be 
classified  according  to  their  development. 

The  practical  study  of  this  last  classification 
is  of  interest  because  of  its  presenting  the  inter- 
ference with  the  vision  and  its  direct  effect  so 
far  as  the  comfort  of  the  patient  is  concerned. 
Anterior  and  posterior  polar  cataracts  usually 
develop  near  the  central  field  of  vision  as  do  all 
axial  and  nuclear  ; the  two  former  being  primarily 
near  the  lens  capsule,  the  latter  near  the  center 
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of  the  lens  substance.  Either  of  these  will  espe- 
cially cause  disturbance  of  vision  when  the  pupil 
is  small  as  in  the  presence  of  any  bright  light 
or  contracted  by  the  administration  of  myotics. 

The  vision  is  likewise  greatly  improved  by  the 
administration  of  mydriatics  or  operation  as 
iridectomy  in  which  the  pupilary  area  is  properly 
enlarged.  This  is  especially  more  probable  in 
those  who  are  hyperopic.  While  those  who  are 
myopic,  especially  those  of  a high  refractive  error 
will  more  often  have  lamellar  or  zonular  opaci- 
ties and  will  not  notice  their  difficulty  nearly  so 
early  in  its  development. 

It  is  not  uncommon  for  those  who  are  highly 
myopic  to  have  normal  vision  with  their  proper 
glasses  and  also  a very  well  developed  lamellar 
cataract.  This  same  marginal  development  may 
change  the  formation  of  a convex  lens  to  a con- 
cave lens  thereby  changing  a hyperopic  eye  to  a 
myopic  one  with  retention  of  normal  vision  so 
long  as  the  central  field  of  vision  is  clear  and 
proper  glasses  are  used.  Minutely  divided 
opacity  of  the  lens  may  be  described  as  punctate, 
which  merely  means  that  the  opaque  particles 
are  small  and  finely  divided  instead  of  being  of  a 
larger  crystaline  formation. 

The  medical  treatment  of  opaque  lens  forma- 
tion is  a field  of  specialized  medicine  that  is  very 
difficult  to  observe.  The  principal  difficulty  is 
to  obtain  proper  cooperation  of  the  patient  over 
a long  period  of  time.  The  susceptability  of  the 
average  person  to  accept  free  advice  from  any  one 
who  may  give  it  is  probably  the  greatest  difficulty 
of  all.  It  is  necessary  to  keep  the  patient  report- 
ing at  reasonable  periods  of  time  and  have  com- 
plete cooperation  as  to  the  regularity  of  time  as 
well  as  the  amount  of  medicine  used. 

The  cost  of  the  medicine  is  no  small  considera- 
tion. It  is  oftentimes  necessary  to  pay  for  medi- 
cine that  only  has  a prospect  of  accomplishing  the 
desired  result.  Therefore,  there  may  be  some 
hesitation  on  the  part  of  those  who  are  either 
pessimistic,  economical,  poorly  advised  or  unable 
financially  to  make  the  necessary  expenditure. 

My  first  experiment  was  begun  in  1920.  An 
elderly  lady,  who  had  for  many  years  been  a 
victim  of  inflammatory  rheumatism,  now  had  a 
rapidly  developing  cataract  in  each  eye.  Because 
of  her  infirmities  she  could  only  be  considered,  at 
best,  a very  poor  operative  risk  if  the  cataract 
was  mature.  But  to  watch  an  unfortunate  victim 
of  so  uncomfortable  a condition  gradually  go 
blind  was  enough  to  at  least  encourage  an  at- 
tempt. An  alkaline  iodine  eye  wash  was  used 
locally,  also  large  doses  of  iodine  internally.  She 


was  observed  at  regular  intervals  until  she  died 
five  years  later.  The  cataract  had  not  developed 
any  in  either  eye  during  this  time. 

For  some  years  this  same  treatment  was  used 
as  a routine  in  all  patients  developing  opaque  lens. 
During  this  time  after  studying  the  various  types 
of  cataract  formations,  I was  unable  to  deter- 
mine if  the  improvement  was  the  result  of  the 
local  application  or  the  general  physical  benefit 
derived  from  the  internal  medication.  The  appln 
cation  to  the  eyes  alone  gave  more  satisfactory 
results  than  the  administration  only  of  the  inter- 
nal medication.  However,  it  appeared  necessary 
to  use  both  to  obtain  reasonable  results.  The  ap- 
parent benefit  derived  from  the  internal  medica- 
tion encouraged  by  the  observation  of  the  three 
principal  periods  of  cataract  development ; name- 
ly juvinile,  climacteric  and  senile  encouraged  the 
conclusion  that  at  least  a major  portion  of  the 
cause  was  apparently  the  result  of  some  deficiency 
of  the  internal  secreting  glands. 

Therefore.  I changed  from  the  former  iodine 
medication  to  the  giving  of  extract  of  internal 
secreting  glands.  Only  the  mixed  gland  extract 
was  given  because  it  has  always  appeared  to  me 
as  if  the  various  glands  of  the  system  were  very 
closely  related  and  each  relied  upon  the  others. 
These  results  were  approximately  the  same  as 
previously  observed  with  the  combination  iodine 
treatment.  But  the  percentage  of  success  or 
benefit  derived  from  the  administration  of  mixed 
gland  extract  was  materially  increased  by  the  ad- 
dition of  iodine  application  to  the  eyes. 

These  experiments,  after  observing  the  various 
results  over  this  extended  period  of  time,  has 
netted  a slight  benefit  of  over  fifty  percent,  in 
patients  that  did  not  need  the  assistance  of  an 
operation. 

My  next  experiment  was  with  the  administra- 
tion hypodermatically  of  lens  substance  in  which 
1 cc  of  lens  extract  represented  two  grams  of  lens 
substance.  This  was  given  in  5 cc  doses  every 
seventh  day  for  approximately  two  months,  then 
every  fourteenth  day.  The  administration  of  a 
hypodermic  of  this  size  to  any  person  at  so  regu- 
lar intervals  really  tests  the  courage  of  any  patient 
especially  those  who  are  not  exceedingly  encour- 
aged. However,  after  ten  years  of  observation, 
following  a six  months  course  of  treatment,  I can 
report  a 50%  success.  I am  quite  convinced 
this  would  be  one  of  the  more  successful  modes 
of  treatment  if  it  could  be  made  more  pleasant  for 
the  patient.  I have  never  reached  any  conclusion 
as  to  the  causes  of,  or  any  explanation  for,  the 
benefits  derived  from  the  administration  of  lens 
substance.  I have  been  unable  to  explain  it  any 
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way  except  as  a foreign  protein.  As  a result  of 
this  observation  I have  been  encouraged  to  ex- 
periment with  other  foreign  proteins.  I expect 
to  report  my  observation  with  these  at  some 
future  time. 

About  the  time  I began  the  study  of  various 
medical  treatments  to  inhibit  cataract  develop- 
ment I also  began  the  study  of  food  susceptabil- 
ity.  It  appeared  as  if  many  of  our  various  abnor- 
mal eye  conditions  were  the  result  of  some  food 
toxicity.  Some  of  these,  in  which  the  eyes  had 
shown  a varying  amount  of  inflamation  over  a 
considerable  period  of  time,  also  showed  a vary- 
ing amount  of  lens  change.  After  reviewing  the 
various  foods  used  to  make  up  the  diet  of  the 
first  patient  observed  in  this  study,  milk  was 
eliminated  and  to  our  surprise  the  entire  inflam- 
matory condition  including  the  opacities  of  each 
lens  cleared  up.  Now  ten  years  later  the  patient 
has  normal  vision  and  no  lens  opacities.  Since 
then  I have  seen  opacities  cleared  by  the  removal 
of  dairy  products,  eggs,  wheat  and  raw  fruits 
from  the  diet  and  by  the  discontinuance  of  the 
use  of  the  various  cosmetics  from  the  face  and 
the  use  of  tobacco. 

From  this  observation  it  appears  as  if  some 
substances  are  so  toxic  to  some  individuals  as  to 
completely  unbalance  their  normal  systemic  acti- 
vity. It  appears  as  if  it  is  as  possible  to  cause 
an  opaque  lens  from  any  foreign  substance  ab- 
sorbed or  taken  into  the  body,  whether  it  is  in  the 
form  of  food  or  not,  as  it  is  for  it  to  be  the  cause 
of  any  other  abnormal  condition.  As  foods  are 
the  cause  of  most  of  the  general  toxicities  they 
also  appear  to  cause  a portion  of  eye  complica- 
tions. 

Allow  me  to  call  your  attention  to  the  unrelia- 
bility of  any  form  of  skin  tests.  My  personal 
experience  is  that  this  is  one  of  the  real  tests  of 
the  practice  of  medicine,  and  it  must  usually  be 
worked  out  practically  and  not  in  a laboratory. 

There  have  been  some  favorable  reports  by  ob- 
servers who  have  apparently  received  benefit  by 
causing  local  active  irritation  by  other  medica- 
tions. One  of  these  is  the  subconjunctival  injec- 
tion of  cyanid  of  mercury  in  approximately  1 to 
5000  solution.  The  odd  claim  by  the  advocates 
of  the  method  is  that  the  injections  are  supposed 
to  be  more  concentrated  for  children  and  grad- 
ually decreased  to  approximately  a 1 to  10,000 
solution  for  elderly  persons. 

Yellow  oxide  of  mercury  ointment  of  a 25  to 
50%  strength  massaged  into  the  cul-de-sac  has 
also  been  tried.  The  beneficial  result  of  both 
of  these  is  based  on  the  theory  of  mercury  irrita- 


tion causing  local  hyperemia.  The  production  of 
localized  hyperemia  is  also  the  cause  of  the  bene- 
ficial results  claimed  for  dionine  in  varying 
strength  of  solution  even  to  the  use  of  crystals. 
Also  advocates  of  succus  cinereria  maritima  have 
reported  a varying  amount  of  most  enthusiastic 
benefits.  My  own  experience  with  these  prep- 
arations in  varying  strengths,  and  on  more  than 
fifty  patients  each,  has  not  been  at  all  favorable. 

Another  mode  of  producing  active  localized 
hyperemia,  that  should  properly  be  considered 
here,  is  by  the  use  of  the  syntonizer,  an  instru- 
ment in  which  the  change  of  mechanical  objects 
and  lights  causes  an  active  change  in  the  ciliary 
muscle  contractions  by  quickly  changing  the 
focal  point,  thereby,  stimulating  the  ciliary  cir- 
culation and  lens  hyperemia.  This  mode  of  treat- 
ment is  as  yet  in  the  experimental  stage.  Some 
benefits  have  been  reported  from  its  use.  Those 
who  have  observed  its  use  most  report  approxi- 
mately 50%  of  the  patients  benefited.  It  has 
been  my  good  fortune  to  see  patients  who  have 
apparently  derived  benefit  from  its  use. 

The  discovery  of  vitamines  and  the  effect  of 
their  absence  upon  the  various  tissues  at  once  in- 
dicated the  possibility  of  benefit  being  derived 
from  their  administration  either  as  food  or  drugs. 
Experimental  laboratories  have  reported  a great 
variety  of  results : It  is  true  certain  diseases  as 
kerato  malacia,  rickets,  scurvy  and  others  appear 
to  be  fairly  definitely  established  to  be  the  results 
of  the  absence  of  certain  vitamines.  Therefore, 
inasmuch  as  the  absence  of  vitamines  appears 
to  result  in  the  diseases  of  deficiency  it  appeared 
proper  for  all  practical  purposes  to  not  limit  the 
treatment  to  any  one  vitamine,  but  to  use  as  near- 
ly all  of  them  as  possible. 

Most  enthusiastic  reports  have  been  published 
on  the  benefit  of  administering  concentrated  vita- 
mine  C.  The  reports  are  interesting  and  worth 
careful  consideration.  My  experience  with  vita- 
mine  C exclusively  has  not  been  so  encouraging. 
One  patient  developed  albuminuria  that  gradually 
subsided  with  its  discontinuance ; another  did  not 
appear  to  receive  any  benefit.  Benefits  have  like- 
wise been  reported  from  vitamine  A,  B,  and  D 
used  separately.  These  experiments  are  certain- 
ly proper  to  conduct  on  animals  in  laboratories 
but  considering  that  each  vitamine  has  its  place 
in  developing  a normal  body  especially  consider- 
ing their  beneficial  results  in  developing  and  re- 
turning to  normal  the  various  internal  secreting 
glands  it  certainly  appears  better  to  give  a reason- 
able dose  of  all  of  them  and  the  results  encourage 
this  continued  practice. 

Reviewing  the  benefits  derived  from  all  modes 
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of  medical  treatment  to  inhibit  cataract  develop- 
ment, it  appears  to  present  the  same  general  con- 
clusion : 

That  a cataract  is  a result  of  general  deficiency 


especially  that  of  the  various  internal  secreting 
glands  and  any  mode  of  treatment  that  assists  the 
return  to  normal  of  the  various  body  functions 
also  inhibits  cataract  development. 


THE  DIAGNOSIS  AND  TREATMENT  OF  ANEMIA 
VI.  APLASTIC  ANEMIA 

JOHN  C.  SHARPE,  M.  D., 

From  the  Department  of  Internal  Medicine,  University  Hospital, 
University  of  Nebraska,  College  of  Medicine, 

Omaha,  Nebraska. 


Because  of  a progressive  and  frequently  fatal 
course,  aplastic  anemia  is  the  most  discouraging 
group  of  anemias  that  we  are  forced  to  combat. 
Fortunately,  they  are  quite  rare.  Since  Ehrlich’s 
classical  description  of  the  first  reported  case  48 
years  ago,  what  little  advancement  made  has  been 
along  etiological  and  diagnostic  lines.  Though 
still  retaining  definite  place,  the  idiopathic,  or 
truely  primary,  group  of  aplastic  anemias  are 
becoming  smaller.  Secondary  aplastic  anemia 
has  now  been  attributed  to  arsenic,  arsphenamine, 
benzol,  roentgen  rays,  and  radio-active  sub- 
stances. It  has  been  reported  associated  with 
overwhelming  infections,  lead  and  gas  poison- 
ings, and  in  the  terminal  stages  of  other  severe 
anemias(1). 

Though  the  histogenesis  of  mature  blood  cells 
is  not  completely  known,  it  is  generally  accepted 
that  bone  marrow  function  is  directly  responsible 
for  the  polymorphonuclear  leucocyte,  the  erythro- 
cyte, and  the  platelet(2).  Varying  degrees  of 
bone  marrow  insufficiency  may  result  in  the 
clinical  picture  of  (1)  aplastic  anemia,  (2)  throm- 
bocytopenic purpura  hemorrhagica,  and  (3) 
agranulocytic  angina.  In  this  discussion,  we  are 
only  concerned  with  the  later  two  blood  dyscras- 
ias  in  considering  the  differential  diagnosis  of 
aplastic  anemia(3). 

A young  adult  giving  the  history  of  unex- 
plained, progressive  weakness  and  pallor  of  sev- 
eral weeks  duration,  who,  with  the  exception  of 
a few  petecheal  spots  in  the  skin,  presents  a neg- 
ative physical  examination,  and  whose  blood  anal- 
ysis shows  a marked  anemia  with  a complete  ab- 
sence of  young,  regenerative  cells,  aplastic 
anemia  would  readily  be  recognized.  To  com- 
plete the  final  diagnosis,  a postmortem  exam- 
ination would  disclose  an  atrophic,  fatty  bone 
marrow.  Recently,  however,  Thompson  et  al(4) 
has  questioned  the  absolute  requirements  of  this 
clinical-pathological  picture  and  points  out  that 
the  bone  marrow  may  not  necessarily  be  complete- 
ly aplastic,  but  hypoplastic ; and  further,  that  ex- 
amination of  the  peripheral  blood  may  show  def- 


inite attempts  of  regeneration.  This  group,  which 
he  terms  hypocythemia,  is  just  as  fatal,  and  per- 
haps are  much  more  common  than  the  true,  clas- 
sical aplastic  type  of  anemia. 

The  symptoms  of  aplastic  anemia  are  known 
for  their  insidious  onset.  It  is  characteristically 
a disease  of  young  adults,  although  the  very 
young  and  aged  are  not  exempt.  There  is  no 
distinct  preponderance  of  either  sex.  Progres- 
sive weakness,  anorexia,  waxy  pallor,  dyspnoea 
and  palpitation  are  the  usual  initial  symptoms. 
Late  manifestations  of  importance  are  the  hem- 
orrhagic phenomena  which  may  vary  from  a few 
petechial  spots  in  the  skin  to  copious  bleeding 
from  the  mouth,  nose  or  gastro-intestinal  tract (5). 
A low  grade  fever  is  commonly  present,  rising 
with  the  usual  terminal  gangrenous  stomatitis. 
The  spleen  is  not  enlarged.  Glossitis  and  cord 
changes  are  absent,  and  there  is  usually  free  acid 
in  the  gastric  content. 

The  blood  changes  are  striking.  The  produc- 
tion of  anemia  in  this  group  is  the  result  of  ab- 
sent or  diminished  blood  regeneration,  and  not 
due  to  blood  destruction  or  blood  loss(6).  There 
is  a marked  reduction  of  the  number  of  erythro- 
cytes and  the  amount  of  hemoglobin.  The  aver- 
age count  of  the  first  examination  has  been  found 
to  be  20-30%  hemoglobin,  and  a million  and  a 
half  erythrocytes.  The  red  cells  are  usually 
spoken  of  as  normal  in  size,  but  from  isolated 
case  reports  and  three  cases  that  we  have  recently 
studied,  a well  marked  macrocytosis  and  hyper- 
chromia have  been  present.  Though  an  occasion- 
al reticulocyte  may  be  found,  they  are  usually 
absent.  Because  of  the  general  bone  marrow  ex- 
haustion, there  is  a characteristic  leucopenia 
with  a relative  lymphocytosis,  chiefly  of  the  small 
cell  type.  In  addition,  the  platelets  are  usually 
greatly  reduced  in  number.  Both  the  bleeding 
and  clotting  time  may  be  abnormally  increased, 
and  the  clot  is  non-retractile.  A study  of  the 
stained  blood  smear  may  disclose  a conspicuous 
absence  of  nucleated  red  cells,  stippling,  and  poly- 
chromatophilia. 


220 


DIAGNOSIS  AND  TREATMENT  OF  ANEMIA:  SHARPE 


Nebr.  S.  M.  Jour. 
June,  1936 


That  examination  of  the  peripheral  blood  may 
be  no  index  as  to  the  morphological  appearance 
of  the  bone  marrow,  has  been  shown  in  aplastic 
and  hypoplastic  anemia,  pernicious  anemia,  hypo- 
chromic, microcytic  anemia  and  aleukemic  leu- 
koses(7).  The  importance  of  making  a definite, 
pre-mortem  diagnosis  of  aplastic  anemia  is  evi- 
dent. Recently,  a simple  method  of  obtaining 
bone  marrow  by  means  of  a sternal  puncture  has 
been  recommended  and  should  prove  of  practical 
importance(7)(8).  In  addition  to  purpura  hemor- 
rhagica and  agranulocytic  angina,  the  differen- 
tial diagnosis  should  include  pernicious  anemia 
and  aleukemic  leukemia(9).  Anemia  is  not  a pre- 
dominate feature  of  either  the  first  two  condi- 
tions, an  important  diagnostic  point.  In  throm- 
bocytopenic purpura,  the  hemorrhagic  features 
are  more  marked  and  the  leucopenia  is  not  as 
characteristic.  In  agranulocytic  angina,  the  sto- 
matitis, the  complete,  or  almost  complete,  absence 
of  granulocytes  in  the  blood,  and  the  absent  hem- 
orrhagic features  serve  to  help  differentiate  this 
condition.  Pernicious  anemia  with  its  character- 
istic gastro-intestinal  symptoms,  paresthesias, 
glossitis  and  achlorhydria  should  be  easily  ruled 
out.  Even  in  the  presence  of  a normal  or  slight- 
ly reduced  number  of  leucocytes,  a careful  dif- 
ferential examination  of  the  blood  smear,  plus  the 
presence  of  a generalized  lymphadenopathy  and 
splenomegaly  should  help  to  differentiate  an 
aleukemic  syndrome. 

Unless  the  cause  is  suspected  and  removed  ear- 
ly in  the  course,  the  disease  is  usually  progres- 
sively fatal,  six  to  eight  months  being  the  aver- 
age length  of  life  following  the  onset  of  symp- 
toms. Until  the  cause  of  the  mysterious  patho- 
genesis is  determined,  it  is  likely  that  nothing 
new  can  be  added  to  the  treatment  of  aplastic 
anemia.  Removal  of  the  cause,  if  possible,  and 
small,  repeated  transfusions  offer  the  only  course. 
A recent  fatal  case  at  the  University  Hospital 
received  sixteen  transfusions  in  as  many  weeks, 
but  without  effect.  Several  cases  in  the  literature 
have  received  over  a hundred  transfusions  with 
only  temporary  benefit.  Arsenicals,  as  a bone 
marrow  stimulant,  are  definitely  contraindicated. 
Splenectomy  is  valueless.  Liver  extract  or  iron 
are  almost  always  given  in  desperation,  but  is 
without  beneficial  effect.  There  is  a great  need 
for  additional  knowledge  in  this  group  of  anemias 
before  any  degree  of  optimism  can  be  justified. 

SUMMARY 

1.  The  usual  progressively  fatal  course  of 
aplastic  anemia  has  been  altered  but  little  in  re- 
cent years. 


2.  Though  several  causes  of  aplastic  anemia 
have  been  found,  there  still  remains  a large  group 
of  idiopathic  cases. 

3.  A sternal  biopsy  for  the  study  of  the  bone 
marrow  is  proving  of  value  in  making  a definite 
diagnosis,  though  it  must  be  realized  that  the 
marrow  is  not  always  “aplastic”  in  this  group 
of  cases. 
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MEDULLARY  CARCINOMA  OF  THE 
BREAST 

CLINICO-PATHOLOGICAL  CASE  REPORT— VII 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

Mrs.  I.  B.,  age  67,  was  admitted  to  the  hospital  Jan- 
uary 8,  1934,  complaining  of  swelling  in  the  left  arm 
and  hand.  She  was  perfectly  well  until  about  one  year 
before  admission  at  which  time  she  discovered  a 
lump  in  her  left  breast.  This  was  removed  and 
found  to  be  carcinoma  following  which  radical  ampu- 
tation was  done.  Following  this  she  got  along  very 
well  until  a few  months  before  admission  when 
she  noticed  swelling  of  the  left  hand.  This  gradually 
became  painful  and  was  associated  with  clonic  con- 
tractions and  some  mental  confusion.  The  swelling 
gradually  involved  the  entire  arm,  and  was  associated 
with  loss  of  sensation.  The  patient  was  placed  under 
deep  x-ray  therapy  but  gradually  developed  a paraly- 
sis of  the  left  upper  and  lower  extremities  associated 
with  increasing  mental  confusion.  She  finally  lapsed 
into  coma  and  death  occurred  June  3,  1934. 

The  autopsy  which  was  done  the  day  of  death 
showed  a large  mass  of  carcinomatous  lymph  nodes 
occupying  the  left  lung  hilus.  There  was  also  an 
area  of  metastasis  in  the  left  adrenal  and  a rather 
large  area  of  metastatic  tumor  tissue  located  in  the 
right  parietal  lobe  of  the  brain  just  posterior  to  the 
upper  portion  of  the  fissure  of  Rolondo.  This  mass 
measured  5x3  cm.  in  diameter.  The  associated  path- 
ology may  be  summarized  as  follows:  Passive  con- 
gestion of  the  liver;  left  pyelo-nephritis;  jaundice; 
coronary  sclerosis;  and  ventral  hernia.  Sections  of 
the  tumor  tissue  both  in  the  brain  and  in  the  medi- 
astinal lymph  nodes  showed  a medullary  carcinoma 
which  was  rather  undifferentiated  in  character. 

Doctor : “Are  you  bothered  with  things  danc- 
ing before  your  eyes?” 

Tired  Business  Man  (ardent  musical  comedy 
first  nighter)  : “No.  in  fact,  I rather  like  it.” 


LEGISLATIVE  PROCEEDINGS,  ANNUAL  MEETING, 
NEBRASKA  STATE  MEDICAL  ASSOCIATION,  1936 


FIRST  SESSION— HOUSE  OF  DELEGATES 

The  first  session  of  the  House  of  Delegates  was  held 
at  the  Hotel  Cornhusker  in  Lincoln,  April  7,  1936,  at 
12:30  p.  m.  The  meeting  was  called  to  order  by  Presi- 
dent Claude  Selby. 

The  minutes  of  the  1935  meeting  were  called  for. 

The  motion  was  made  that  inasmuch  as  the  minutes 
of  the  1935  meeting  were  published  in  the  Journal 
that  the  reading  of  these  minutes  be  dispensed  with 
and  that  they  be  adopted  as  published. 

Dr.  A.  P.  Fitzsimmons  of  Tecumseh  raised  the  point 
that  the  By-Law  which  raised  the  dues  $5.00  was  im- 
properly passed.  He  claimed  that  there  was  not  a 
constitutional  majority  present  at  the  time  the 
amendment  was  passed,  as  the  records  show  that 
there  were  78  in  attendance  during  the  entire  session 
and  there  were  only  35  in  the  room  when  the  count 
was  taken. 

The  motion  that  the  minutes  of  the  1935  meeting 
be  adopted  as  published  was  seconded  and  carried. 
One  negative  vote. 

The  roll  call  by  Secretary  Adarns  showed  52  mem- 
bers present. 

A motion  was  made  that  inasmuch  as  Dr.  Charles 
D.  Eby  was  not  present  as  delegate  from  Colfax 
county,  that  Dr.  W.  J.  Kavan  of  Clarkson  be  seated 
as  delegate  for  Colfax  county,  and  that  Dr.  M.  A. 
Mack  of  Crete  be  seated  as  delegate  for  Saline  coun- 
ty. Seconded  and  carried. 

Nominations  were  now  in  order  for  President  pro 
tern.  A nomination  was  made  that  Dr.  W.  E.  Wright 
be  named  as  President  pro  tem. 

A motion  was  made  that  Dr.  W.  E.  Wright  be 
unanimously  elected  as  President  pro  tem.  Seconded 
and  carried. 

The  report  of  the  Council  was  called  for.  Dr.  Over- 
gaard  made  a motion  that  inasmuch  as  the  report 
of  the  Council  was  made  before  the  Council  in  Jan- 
uary and  published  in  the  Journal  that  the  reading  of 
this  report  be  dispensed  with  and  that  it  be  adopted 
as  published.  Seconded  and  carried. 

The  report  of  the  Secretary-Treasurer  was  called 
for.  Secretary  Adams  stated  that  this  report  was 
made  to  the  Council  in  January  and  published  in  the 
Journal  and  suggested  that  this  report  be  approved 
as  published. 

A motion  was  made  that  the  report  of  the  Secre- 
tary-Treasurer be  approved  as  published  in  the  Jour- 
nal. Seconded  and  carried. 

The  report  of  the  Delegates  to  the  American  Medi- 
cal Association  was  called  for.  This  report  was  made 
by  Dr.  R.  W.  Fouts. 

This  report  was  received  and  referred  to  the  Coun- 
cil by  the  chair. 

The  report  of  the  Delegate  to  the  Council  on 
Medical  Education  and  Hospitals  of  the  American 
Medical  Association  was  called  for.  This  report  was 
given  by  Dr.  J.  S.  Welch. 

This  report  was  received  and  referred  to  the  Coun- 
cil by  the  chair. 

The  report  of  the  Program  Committee  was  called 
for.  Dr.  Morris  Nielsen  stated  that  there  was  no 
special  report  to  be  made  other  than  the  program 
which  you  will  see  presented  here  which  speaks  for 
itself. 

The  report  of  the  Committee  on  Public  Policy  and 
Legislation  was  called  for.  This  report  was  made  by 
Dr.  B.  F.  Bailey. 

Dr.  E.  W.  Rowe  made  the  motion  that  the  Board 
of  Councilors  define  the  powers  of  action  of  the 
Committee  on  Public  Policy  and  Legislation  for  the 
next  year.  The  motion  was  seconded  by  Dr.  K.  S.  J. 
Hohlen,  carried. 

Dr.  E.  C.  Henry  spoke  relative  to  Dr.  Rowe’s  mo- 


tion asking  who  was  to  have  the  power  in  determin- 
ing the  policy  of  the  crippled  children’s  work. 

Dr.  Bailey  stated  that  the  work  is  to  be  under  the 
direction  and  control  of  the  county  medical  society. 

Dr.  Bailey's  report  was  received  and  referred  to  the 
Council  by  the  chair. 

The  report  of  the  Committee  on  Journal  and  Publi- 
cation was  called  for.  Dr.  Long  made  the  motion 
that  the  report  published  in  the  Journal  be  accepted. 
Seconded  and  carried. 

The  report  of  the  Camnaiem  Committee  was  called 
for.  The  report  was  made  by  Dr.  E.  S.  Wegner.  The 
report  was  referred  to  the  Council  by  the  chair. 

The  report  of  the  Medico-Legal  Advisory  Commit- 
tee was  called  for.  The  motion  was  made  that  inas- 
much as  this  report  was  published  in  the  Journal  the 
report  be  accepted  as  published.  Seconded  and  car- 
ried. 

The  report  of  the  Medical  Students  Loan  Fund 
Committee  was  called  for.  Dr.  Overgaard  stated  that 
he  had  no  further  report  other  than  the  one  pub- 
lished. The  motion  was  made  that  this  report  be 
accepted.  Seconded  and  carried. 

The  report  of  the  Cancer  Committe  was  called  for. 
A motion  wras  made  that  inasmuch  as  the  report  was 
made  before  the  Council  in  January  and  published 
in  the  Journal  the  report  be  accepted.  Seconded  and 
carried. 

The  necrology  report  was  read  by  Dr.  Overgaard. 
All  members  of  the  House  of  Delegates  remained 
standing  during  the  reading  of  this  report. 

A motion  was  made  by  Dr.  Overgaard  that  pages 
be  set  aside  in  the  Journal  in  memory  of  these  de- 
parted members.  Seconded  and  carried. 

Dr.  K.  S.  J.  Hohlen  submitted  an  amendment  to 
the  By-Laws: 

Chapter  VIII.  Section  1 add.  Committee  on  Ma- 
ternal Health.  Section  11:  “A  Maternal  Health  com- 
mittee to  consist  of  three  members  who  shall  be 
qualified  obstetricians  to  cooperate  with  the  admin- 
istration of  the  Social  Security  Act  insofar  as  it  is 
related  to  maternal  health.  This  committee  shall 
serve  for  a term  of  three  years  providing  that  in  the 
original  organization  of  the  committee,  one  member 
shall  serve  for  one  year,  one  for  two  years  and  one 
for  three  years.” 

Dr.  F.  L.  Rogers  submitted  an  amendment  to  the 
By-Laws: 

Chapter  VIII.  Section  1 add:  A Tuberculosis  Com- 
mittee. Section  11:  A Tuberculosis  Committee  shall 
consist  of  five  members.  All  matters  pertaining  to 
tuberculosis  in  relation  to  public  health  shall  be  re- 
ferred to  this  committee.  It  shall  cooperate  with  any 
similar  committees  which  may  be  set  up  by  the 
various  county  societies  and  whenever  feasible  with 
organizations  whose  objects  include  the  study,  con- 
trol, eradication,  or  treatment  of  tuberculosis  from 
the  public  health  standpoint. 

This  committee  shall  be  elected  for  a term  of  five 
years,  providing  that  in  the  original  election  of  the 
committee,  one  member  shall  be  elected  for  a term  of 
one  year,  one  for  two  years,  one  for  three  years,  one 
for  four  years  and  one  for  five  years. 

Dr.  Johnson  of  Grand  Island  submitted  an  amend- 
ment to  the  By-Laws: 

Chapter  4,  Section  6:  Shall  be  amended  to  read  as 
follows: 

Councilor  Districts:  No.  5,  Burt,  Washington, 

Dodge,  Colfax,  Platte,  Boone,  Nance. 

No.  9,  Custer,  Valley,  Greeley,  Sherman,  Howard, 
Dawson,  Buffalo,  Hall,  Grant,  Hooker,  Thomas, 
Blaine,  Loup,  Garfield,  Wheeler,  Merrick. 

Dr.  Johnson  also  submitted  an  amendment  to  the 
constitution: 
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Section  3,  Article  8 of  the  Constitution  shall  be 
amended,  by  additions,  to  read  as  follows: 

When  a vacancy  is  to  occur  in  the  office  of  Coun- 
cilor in  any  Councilor  district,  members  of  the  State 
Association  present  at  a regular  meeting  of  the 
Councilor  District  Society  of  that  district,  held  not 
longer  than  six  months  before  the  meeting  of  the 
State  Association,  may  elect  a councilor.  This  elec- 
tion will  then  be  certified  to  the  House  of  Delegates 
of  the  State  Association  by  the  president  and  secre- 
tary of  the  Councilor  District  Society.  If  there  has 
been  no  such  election  before  the  annual  meeting  of 
the  State  Association,  the  election  shall  be  in  the 
House  of  Delegates,  but  Delegates  will  vote  only  for 
candidates  for  the  office  of  Councilor  in  the  district 
in  which  they  reside. 

The  following  Committee  on  Nominations  was 
elected: 

First  District:  Dr.  J.  D.  McCarthy,  Omaha. 

Second  District:  Dr.  F.  L.  Rogers,  Lincoln. 

Third  District:  Dr.  I.  W.  Irwin,  Auburn. 

Fourth  District:  Dr.  S.  H.  Cook,  Randolph. 

Fifth  District:  Dr.  Morris  Nielsen,  Blair. 

Sixth  District:  Dr.  F.  W.  McCaw,  Colon. 

Seventh  District:  Dr.  C.  W.  Wiggins,  Shickley. 

Eighth  District: 

Ninth  District:  Dr.  Earl  Johnson,  Grand  Island. 

Tenth  District:  Dr.  Joe  Nielsen,  Ingleside. 

Eleventh  District:  Dr.  H.  A.  Vandiver,  Ogallala. 

Twelfth  District:  Dr.  G.  W.  Pugsley,  Bayard. 

A motion  was  made  that  the  House  of  Delegates 
adjourn.  Seconded  and  carried. 

****** 

COUNCIL  MEETING,  APRIL  7,  1936 

The  first  meeting  of  the  Council  was  held  at  the 
Hotel  Cornhusker  in  Lincoln,  April  7,  1936,  at  5:00 
p.  m.  The  meeting  was  called  to  order  by  President 
E.  L.  Brush.  The  following  members  of  the  Council 
were  present:  Drs.  Overgaard,  Boyer,  Davis,  King, 
Conrad,  Bryson,  Rork,  Platt,  Cooper,  Past  President 
Selby.  In  addition  to  these  the  following  guests  were 
also  present:  Dr.  Morris  Nielsen,  Dr.  R.  B.  Adams, 
secretary-treasurer,  and  Mr.  M.  C.  Smith,  executive 
secretary. 

The  motion  was  made  that  Dr.  Bailey’s  report  of 
the  Committee  on  Public  Policy  and  Legislation  be 
accepted,  and  that  it  be  recommended  to  him  that  he 
put  it  in  form  so  that  it  can  be  published.  Also  that 
the  committee  be  commended  and  be  given  authority 
as  granted  them  under  the  provision  of  the  By-Law 
created,  they  to  continue  the  enforcing  the  legislation 
obtained.  Seconded  and  carried. 

The  motion  was  made  that  this  body  accept  the 
report  of  the  Insurance  Committee  and  that  it  be  re- 
ferred back  to  the  same  committee  for  further  con- 
sideration based  upon  the  subject  of  the  discussion. 
Seconded  and  carried.  ' 

The  motion  was  made  that  Dr.  Welch’s  report  of 
the  Council  on  Medical  Education  and  Hospitals  be 
accepted  and  placed  on  file.  Seconded  and  carried. 

The  motion  was  made  that  Dr.  Fouts’  report  as 
delegate  to  the  American  Medical  Association  be  ac- 
cepted and  placed  on  file.  Seconded  and  carried. 

A motion  was  made  that  the  Council  adjourn.  Sec- 
onded and  carried. 

* * * * * * 

SECOND  SESSION— HOUSE  OF  DELEGATES 

The  second  session  of  the  House  of  Delegates  was 
held  in  the  Hotel  Cornhusker  in  Lincoln,  April  8, 
1936,  at  8:00  a.  m.  The  meeting  was  called  to  order 
by  President  Covey. 

The  minutes  of  the  first  session  of  the  House  of 
Delegates  were  read  by  Secretary  Adams.  These 
minutes  were  approved  and  the  motion  was  made 
that  they  be  adopted  as  read.  Seconded  and  carried. 

Roll  call  by  Secretary  Adams  showed  thirty-six 
members  present. 


The  report  of  the  Insurance  Committee  was  called 
for.  Dr.  Morris  Nielsen  stated  that  there  was  nothing 
to  report,  he  reported  to  the  Council  and  the  report 
was  referred  back  to  the  committee. 

The  report  of  the  Executive-Secretary  was  called 
for.  Mr.  M.  C.  Smith’s  report  was  referred  to  the 
Council  by  the  chair. 

The  motion  was  made  that  Dr.  J.  N.  Campbell  be 
seated  as  a delegate  for  Harlan  county.  Seconded 
and  carried. 

The  minutes  of  the  first  Council  meeting  were  read 
by  Dr.  Overgaard,  Secretary  of  the  Council.  A motion 
was  made  that  these  minutes  be  adopted  as  read. 
Seconded  and  carried. 

The  motion  was  made  that  the  amendment  to  the 
By-Laws  submitted  by  Dr.  K.  S.  J.  Hohlen  be  adopted. 
Seconded  and  carried. 

Dr.  Hohlen  submitted  the  following  amendment: 

Chapter  VIII.  Section  1 add:  Committee  on  Ma- 
ternal Health.  Section  11:  “A  Maternal  Health  Com- 
mittee to  consist  of  three  members  who  shall  be  quali- 
fied obstetricians  to  cooperate  with  the  administra- 
tion of  the  Social  Security  Act  insofar  as  it  is  re- 
lated to  maternal  health.  This  committee  shall  serve 
for  a term  of  three  years  providing  that  in  the 
original  organization  of  the  committee,  one  member 
shall  serve  for  one  year,  one  for  two  years  and  one 
for  three  years.” 

The  motion  was  made  that  the  amendment  to  the 
By-Laws  submitted  by  Dr.  F.  L.  Rogers  be  adopted. 
Seconded  and  carried. 

Dr.  Rogers  submitted  the  following  amendment: 

Chapter  VIII.  Section  1 add:  A Tuberculosis  Com- 
mittee: All  matters  pertaining  to  tuberculosis  in  rela- 
tion to  public  health  shall  be  referred  to  this  com- 
mittee. It  shall  cooperate  with  any  similar  commit- 
tees which  may  be  set  up  by  the  various  county  so- 
cieties and  whenever  feasible  with  organizations 
whose  objects  include  the  study,  control,  eradication, 
or  treatment  of  tuberculosis  from  the  public  health 
standpoint. 

This  committee  shall  be  elected  for  a term  of  five 
years,  providing  that  in  the  original  election  of  the 
committe,  one  member  shall  be  elected  for  a term 
of  one  year,  one  for  two  years,  one  for  three  years, 
one  for  four  years  and  one  for  five  years. 

The  motion  was  made  that  Dr.  Johnson’s  amend- 
ment to  the  By-Laws  be  adopted. 

Dr.  Johnson  spoke  requesting  that  action  be  taken. 

Dr.  Morris  Nielsen  stated  that  no  good  can  come 
from  such  re-districting. 

Dr.  Bryson  stated  that  Merrick  county  being  in  the 
fifth  district,  he  could  see  no  object  in  transferring 
Merrick  county  to  this  group. 

Dr.  Homer  Davis  said,  “We  have  nothing  in  writing 
from  the  Merrick  county  men  saying  that  they  want 
this  set  up.  I see  just  one  objection,  I think  there 
is  just  a wee  little  hit  of  politics  in  Dr.  Johnson’s 
resolution.  He  introduced  yesterday  two  resolutions, 
one  an  amendment  to  the  By-Laws  to  set  Merrick 
county  over  to  another  Councilor  district.  After  this 
he  introduced  an  amendment  to  the  constitution 
which  has  to  lay  over  until  next  year.  The  amend- 
ment to  the  constitution  has  to  do  with  election  of 
a Councilor  not  by  this  body  but  by  his  district. 
They  would  like  to  add  Merrick  county  to  their  in- 
fluence, so  they  would  have  that  much  more  in 
electing  their  Councilors. 

Dr.  Johnson  resented  that  Dr.  Davis  said  he  was 
interested  in  politics. 

The  motion  was  lost.  Affirmative  3.  Negative  23. 

Dr.  J.  E.  M.  Thomson  submitted  the  following 
amendment  to  the  By-Laws: 

Amend!  Chapter  VIII.  Sec.  13  to  read  as  follows: 

A Fracture  Committee  composed  of  five  members 
to  be  elected  by  the  House  of  Delegates.  Each  mem- 
ber to  hold  office  for  five  years,  providing  that  in 
the  original  organization  one  member  shall  serve  for 
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one  year,  one  for  two  years,  one  for  three  years,  one 
for  four  years  and  one  for  five  years. 

Further  the  sub-committee  be  elected  by  the  coun- 
ty societies  annually,  each  society  to  elect  one  mem- 
ber. 

The  passage  of  this  amendment  will  repeal  the 
action  of  the  House  of  Delegates  of  1935  creating  a 
Fracture  Committee. 

Dr.  E.  E.  Koebbe  submitted  the  following  amend- 
ment to  the  By-Laws: 

Add  to  Chapter  8,  Section  1:  That  a committee  for 
Prevention  and  Amelioration  of  Deafness  be  elected. 
The  Committee  to  be  composed  of  three  qualified 
Oto-laryngologists,  one  member  elected  for  three 
years,  one  for  two  years,  and  one  for  one  year.  After 
one  year  one  member  to  be  elected  each  year  for  a 
three  year  term.  The  purpose  of  this  Committee  is 
to  cooperate  with  similar  Committees  of  the  Amer- 
ican Medical  Association  and  American  Academy  of 
Ophthalmology  and  Oto-laryngology. 

The  motion  was  made  that  the  House  of  Delegates 
adjourn.  Seconded  and  carried. 

* * * * 4c  * 

COUNCIL  MEETING,  APRIL  8,  1936 

The  second  meeting  of  the  Council  was  held  at  the 
Hotel  Cfcrnhusker,  April  8,  1936,  at  9:00  a.  m. 

The  meeting  was  called  to  order  by  President 
Brush.  The  following  members  of  the  Council  were 
present:  Drs.  Overgaard,  Lehnhoff,  Boyer,  Davis, 

Brush,  King,  Bryson,  Rork,  Platt,  Past  President 
Selby,  and  President  Covey.  In  addition  to  these 
the  following  guests  were  also  present:  Dr.  R.  B. 
Adams,  Secretary-Treasurer;  Mr.  M.  C.  Smith,  Ex- 
ecutive Secretary,  and  Dr.  H.  E.  Potter. 

Mr.  Smith  gave  a report  of  his  work  as  Executive 
Secretary.  The  motion  was  made  that  this  report 
be  accepted  and  published  and  that  Mr.  Smith  be 
commended  for  the  work  he  has  accomplished  which 
includes  the  formation  and  addition  to  our  State 
Medical  Association  of  three  new  County  Medical  So- 
cieties. Seconded  and  carried: 

The  following  budget  was  recommended  for  the 


year  1937: 

Journal  FMnd,  per  member $ 1.50 

Medico-Legal  Advisory  Fund,  per  member 1.00 

Executive-Secretary,  Salary  and  Expense, 

per  member  .?....  5.00 

Salary  of  the  Medico-Legal  Advisory  Chairman  600.00 

Salary  of  the  Secretary 600.00 

Councilor  Expense  360.00 

Office  Expense  of  the  Secretary 800.00 

Reporter  for  the  Annual  Meeting 150.00 

Campaign  Committee  500.00 

President’s  expense  100.00 

Public  Policy  and  Legislation  Committee 100.00 

Program  Talent  600.00 


Delegates  to  the  American  Medical  Association 

as  submitted 

Delegates  to  the  Council  on  Medical  Education 

of  the  American  Medical  Association....  as  submitted 
Medical  Student  Loan  Fund  Committee,  if 

available  500.00 

A motion  was  made  that  this  budget  be  recom- 
mended to  the  House  of  Delegates  as  read.  Seconded 
and  carried. 

A motion  was  made  that  Dr.  O.  R.  Platt  be  re- 
elected as  a member  of  the  Medico-Legal  Advisory 
Committe  for  a term  of  two  years.  Seconded  and 
carried. 

A motion  was  made  that  Dr.  R.  B.  Adams  be  re- 
elected as  Secretary-Treasurer  for  a term  of  three 
years.  Seconded  and  carried. 

A motion  was  made  that  the  January  meeting  of 
the  Council  be  held  in  Lincoln.  Seconded  and  car- 
ried. 

A motion  was  made  that  Dr.  W.  J.  Birkofer  of 
Gothenburg,  and  Dr.  Leo  Phelan  of  Grand  Island  be 


placed  on  the  honorary  membership  list.  Seconded 
and  carried. 

The  motion  was  made  by  Dr.  Davis  that  the  Coun- 
cil recommend  the  re-appointment  of  Dr.  Boyer  on 
the  State  Examining  Board.  Seconded  and  carried. 

Dr.  ,7.  L.  Magill  of  Holdrege  appeared  before  the 
Council  in  regard  to  the  difficulties  of  the  Phelps 
County  Society,  and  spoke  at  length. 

President  Covey:  “I  think  there  is  enough  evidence, 
we  should  do  something.” 

Dr.  Selby:  “This  thing  has  gone  far  enough  as  far 
as  the  Council  is  concerned.  This  man  has  agreed 
to  do  certain  things  and  has  failed  to  do  them,  it 
has  come  to  the  point  that  the  Council  of  the  Nebras- 
ka State  Medical  Association  cannot  continue  to 
condone  the  conditions  which  exist  therefore  I wish 
to  move  that  a committee  of  three  of  this  Council 
be  appointed  to  obtain  evidence  and  facts  concerning 
this  whole  situation  and  if  those  facts  substantiate 
what  we  think  they  probably  will  necessary  steps  be 
taken  to  sever  this  man’s  connection  with  the  Society 
and  State  and  to  revoke  whatever  licenses  which  are 
involved  in  this  deplorable  condition. 

After  general  discussion  by  the  Council  members 
Dr.  King  offered  the  following  motion. 

Dr.  King:  “Due  to  the  fact  that  there  is  on  file 
before  this  Council  evidence  that  a certain  member 
or  members  of  the  Phelps  County  Medical  Society 
are  practicing  unethical  methods,  I move  a substitute 
motion  that  the  Phelps  County  Medical  Society  be 
suspended  until  such  a time  as  they  can  refute  this 
information.” 

Seconded  and  carried.  Dr.  Rork  did  not  vote. 

Affirmative — 5.  Negative — 3. 

Dr.  Rork:  During  the  time  they  would  be  under 
suspension  would  any  member  now  a member  of  the 
organization  in  Phelps  county  be  permitted  to  apply 
or  be  received  in  any  other  county  society? 

Dr.  Selby:  Certain  requirements  are  necessary  be- 
fore a man  becomes  a member  of  the  county  society. 
He  must  pass  the  board  of  censors. 

The  President  of  the  Council  rules  that  a suspended 
member  cannot  apply  for  membership  in  any  other 
county  society. 

A motion  was  made  that  the  Council  adjourn.  Sec- 
onded and  carried. 

THIRD  SESSION— HOUSE  OF  DELEGATES 

The  third  session  of  the  House  of  Delegates  was 
held  at  the  Hotel  Cornhusker  in  Lincoln,  April  9,  at 
8:00  a.  m.  The  meeting  was  called  to  order  by  Presi- 
dent Covey. 

Roll  call  by  Secretary  Adams  showed  forty  mem- 
bers present. 

The  minutes  of  the  second  session  of  the  House 
of  Delegates  were  read  by  Secretary  Adams.  A motion 
was  made  that  these  minutes  be  approved  as  read. 
Seconded  and  carried. 

The  minutes  of  the  second  session  of  the  Council 
were  read  by  Dr.  Adams.  A motion  was  made  that 
this  report  be  adopted  as  read.  Seconded  and  carried. 

The  minutes  of  the  Special  Council  meeting  were 
read  by  Dr.  Adams.  A motion  was  made  that  this  re- 
port be  adopted  as  read.  Seconded  and  carried. 

The  report  of  the  committee  on  nominations  was 
called  for.  This  report  was  read  by  Dr.  Morris  Niel- 
sen as  follows: 

For  President-elect:  Dr.  R.  W.  Fouts,  Omaha. 

For  Vice-Presidents:  Dr.  A.  J.  Cameron,  Herman; 
Dr.  Lester  Stearns,  Kearney. 

For  Councilors:  Dr.  A.  P.  Overgaard,  Omaha,  1st 
District;  Dr.  J.  J.  Hompes,  Lincoln,  2nd  District;  Dr. 
W.  R.  Boyer,  Pawnee  City,  3rd  District;  Dr.  E.  L. 
Brush,  Norfolk.  4th  District;  Dr.  A.  A.  Conrad,  Crete, 
7th  District. 

For  Delegate  to  the  A.  M.  A.:  Dr.  R.  W.  Fouts. 
Omaha. 

For  Alternate  Delegate  to  the  A.  M.  A.:  Dr.  G.  L. 
Pinney,  Hastings. 
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For  Member  of  Cancer  Committee:  Dr.  John  Buis, 
Pender. 

For  Members  of  Public  Activities  Committee:  Dr. 
Herman  Jahr,  Omaha;  (To  fill  vacancy  of  Dr.  J.  T. 
Myers,  Omaha):  Roy  H.  Whitham,  Lincoln. 

For  Student  Loan  Fund:  Dr.  A.  P.  Overgaard, 
Omaha. 

For  Delegate  to  Council  on  Medical  Education  of 
the  A.  M.  A.:  Dr.  W.  P.  Wherry,  Omaha. 

For  Member  of  Journal  and  Publications  Com- 
mittee: Dr.  F.  A.  Long,  Madison. 

For  Members  of  Fracture  Committee:  Dr.  J.  E.  M. 
Thomson,  Lincoln,  5 yr.  term;  Dr.  R.  D.  Schrock, 
Omaha,  4 yr.  term;  Dr.  J.  W.  Martin,  Omaha,  3 yr. 
term;  Dr.  C.  K.  Gibbons,  Kearney,  2 yr.  term;  Dr. 
H.  L.  Minor,  Falls  City,  1 yr.  term. 

For  Members  of  Tuberculosis  Committee:  Dr.  E.  W. 
Hancock,  Lincoln,  5 yr.  term;  Dr.  A.  L.  Cooper, 
Scottsbluff,  4 yr.  term;  Dr.  Claude  Selby,  No.  Platte, 
3 yr.  term;  Dr.  J.  Gardner,  Omaha,  2 yr.  term;  Dr.  L. 
W.  Rork,  Hastings,  1 yr.  term. 

For  Members  of  Maternal  Health  Committee:  Dr. 
Earl  Sage,  Omaha;  Dr.  H.  S.  Morgan,  Lincoln;  Dr. 
F.  D.  Ryder,  Grand  Island. 

A motion  was  made  that  the  report  of  the  nomi- 
nating committee  be  accepted.  Seconded  and  carried. 

The  House  then  proceeded  to  the  election  of  of- 
ficers. 

The  motion  was  made  by  Dr.  Bailey  that  the  rules 
be  suspended  and  that  the  Secretary  be  asked  to  cast 
the  unanimous  ballot  of  the  House  of  Delegates  for 
the  nominations  as  presented.  Seconded  and  carried. 

The  motion  was  made  that  the  amendment  to  the 
By-Laws  submitted  by  Dr.  J.  E.  M.  Thomson  be 
adopted.  Second  and  carried. 

Amend  Chapter  VIII.,  Sec.  13  to  read  as  follows: 

A Fracture  Committee  composed  of  five  members 
to  be  elected  by  the  House  of  Delegates.  Each  mem- 
ber to  hold  office  for  five  years  providing  that  in  the 
original  organization  one  member  shall  serve  for  one 
year,  one  for  two  years,  one  for  three  years,  one  for 
four  years  and  one  for  five  years. 

Further  the  sub-committee  be  elected  by  the  county 
societies  annually,  each  society  to  elect  one  member. 

The  passage  of  this  amendment  will  repeal  the 
action  of  the  House  of  Delegates  of  1935  creating  a 
Fracture  Committee. 

The  motion  was  made  that  the  amendment  to  the 
By-Laws  submitted  by  Dr.  E.  E.  Koebbe  be  adopted. 
Seconded  and  carried. 

Add  to  Chapter  8,  Section  1:  that  committee  for 
Prevention  and  Amelioration  of  Deafness  be  elected. 
The  Committee  to  be  composed  of  three  qualified 
Oto-laryngologists,  one  member  elected  for  three 
years,  one  for  two  years,  and  one  for  one  year.  After 
one  year  one  member  to  be  elected  each  year  for  a 
three  year  term.  The  purpose  of  this  committee  is 
to  cooperate  with  similar  committees  of  the  American 
Medical  Association  and  American  Academy  of 
Ophthalmology  and  Oto-laryngology. 

Dr.  R.  W.  Fouts  was  at  this  time  brought  in  the 
room  by  Drs.  Barry  and  Wright  and  introduced  to 
the  House  of  Delegates  by  President  Covey.  Dr.  Fouts 
gave  a short  talk  in  appreciation  of  the  honor  given 
him. 

Dr.  Morris  Nielsen  made  a motion  that  a vote  of 
thanks  be  extended  to  the  Women’s  Auxiliary  of  the 
Nebraska  State  Medical  Association  for  their  contri- 
bution of  $200.00  to  the  Student  Loan  Fund.  Second- 
ed and  carried. 

Dr.  Homer  Davis  made  a motion  that  the  Program 
Committee  be  commended  for  their  fine  program  and 
that  the  Lancaster  County  Medical  Society  be  com- 
mended for  their  wonderful  attention  to  the  needs 
of  our  State  Medical  Association.  Seconded  and 
carried. 

Dr.  Covey  presented  a proposition  regarding  the 
work  on  Tuberculosis. 

The  motion  was  made  that  the  Nebraska  State 


Medical  Association  endorse  this  proposition  and  that 
President  Covey,  because  of  his  interest  in  this  work, 
be  given  full  power  to  handle  this.  Second  and  car- 
ried. 

The  motion  was  made  that  the  Nebraska  State 
Medical  Association  accept  the  invitation  extended 
to  them  by  the  Chamber  of  Commerce  of  Omaha,  to 
hold  the  1937  convention  in  that  city.  Seconded  and 
carried. 

At  this  time  time  was  taken  so  that  the  nominating 
committee  might  be  able  to  nominate  members  on 
the  committee  for  the  Prevention  and  Amelioration 
of  Deafness.  The  committee  nominated  Dr.  C.  T. 
Uren,  of  Omaha,  3 year  term;  Dr.  J.  J.  Hompes  of 
Lincoln,  2 year  term,  and  Dr.  E.  E.  Koebbe  of  Co- 
lumbus for  a one  year  term.  It  was  moved  and  sec- 
onded that  the  report  of  the  nominating  committee 
be  accepted  and  that  the  Secretary  cast  a unanimous 
vote  for  the  above  named  doctors  as  members  of  the 
committee  for  the  Prevention  and  Amelioration  of 
Deafness.  Seconded  and  carried. 

Dr.  Covey  suggested  that  the  Committee  on  Scien- 
tific Exhibits  be  commended  by  the  House  of  Dele- 
gates. 

A motion  was  made  that  the  House  of  Delegates 
adjourn.  Seconded  and  carried. 

****** 

SPECIAL  COUNCIL  MEETING 

A special  meeting  of  the  Council  was  held  at  the 
Hotel  Cornhusker  in  Lincoln,  April  8,  1936,  at  5:00 
p.  m.  The  meeting  was  called  to  order  by  President 
E.  L.  Brush.  The  following  members  of  the  Council 
were  present:  Drs.  Overgaard,  Lehnhoff,  Boyer, 

Brush,  Davis,  King,  Conrad,  Douglas,  Bryson,  Rork, 
Selby,  and  President  Covey. 

Dr.  Overgaard  spoke  on  the  advisability  of  an  as- 
sociate editor  for  the  Journal.  A motion  was  made 
that  the  Council  request  the  Publication  board  con- 
tact Dr.  C.  P.  Fordyce  with  the  view  of  interesting 
him  in  considering  an  associate  editorship  of  the  Ne- 
braska State  Medical  Journal.  Seconded  and  carried. 

Meeting  adjourned. 

****** 

REPORT,  PUBLIC  POLICY  AND 
LEGISLATIVE  COMMITTEE 

House  of  Delegates  of  the  Nebraska  State  Medical 
Association: 

The  legislation  introduced  at  the  special  session 
of  the  1935  Legislature  was  limited  to  matters  set 
forth  in  the  Governor’s  call  and  did  not  to  any  ex- 
tent affect  the  medical  profession.  About  thirty-five 
bills  were  presented  by  the  legislature  and  approved 
by  the  Governor.  Numbers  of  them  dealt  with  Social 
Security  legislation,  relief,  and  methods  of  financing 
the  same. 

House  Roll  No.  10  appropriated  the  sum  of  $40,000 
to  the  Maternal  and  Child  Health  and  Public  Health 
Work  Fund. 

House  Roll  14  provides  that  the  money  paid  to  the 
State  by  the  federal  government  for  the  purpose  of 
assisting  the  State  in  its  political  subdivisions  in 
establishing  and  maintaining  an  adequate  public 
health  service  be  appropriated  for  such  purposes. 

House  Roll  18  establishes  a Maternal  and  Child 
Health  and  Public  Health  Work  Fund  to  be  adminis- 
tered by  the  Director  of  Health  for  maternal  and 
child  health  and  public  health  work. 

We  made  efforts  to  have  the  social  security  legis- 
lation and  relief  established  through  existing  public 
boards  and  discouraged  the  creation  of  hundreds  of 
new  offices  to  administer  relief.  The  duties  of  ad- 
ministering however,  were  placed  upon  the  county 
boards  known  as  the  County  Assistance  Commit^^^ 
The  County  Assistance  Committee  is  also  the 
Relief  Board  and  the  Blind  Assistance  Board.  '■€'**•  • 

A resume  of  the  federal  and  state  acts  in  regard 
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to  the  above  matters  will  be  helpful  to  the  profes- 
sion. 

The  Federal  Social  Security  Act  (Public  No.  271 — 
74  Cong — H R 7260)  approved  August  14,  1935,  pro- 
vides in  Sec.  511  “for  the  purpose  of  enabling  each 
state  to  extend  and  improve — especially  in  rural 
areas  and  in  areas  suffering  from  severe  economic 
distress — as  far  as  practicable,  under  the  conditions 
in  such  state,  services  for  locating  crippled  children, 
and  for  providing  medical,  surgical,  corrective  and 
other  services  and  care,  with  facilities  for  diagnosis, 
hospitalization,  and  after  care  for  children  who  are 
crippled  or  who  are  suffering  from  conditions  which 
lead  to  crippling.  There  is  authorized  to  be  provided 
for  each  fiscal  year  beginning  with  the  fiscal  year 
ending  June  30,  1936,  the  sum  of  $2,850,000.  The 
sums  made  available  under  this  section  shall  be  used 
for  making  payments  to  states  which  have  submitted 
and  had  approved  by  the  Chief  of  the  Children’s 
Bureau,  state  plans  for  such  services.’’ 

Section  512,  513,  514,  and  515  provided  for  the  al- 
lotment of  funds  for  states  on  a matching  basis;  for 
approval  of  state  plans;  under  the  general  adminis- 
tration of  the  Chief  of  the  Children’s  Bureau  in  Wash- 
ington. Probably  not  less  than  $36,000  federal  funds 
will  be  available  to  Nebraska. 

State  Act 

In  the  recent  special  session  of  the  Legislature 
House  Roll  3 and  19  Nebraska,  provided  the  legisla- 
tion necessary  for  the  state  to  take  advantage  of  the 
new  available  funds  from  the  federal  government  for 
the  purpose  specified  in  the  above  Sec.  511.  House 
Roll  3 allocated  approximately  8/10%  of  the  state  as- 
sistance fund  to  work  for  crippled  children  for  the 
period  ending  June  30,  1937.  This  will  amount  to  ap- 
proximately $34,000. 

House  Roll  19  defines  a crippled  child  as  one  who 
by  reason  of  physical  defect  or  infirmity,  whether 
congenital  or  acquired  by  accident,  injury  or  dis- 
ease, or  who  may  be  expected  to  be  totally  or  partial- 
ly incapacitated  for  education  or  for  remunerative 
occupation,  but  shall  not  include  the  deaf  and  the 
blind. 

The  Act  provides  for  the  administration  of  the 
work  for  the  Child  Welfare  Bureau  and  that  the 
State  Assistance  Funds  allocated  for  crippled  chil- 
dren shall  be  expended  through  the  director  of  the 
child  welfare  bureau.  The  law  provides  further  that 
the  administrative  agencv  shall  cooperate  with  the 
Children’s  Bureau  of  the  Department  of  Labor  of 
the  LT.  S.  to  develop  plans  for  the  crippled  children’s 
service  and  to  make  such  reports  as  the  Children’s 
Bureau  in  Washington  mav  reouire. 

The  federal  bureau  requested  that  the  state  plans 
should  provide  for  cooperation  between  all  tax-sup- 
ported agencies  and  all  organizations  with  state-wide 
programs  for  crippled  children.  The  Governor  creat- 
ed a state  crippled  children’s  advisory  committee  rep- 
resenting the  following  agencies: 

Child  Welfare  Division,  State  Orthopedic  Hospital, 
University  Hospital,  Omaha  Orthopedic  Society,  Re- 
habilitation Division  of  Dept,  of  Vocational  Educa- 
tion, State  Health  Department,  State  Supt.  Public 
Instruction,  State  Elks  Association,  American  Legion 
of  Nebraska,  Shrine  of  Nebraska,  Nebraska  Society 
for  Crippled  Children,  Nebraska  State  Nurses  Asso- 
ciation. 

“The  program  will  be  built  on  the  foundation  laid 
by  county  medical  societies  and  orthopedic  surgeons, 
by  their  joint  participation  in  the  program  of  clinical 
diagnosis  that  has  been  sponsored  jointly  by  the 
State  Elks,  Crippled  Children’s  Committee,  and  the 
Rehabilitation  Division  of  the  State  Dept,  of  Voca- 
tional Education.’’ 

Much  work  has  been  done  virtually  without  funds, 
and  under  the  old  program  of  clinics  the  services  of 
examiners  were  purely  gratuitous  and  examiners  and 


consultants  coming  from  long  distances  were  required 
to  pay  their  own  expenses.  The  new  plan  provides 
not  a service  fee  but  an  honorarium  in  recognition 
of  services  of  medical  examiners  participating  and 
that  consultants  who  travel  in  order  to  conduct  clinics 
or  give  services  will  be  paid  actual  cost  of  the  travel 
when  they  submit  a voucher.  Clinics  will  be  held 
only  in  cooperation  with  and  under  the  direction  and 
supervision  of  county  medical  societies.  Crippled 
Children’s  Division  of  the  Child  Welfare  Bureau  will 
be  under  the  supervision  of  a graduate  physician  as- 
sisted by  either  an  orthopedic  nurse  or  a medical  so- 
cial worker.  Services  for  crippled  children  will  be 
limited  by  preference  to  children  under  six  years  of 
age  and  to  congenital  conditions  and  to  crippling  due 
to  disease  or  injury  offering  possible  promise  and 
restoration  to  normal  activities.  In  the  clinics  in 
which  medical  societies  have  participated  the  Child 
Welfare  Division  now  has  record  of  3,263  crippled 
children,  1,979  of  whom  are  now  under  16  years  of 
age  and  eligible  from  the  standpoint  of  age  for  aid 
from  the  crippled  children’s  funds. 

I have  prepared  with  the  help  of  Dr.  Bartholomew 
of  the  State  Health  Department  the  following  resume 
of  proposed  public  health  activities: 

Recently  enacted  in  national  and  state  legislation, 
the  latter  mandatory,  provides  for  augmentation  of 
the  state  central  administrative  set-up,  in  that  the 
U.  S.  Public  Health  service  has  a minimum  organiza- 
tional requirement  which  Nebraska  now  lacks  in  part. 
The  Public  Health  Works  plan  for  Nebraska  calls  for 
filling  two  key  positions,  that  of  an  assistant  local 
administrator  and  that  of  a public  health  engineer. 

Under  present  approved  plans  these  will  be  fur- 
nished initially  through  the  public  health  service. 
The  same  plan  provides  for  training  a few  (two  at 
first)  properly  qualified  graduates  in  medicine,  for 
services  as  directors  of  local  health  units,  several 
qualified  nurses  for  public  health  services  and  units 
and  three  qualified  engineers  for  training  to  qualify 
as  public  health  engineers  for  service  in  each  demon- 
stration health  unit.  The  plan  provides  for  the  estab- 
lishment of  three  demonstration  health  units,  one 
district,  comprising  probably  four  contiguous  coun- 
ties and  two  county  health  units.  This  plan  for  pub- 
lic health  work  in  Nebraska  calls  for  the  annual  ex- 
penditure of  approximately  $60,000  in  addition  to  the 
$10,000  appropriated  by  the  special  session  of  the 
legislature  and  the  regular  state  department  of 
Health  appropriation  of  $18,200,  consisting  of  $3,200 
salary  for  the  Dmector  of  Health,  $10,000  salary  and 
wages  and  $5,000  for  the  maintenance  of  the  entire 
present  department,  making  a total  of  $88,200. 

Another  section  of  the  Social  Security  Act  provides 
for  the  establishment  of  the  division  of  maternal 
child  health,  in  the  state  department  of  health,  with- 
out relation  to  the  preceding  plan  of  the  U.  S.  Public 
Health  Service. 

The  Director  of  Health  is  to  be  the  administrator 
of  this  plan.  The  Division  must  be  headed  by  a 
director  who  shall  be  a physician  experienced  in 
pediatrics  or  obstetrics.  It  is  proposed  as  a state- 
wide activity  with  a scope  including  pre-natal,  natal, 
postnatal,  infant,  pre-school  and  school  child  health 
service. 

Fundamentally  it  is  an  educational  movement  and 
the  plan  specifies  the  essential  cooperation  with  local, 
county  and  medical  societies. 

It  is  to  be  borne  in  mind  that  the  demonstration 
health  units  are  hoped  to  prove  their  value  to  the 
extent  they  will  be  incorporated  in  the  local  govern- 
ment set-up,  then  operate  on  a partial  subsidy  fur- 
nished from  federal  and  state  sources,  but  under 
state,  not  federal,  supervision. 

The  administration  or  execution  of  these  plans 
or  projects  is  one  of  great  responsibility  and  should 
be  recognized  by  each  member  of  the  medical  pro- 
fession if  their  success  and  progress  and  the  wisdom 
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of  their  direction  and  demonstrability  depend  on  the 
full  cooperation  and  support  of  the  Nebraska  State 
Medical  Association. 

Your  committee  recognizes  the  wisdom  that  has 
demonstrated  that  the  planning  of  and  working  out 
of  these  public  activities  shall  be  very  largely  under 
the  direction  of  organized  medicine  and  we  commend 
it  to  the  careful  consideration  of  our  State  Medical 
Association  and  the  individual  members. 

Respectfully, 

BENJ.  F.  BAILEY,  Chairman  Public 

Welfare  and  Legislative  Committee. 

* * * * * * 

REPORT  OF  EXECUTIVE  SECRETARY 

The  practice  of  modern  medicine  has  a large  num- 
ber of  economic  problems  which  are  peculiar  to  this 
particular  profession  or  line  of  business  endeavor. 
During  the  past  few  years  the  scientific  side  of  the 
practice  of  medicine  has  made  undreamed  of  advances. 
New  methods  of  practice  and  new  equipment  have 
greatly  enhanced  the  practice  of  medicine  and  at  the 
same  time  increased  its  cost  to  a certain  extent.  A 
depressed  financial  condition  of  our  people  and  a 
rather  broad  change  in  the  economic  situation  has 
brought  with  it  a number  of  problems  which  must 
be  solved  by  the  medical  profession,  not  only  as  a 
matter  of  protection  for  the  practitioner,  but  also  for 
the  protection  of  the  patient. 

At  the  last  annual  convention  of  The  Nebraska 
State  Medical  Association,  it  was  voted  by  the  house 
of  delegates  to  secure  the  services  of  a full  time 
executive  secretary  to  have  a part  in  such  a program, 
and  as  an  aid  in  building  up  the  organization  to  a 
more  solid  unity  and  to  assist  as  a coordinator  of  the 
various  departments  of  the  organization  in  seeking  a 
solution  to  some  of  the  problems  which  are  facing  the 
medical  profession  today,  and  it  is  the  purpose  of 
this  paper  to  give  a rather  condensed  report  of  the 
work  which  this  new  officer  has  assumed  and  such 
program  as  may  at  this  time  be  outlined  and  planned. 

The  care  of  the  indigent  sick  presents  one  of  the 
major  problems  which  we  are  facing,  bringing  with 
it  many  angles,  each  of  which  must  be  solved  in  a 
manner  which  will  leave  no  doubt  as  to  the  future 
in  proper  and  adequate  care  of  our  people  and  at  the 
same  time  carry  with  it  adequate  and  proper  condi- 
tions under  which  the  physician  may  work.  In  the 
past  few  years  there  has  sprung  up  in  our  midst  a 
vast  army  of  social  workers,  each  clamoring  for  a 
place  in  the  sun,  hoping  for  the  attainment  of  that 
place,  with  little  or  no  regard  for  the  ultimate  out- 
come to  the  practice  of  medicine  and  with  little 
thought  as  to  the  adequate  care  of  the  patient. 
Through  a rather  well  planned  system  of  education 
for  the  public  and  through  a gain  of  strength  in 
political  power  they  have  assumed  a position  which 
we  can  consider  in  no  other  way  than  that  of  a men- 
ace to  the  medical  profession.  Even  were  we  to  con- 
sider that  some  new  form  of  medical  practice  might 
replace  the  present  system,  it  is  an  established  fact 
that  no  one  is  as  well  qualified  to  care  for  the  sick 
as  one  who  has  spent  years  in  gaining  such  a knowl- 
edge, and  is  then  an  established  premise  that  any 
change  in  medical  practice  should  be  headed  and  con- 
trolled by  the  medical  profession. 

The  medical  profession  has  always  pursued  its 
sacred  duties  to  the  public  in  a rather  quiet  and  un- 
assuming manner.  They  have  always  properly  shun- 
ned glaring  publicity  of  any  kind,  and  this  one  fact 
alone  has  made  it  possible  for  outside  interests  to 
enter  this  particular  field  and  with  a planned  educa- 
tion, carry  away  to  a certain  extent,  a solid  back- 
ground upon  which  the  practice  of  medicine  has  al- 
ways operated. 

It  then  becomes  apparent  that  there  are  certain 


steps  which  should  be  taken  by  this  organization  in 
establishing  the  medical  profession  in  a position 
where  it  will  always  control,  without  question,  the 
entire  field  of  medical  care,  for  private  patients  as 
well  as  that  of  the  indigent  sick. 

It  is  first  necessary,  then,  that  this  organization 
should  be  built  to  its  highest  possible  degree  of  effi- 
ciency and  with  this  goal  in  mind  during  the  past 
few  months  your  executive  secretary  has  traveled 
to  all  corners  of  this  state,  taking  the  message  of 
organized  medicine  to  the  various  county  and  district 
societies.  During  that  time  he  has  traveled  almost 
twenty  thousand  miles,  and  through  various  meetings 
and  personal  contacts  has  met  a large  majority  of 
the  physicians  of  the  state.  There  have  been  three 
new  societies  organized,  bringing  into  the  organiza- 
tion renewed  strength  and  an  added  interest  by  doc- 
tors who  have  formerly  not  had  the  opportunity  of 
meeting  with  their  fellow  practitioners  except  on 
rather  isolated  and  rare  occasions.  The  strength  of 
the  Nebraska  State  Medical  Association  can  be  meas- 
ured only  by  the  strength  of  its  component  societies, 
and  it  should  be  the  goal  of  the  parent  organization 
that  every  doctor  in  the  state  should  be  in  an  active 
society.  The  more  frequently  a society  meets  and  the 
quality  of  its  programs  seemingly  has  a definite 
bearing  on  its  strength.  And  it  is  a very  definite  ob- 
ject of  your  executive  secretary  to  assist  in  every 
way  possible  that  every  society  in  the  state  should 
meet  as  often  as  possible  and  present  to  those  in  at- 
tendance an  interesting  scientific  program. 

Another  step  which  is  apparently  of  importance  is 
that  of  educating  the  laity  to  a proper  attitude  and 
understanding  of  medicine  as  it  is  practiced  by  regu- 
lar physicians.  There  probably  is  no  profession  or 
business  which  has  always  been  so  clouded  in  secrecy 
and  mystery  as  the  medical  profession.  The  public 
should  know  more  of  the  problems  of  the  health  of 
the  state  or  nation,  and  the  proper  source  of  this 
information  can  be  through  none  other  than  the 
medical  profession.  If  required  to  gain  this  knowl- 
edge from  the  social  workers  and  from  the  advertis- 
ing quacks  the  laity  will  have  a store  of  knowledge 
which  does  not  contain  all  of  the  true  facts.  How- 
ever, any  education  or  publicity  which  is  presented 
by  the  medical  profession  must  be  handled  with  the 
utmost  care  and  given  to  the  public  on  a very  highly 
ethical  place.  It  is  very  evident  that  we  cannot  pos- 
sibly present  medical  knowledge  by  the  same  meth- 
ods which  are  employed  by  those  who  have  selfish 
motives  first  and  adequate  medical  care  last.  At  the 
present  time,  through  the  efforts  of  your  executive 
secretary  there  are  five  medical  programs  given  to 
the  public  by  the  means  of  radio  every  week,  and 
these  carry  invaluable  information  about  health  and 
proper  medical  care,  as  well  as  to,  at  times,  point  out 
to  the  listeners  a few  of  the  things  which  we  want 
them  to  know  regarding  their  doctor.  At  this  time 
I wish  to  give  my  sinoerest  thanks  to  those  men 
who  are  in  charge  of  these  programs  at  the  various 
radio  stations.  It  takes  a considerable  amout  of  vain 
able  time  and  planning,  and  these  men  are  doing  a 
first  class  job  of  seeing  that  only  high  type  pro- 
grams are  going  out  to  the  public,  and  they  surely 
merit  the  appreciation  of  this  body.  I refer  to  Dr. 
King,  York;  Dr.  Latta,  Clay  Center;  Dr.  Conrad, 
Crete;  Dr.  Weinberg,  Omaha;  Dr.  Brush,  Norfolk; 
and  Dr.  Cooper  at  Scottsbluff. 

Another  step  in  which  we  are  interested  at  the 
present  time  is  of  a political  nature.  It  is  apparent 
that  the  doctor  should  take  a little  more  active  in- 
terest in  the  political  set-up  of  the  day  if  they  expect 
and  hope  to  continue  to  practice  medicine  on  the 
same  high  plane  which  they  have  enjoyed  in  the  past. 
Politics  at  the  present  time  has  been  playing  a large 
part  in  our  economic  life  and  with  the  potential 
strength  of  the  medical  profession  politically  if  they 
will  band  themselves  together  solidly  and  use  it  is 
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such  that  we  need  have  little  fear  of  political  aggres- 
sion upon  our  basic  rights.  However,  it  is  a matter 
which  must  be  carefully  guarded  and  under  the  new 
set-up  in  Nebraska  of  a one  house  legislative  body, 
extra  vigilance  is  necessary.  There  is  practically  no 
knowledge  of  how  such  a set-up  is  going  to  operate, 
and  it  behooves  the  medical  profession  to  be  sure 
that  only  men  are  elected  to  this  body  who  are  known 
to  be  committed  to  the  support  of  the  regular  medical 
profession  in  the  interest  of  the  public  health.  No 
doubt  all  of  those  here  are  more  or  less  familiar  with 
the  activity  along  that  line  in  the  past  few  months 
in  securing  information  and  distributing  it  again 
among  the  members  of  this  organization.  This  is  a 
very  serious  and  important  angle  at  this  particular 
time  and  the  close  cooperation  of  every  physician 
is  important  that  it  might  reach  its  highest  degree  of 
efficiency.  We  do  not  propose  to  make  a politician 
of  the  practitioner,  nor  do  we  feel  that  the  Nebraska 
State  Medical  Association  should  become  a political 
machine,  but  we  do  feel  that  it  is  necessary  that 
those  who  occupy  the  political  seats  of  power  should 
be  made  to  know  and  realize  that  the  potential 
strength  of  the  medical  profession  is  something  to 
be  taken  into  account.  Then  and  only  then  will  the 
medical  profession  command  and  have  the  respect 
which  is  its  just  due  from  those  who  are  holding  the 
reins  of  government. 

We  realize  that  the  first  importance  of  the  office 
of  executive  secretary  at  the  present  time  is  that  of 
organization,  and  there  is  a great  deal  of  work  to 
be  done  along  this  particular  line.  It  appears  that 
the  most  effective  way  to  accomplish  this  is  by  closet- 
supervision  of  the  county  units,  by  continued  close 
contact  and  the  provision  of  those  elements  which  go 
to  make  up  active  organizations.  The  value  of  mem- 
bership should  in  various  ways  be  constantly  en- 
hanced and  methods  devised  to  keep  the  individual  in 
line  with  the  parent  organization.  It  is  important 
that  the  individual  be  kept  interested  so  far  as  pos- 
sible in  his  organization.  It  is  probably  a fact  that 
through  the  contacts  made  since  last  October  1st 
your  executive  secretary  is  now  personally  acquainted 
with  more  doctors  over  the  state  of  Nebraska  than 
any  other  individual.  A constant  continuance  of  these 
personal  contacts  will  make  it  possible  to  extend  the 
effectiveness  of  the  work  which  this  officer  is  to 
accomplish.  As  the  work  has  progressed  we  have 
been  able  to  see  more  and  more  things  which  such 
an  officer  might  do  to  promote  the  better  interests 
of  organized  medicine,  and  as  time  progresses  this 
particular  office  should  become  an  invaluable  asset 
to  the  state  organization. 

It  is  quite  obvious  that  an  aggressive  program  such 
as  may  be  put  on  by  an  executive  secretary  would 
meet  with  disapproval  among  some  individuals  in  a 
membership  as  large  as  that  of  this  association.  It 
is  a distinct  departure  from  the  set-up  which  has 
been  in  general  use  over  a long  period  of  time,  and 
an  aggressive  and  active  movement  of  this  kind  is 
always  sure  to  be  disapproved  by  certain  numbers 
and  groups,  not  in  this  particular  association  alone, 
but  in  any  organization.  However,  with  an  increased 
need  for  a closer  organization  as  a means  of  combat- 
ing outside  influences  and  a closer  coordination  of 
the  various  elements  of  this  organization,  there  is 
an  apparent  distinct  need  of  some  such  officer  as 
that  which  was  authorized  at  the  last  meeting.  It  is 
apparent  that  under  the  set-up  which  the  Nebraska 
State  Medical  Association  has  had  in  the  past  that 
it  has  been  and  is  now  an  impossibility  for  the  of- 
ficials of  the  organization  to  give  sufficient  time  to 
a close  supervision  of  these  new  problems.  While 
there  may  be  some  objections  for  various  reasons 
from  some  parts  of  the  state  it  is  a known  fact  that 
by  far  the  greater  number  of  physicians  in  the  state 
are  heartily  in  accord  with  such  a move  and  welcome 
the  opportunity  for  a closer  organization  and  an  ef- 


fective method  of  meeting  and  combating  all  the  new 
problems  which  are  presented. 

There  is  a wide  field  of  endeavor  for  the  office  of 
executive  secretary  in  this  association  and  it  is  the 
hope  of  the  present  official  that  he  may  merit  the 
future  fine  spirit  of  cooperation  which  he  has  en- 
joyed during  these  first  few  months  to  the  end  that 
we  may  gain  the  objectives  which  we  have  set. 

— M.  C.  Smith,  Executive  Secretary. 


THYROGLOSSAL  CYST 

MAX  EMMERT,  M.  D., 

Omaha,  Nebraska. 

Mr.  A.  L.  B.,  aged  54,  a county  treasurer,  consulted 
me  March  23,  1922,  because  of  a “lump  in  his  mouth.” 

P.  H.  He  had  always  enjoyed  good  health.  Since 
a small  child  he  had  had  a small  mass  beneath  the 
tongue  which  varied  in  size  from  time  to  time. 

P.  I.  For  the  past  nine  months  this  mass  has 
gradually  increased  in  size,  and  recently  his  voice 
has  become  husky,  which  interferred  with  his  sing- 
ing in  the  church  choir.  There  has  been  no  pain  or 
other  discomfort.  His  general  health  has  been  good. 

Examination:  Well  nourished,  healthy  looking-  man 
who  speaks  with  a definite  huskiness.  Upon  swal- 
lowing there  is  a definite  visible  bulging  on  both 
sides  of  the  neck  beneath  the  maxillae.  With  the 
mouth  open  the  tip  of  the  tongue  is  visible  back  in 
the  mouth  and  cannot  be  protruded  beyond  the  teeth. 
The  mass  fills  the  anterior  mouth  and  is  smooth  with 
enlarged  vessels  passing  over  it.  It  feels  soft  through- 
out. Pressure  on  the  cyst  causes  a bulging  beneath 
the  chin.  No  glands  could  be  felt  in  the  neck  nor 
indurated  areas  in  the  mass.  Heart  and  lungs  nega- 
tive. B.  P.  130/85.  Abdomen  and  rectum  negative. 
Urine  negative. 

Operation  March  29,  1922.  Submental  midline  in- 
cision. Beneath  the  geniohyoid  muscles  a thin-walled 
cyst  protruded.  The  mass  was  the  size  of  a hen’s 
egg  and  shelled  out  without  difficulty.  It  contained  a 
thick  brownish  material  of  the  consistency  of  the 
contents  of  a sebaceous  cyst.  A small  drain  was 
placed  in  the  cavity  for  twenty-four  hours.  The  pa- 
tient made  an  uneventful  recovery,  the  voice  returned 
to  normal  and  he  has  been  perfectly  well  since. 

COMMENT 

The  acute  enlargement  in  this  cyst  after  fifty- 
four  years  was  probably  due  to  a hemorrhage  in- 
to the  cyst  as  evidenced  by  the  color  and  consist- 
ency of  the  cyst  contents. 

Thyroglossal  cysts  result  from  the  failure  of  a 
segment  of  the  thyroglossal  duct  to  become  oblit- 
erated, leaving  a secreting  mucosa.  The  chief 
characteristic  is  the  location  in  the  midline.  They 
are  found  more  frequently  below  than  above  the 
hyoid  bone  to  which  they  are  usually  firmly  at- 
tached. The  only  symptoms  produced  are  those 
of  pressure,  unless  they  become  infected.  There 
is  little  or  no  tendency  to  malignancy. 


NOAH  KNEW 

"Why  did  Noah  take  two  of  each  kind  of 
animal  into  the  ark?” 

"1  guess  he  didn’t  believe  the  story  about  the 
stork.” 
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THE  KANSAS  CITY  MEETING 

Sadness  prevaded  the  atmosphere  surround- 
ing the  six  thousand  physicians  attending  the  an- 
nual meeting  of  the  American  Medical  Associa- 
tion at  Kansas  City,  May  11  to  15,  on  account  of 
the  alarming  illness  of  the  incoming  President. 
Dr.  J.  Tate  Mason,  of  Seattle,  who  recently  had 
suffered  an  amputation  of  the  left  leg  on  account 
of  a thrombosis  and  whose  right  limb  was  threat- 
ened by  a recurrence  of  the  same  trouble  in  it. 

The  incoming  President  is  by  custom  always 
inducted  on  Tuesday  evening  at  an  open  general 
meeting  and  with  great  eclat.  What  to  do  in  the 
case  before  them  occupied  one  session  of  the 
House  of  Delegates  and  of  the  Judicial  Council. 
It  was  finally  decided  if  Dr.  Mason  was  living 
Tuesday  evening  he  was  to  be  inaugurated  in 
absentia,  and  this  was  done.  It  was  a solemn 
occasion.  His  Presidential  Address  was  read  by 
Vice  President  Dr.  Keneth  M.  Lynch  of  Charles- 
ton, South  Carolina. 

The  House  of  Delegates  was  again  bedeviled 
by  the  ever-recurring  subject  of  birth  control  and 
in  the  opinion  of  this  writer  handled  it  admira- 
bly. The  House  found  “no  evidence  available  to 
justify  the  broad  claim  that  dissemination  of  con- 
traceptive information  will  improve  the  economic 
status  of  the  lower  income  groups.” 

There  is  “no  evidence  that  existing  laws,  fed- 
eral or  state,  have  interfered  with  any  medical 
advice  which  a physician  has  felt  called  upon  to 


furnish  his  patients,  but  that  clarification  of  the 
laws  is  desirable.” 

And  finally  that  it  knew  “of  no  type  of  con- 
traceptive which  is  reasonably  adequate  and  ef- 
fective for  a large  portion  of  the  population.” 

On  the  subject  of  State  Medicine  the  trend 
was  constantly  toward  conservation  of  medical 
control  in  private  professional  hands,  and  blunt 
disapproval  of  any  kind  of  institutional  or  gov- 
ernmental interference  with  that  control. 

The  justification  uniformly  was  that  only  in 
such  professional  control  was  the  public  amply 
served.  No  higher  protection  of  the  individual 
American’s  health  could  be  offered  than  was  in 
the  power  of  the  organized  M.  D. 

A proposition  to  raise  the  standards  of  the 
profession  by  applying  to  medical  students  of 
the  future,  not  only  academic  standards  but  a 
“judgment  of  character,  personality,  social  fit- 
ness and  motivations”  was  approved. 

Many  matters  were  considered  bv  the  House 
of  Delegates  that  cannot  be  here  discussed  at 
this  time. 

Close  to  7,000  physicians  registered  for  the 
meeting.  Over  300  papers  were  presented  before 
the  scientific  sessions  ranging  from  Caesarean 
section  to  fractures,  from  babv  feeding  to  twi- 
light sleep,  from  goiter  to  diabetes,  etc. 

Commercial  exhibits  numbered  250,  scientific 
exhibits  about  200.  The  Kettering  Hypertherm 
was  demonstrated  by  Dr.  A.  E.  Bennett,  Omaha, 
representing  the  University  of  Nebraska  College 
of  Medicine,  under  whose  auspices  a scientific 
study  of  the  hypertherm  method  is  being  made. 

Dr.  H.  W.  Orr,  Lincoln,  gave  demonstrations 
of  axis  traction.  The  registration  of  Nebraska 
physicians  numbered  considerably  above  200. 

Dr.  J.  H.  J.  Upham,  Columbus,  Ohio,  Dean  of 
the  Medical  College  of  the  Ohio  State  University, 
was  elected  President-elect.  Dr.  Upham  has 
been  very  active  in  the  activities  of  the  American 
Medical  Association  for  many  years.  The  an- 
nual meeting  for  1937  will  be  held  at  Atlantic 
City. 

About  twenty-five  special  medical  and  scien- 
tific groups  held  preconvention  meetings  in  Kan- 
sas City.  Twenty-eight  Alumni  Associations 
dinners  were  given. 

Altogether  the  Kansas  City  meeting  was  con- 
sidered one  of  the  most  interesting  and  from  a 
scientific  viewpoint,  one  of  the  best  ever  held. 
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IN  ADMISS  ABILITY  OF  EVIDENCE  OF 
LIABILITY  INSURANCE  DECIDED  ... 
BY  SUPREME  COURT 

The  profession  of  Nebraska  has  long  been  in- 
terested in  the  proposition  above  outlined.  In  the 
case  of  Fielding  vs.  Publix  Cars  decided  by  the 
Nebraska  Supreme  Court  in  March  the  matter 
seems  to  have  been  settled  by  a decision  along 
the  contention  of  the  medical  profession  which 
contention  has  been  that  in  cases  of  malpractice 
the  question  invariably  put  to  the  defendent  “Do 
you  carry  liability  insurance  and  if  so,  how 
much?”  is  improper,  irrelevant  and  not  pertinent 
to  the  issue  in  the  case  at  bar. 

In  the  case  to  which  this  article  refers  the  mat- 
ter of  a physician  being  obliged  to  testify  wheth- 
er he  carried  indemnity  insurance,  and  how 
much,  was  in  no  manner  involved  in  the  transac- 
tion before  the  court.  There  was  no  dispute 
whatever  over  a physician's  evidence,  neither  was 
a physician  a party  to  the  action. 

At  the  same  time  the  Court  seems  to  have  re- 
versed a long  standing  decision  of  the  utmost 
importance  to  every  physician  or  surgeon  in- 
volved in  a liability  malpractice  suit.  We  quote 
the  Court,  in  part : 

FIELDING  v.  PUBLIX  CARS,  Inc.,  et  al. 

No.  29514. 

Supreme  Court  of  Nebraska. 

March  13,  1936. 

1.  Trial  — 127 

In  action  for  injuries  to  taxicab  passenger,  evidence 
that  taxicab  company  carried  liability  insurance  held 
not  admissible  to  prove  ownership  of  cab  and  exist- 
ence of  master  and  servant  relation,  where  petition 
alleged  that  cab  was  owned  by  another  than  taxicab 
company  and  question  failed  to  refer  to  cab  in  which 
passenger  was  riding. 

2.  Trial  — 127 

Permitting  taxicab  passenger  suing  for  injuries  to 
show  on  his  case  in  chief  that  taxicab  company  car- 
ried liability  insurance  held  reversible  error  where 
evidence  was  irrelevant. 

Syllabus  by  the  Court 

1.  In  an  action  against  a taxicab  company  for  in- 
juries to  a passenger,  it  is  reversible  error  for  the 
trial  court  to  permit  plaintiff  on  his  case  in  chief 
to  show  that  defendant  is  indemnified  from  loss  by 
an  insurance  company,  where  such  proffered  evi- 
dence is  not  relevant  to  any  material  issue  in  the 
case. 

2.  The  rule  of  practice  promulgated  in  Jessup  v. 
Davis,  115  Neb.  1,  211  N.W.  190,  56  A.L.R.  1403,  and 
heretofore  followed  by  this  court,  to  the  effect  that 
plaintiff  may,  in  a personal  injury  action,  by  appro- 
priate interrogatories  on  cross-examination,  estab- 
lish that  defendant  is  indemnified  from  loss  by  an 
insurance  company  is  hereby  revoked,  such  revoca- 
tion to  be  effective  20  days  from  the  date  of  the  re- 
lease of  this  opinion. 

“Defendants  contend  that  the  rule  of  practice 
promulgated  by  this  court  in  the  case  of  Jessup  v. 
Davis,  supra,  is  unsound  and  not  sustained  by 


legal  authority,  and  request  a reconsideration  of 
the  rule  by  this  court.  The  question  whether  the 
plaintiff  has  a right  to  show  that  the  defendant 
carries  liability  insurance  first  came  before  this 
court  in  the  case  of  Egner  v.  Curtis,  Towle  & 
Paine  Co.,  96  Nebr.  18,  146  N.W.  1032;  L.R.A. 
1915A,  153.  In  that  case  the  court  announced 
the  following  rule : ‘Where  a defendant,  in  a per- 
sonal injury  action,  is  indemnified  by  an  employ- 
er’s casualty  insurance  company,  it  is  proper  for 
plaintiff's  counsel  to  show  such  fact  when  im- 
paneling the  jury,  and  to  inquire  of  each  juror, 
upon  his  voir  dire,  if  he  is  a stockholder  or  agent, 
or  in  any  manner  interested  in  such  company.’ 
This  rule  was  followed  in  Koran  v.  Cudahy  Pack- 
ing Co.,  100  Nebr.  693,  161  N.W.  245,  and  Pen- 
hansky  v.  Drake  Realty  Construction  Co.,  108 
Nebr.  120,  190  N.W.  265.  The  right  of  counsel 
to  interrogate  jurors  on  their  voir  dire  examina- 
tion in  order  to  determine  whether  it  is  expedient 
to  challenge  any  of  them  peremptorily,  within 
proper  limits,  cannot  be  denied.  The  authorities 
differ  on  this  question  on  the  method  of  interro- 
gation to  be  employed  rather  than  on  the  right. 
We  are  impressed  with  the  method  approved  by 
the  Michigan  court  in  the  case  of  Holman  v.  Cole, 
242  Mich.  402,  218  N.W.  795,  797,  wherein  the 
court  says:  ‘In  the  case  before  us,  the  inquiry 
referred  to  a foreign  corporation.  We  feel  forced 
to  the  conclusion  that  the  purpose  of  counsel  in 
asking  each  one  of  the  jurors  called  if  he  was 
interested  as  a stockholder  in  such  company  was 
not  for  the  purpose  of  obtaining  information,  but 
to  impress  upon  their  minds  that  the  defendant 
was  protected  by  insurance  and  would  not  be 
personally  liable  for  any  judgment  entered  in  the 
case.  If  information  alone  was  sought,  it  might 
easily  have  been  obtained  by  asking  the  jury  col- 
lectively if  any  of  them  were  stockholders  in  any 
corporation,  and,  if  they  were,  to  have  asked  the 
kind  of  a corporation  they  were  interested  in.’ 
We  can  conceive  of  situations  even  under  the 
foregoing  rule  where  it  would  be  necessary  to 
go  into  the  question  further  and  bring  out  the 
name  of  the  insurance  company  involved.  We 
cannot  say,  therefore,  that  the  rule  heretofore  an- 
nounced with  reference  to  the  interrogation  of 
juries  on  voir  dire  on  this  subject  is  unsound. 
The  limits  to  which  counsel  may  go  in  interrogat- 
ing the  jury  must  rest  largely  in  the  discretion 
of  the  trial  court,  viewed  in  the  light  of  the  situa- 
tion as  it  comes  before  it. 

“But,  where  the  plaintiff  shows  that  defendant 
carries  liability  insurance,  when  it  is  not  relevant 
to  some  issue  in  the  case,  we  have  come  to  the 
conclusion  that  it  is  inadmissible.  Such  evidence 
can  have  no  relevancy  to  the  question  of  negli- 
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gence.  It  cannot  be  disputed  that  there  are  cases 
where  liability  insurance  may  be  the  subject  of 
evidence,  or  the  object  of  interrogatories,  if  the 
fact  of  insurance  bears  upon  an  issue  in  the  case. 
In  other  words,  if  the  evidence  is  properly  ad- 
missible for  any  purpose,  it  cannot  be  excluded 
for  the  reason  that  it  tends  to  prejudice  the  de- 
fendant because  it  shows  or  tends  to  show  that 
he  carries  liability  insurance.  We  have  examined 
with  care  the  opinion  in  the  case  of  Jessup  v. 
Davis,  supra,  as  well  as  the  opinions  of  the  court 
of  appeals  of  the  District  of  Columbia,  three  cir- 
cuit courts  of  appeal  and  the  courts  of  last  resort 
in  40  sister  states,  all  holding  to  the  contrary.  We 
will  not  take  the  space  to  quote  from  each  of 
these  holdings.  A discussion  of  a large  number 
of  cases  contrary  to  Jessup  v.  Davis,  supra,  and 
supporting  the  rule  we  now  believe  to  be  the  cor- 
rect one,  will  accomplish  no  good  purpose.” 


PRESIDENT  COVEY  VISITS  THE  IOWA 
MEDICAL  SOCIETY  MEETING 

On  Friday,  May  the  first,  I was  in  Des  Moines 
attending  the  Iowa  State  Medical  Society  meet- 
ing. My  visit  was  in  reciprocation  for  the  visit 
of  Dr.  Prince  Sawyer  to  our  meeting.  I had  the 
privilege  of  being  present  at  his  installation. 

I was  impressed  by  a number  of  things  while 
in  Des  Moines.  Perhaps  the  first  of  these  is  the 
value  of  doing  the  very  thing  I was  there  for, 
seeing  what  our  sister  societies  do,  how  they  do 
it ; what  they  are  enthusiastic  about  and  why ; 
getting  acquainted,  etc. 

Their  meetings  are  conducted  somewhat  dif- 
ferently from  ours.  They  have  three  general 
sessions,  one  each  forenoon  and  two  section  ses- 
sions. the  first  and  second  afternoons.  The  sec- 
tions are  medical,  surgical,  and  eye,  ear,  nose  and 
throat. 

The  noted  speakers  from  abroad  were  about 
as  numerous  and  as  well  known,  and  gave  about 
as  interesting  papers  as  ours. 

Some  of  the  impressive  facts  about  their  soci- 
ety are:  86%  of  eligible  doctors  in  the  state  be- 
long to  the  state  society.  This  constitutes  a total 
of  2,395.  Twenty-one  (21)  counties  of  a total 
of  99  (I  think  99  is  correct)  had  100%  member- 
ship in  1935.  Their  dues  are  $10.00  without  an 
executive  secretary. 

A speakers  bureau  is  maintained  through  the 
office  of  the  secretary.  Its  work  was  displayed 
in  the  scientific  exhibit.  The  number  of  talks 
given  to  doctors  and  laymen  through  this  bureau 
in  a year  was  rather  impressive. 


Their  scientific  exhibit  was  showing  for  its 
second  year.  It  did  not  seem  any  better  than 
ours  in  its  first  year.  This  is  something  I hope 
many  will  plan  on  for  the  1937  session.  It  is  truly 
a function  of  the  state  society  and  its  expense 
should  be  borne  by  the  society.  When  the  budget 
for  the  1937  meeting  is  prepared,  some  funds 
should  be  allowed  for  this.  This  year  most,  if 
not  all,  the  expense  had  to  be  carried  by  the 
county.  If  it  proves  to  be  the  starting  of  such 
a good  custom  it  will  have  been  worth  the  cost 
and  effort. 

I was  very  nicely  entertained  and  greatly  en- 
joyed the  luncheon  for  the  county  secretaries, 
where  I had  the  privilege  of  greeting  their  so- 
ciety for  ours  and  saying  a few  words  “to  boot.” 

— George  W.  Covey. 


TUBERCULOSIS  SURVEY  OF 

NEBRASKA 

The  State  Planning  Board  and  the  Board  of 
Control  conceived  a plan  for  a state  wide  tuber- 
culosis survey  of  Nebraska  with  the  object  of 
obtaining  statistical  data  on  this  disease  in  our 
state. 

The  Nebraska  State  Medical  Association,  the 
Nebraska  State  Department  of  Health  and  the 
Nebraska  State  Tuberculosis  Association  were 
invited  to  confer  in  the  matter.  Our  conception 
of  such  a survey,  of  course,  differed  from  theirs 
in  that  the  scientific  and  public  health  idea  is  one 
of  case  finding  with  the  object  of  better  preven- 
tion and  better  treatment.  The  State  Planning 
Board  and  Board  of  Control  with  the  full  sup- 
port of  Governor  Cochran  were  quite  willing  to 
permit  us  to  make  it  a case  finding  survey,  as 
this  would  serve  two  purposes  as  easily  as  one. 

Our  House  of  Delegates  meeting  at  Lincoln, 
April  9,  1936,  enthusiastically  endorsed  this  pro- 
ject and  empowered  the  president  and  the  Com- 
mittee on  Tuberculosis  to  proceed  with  the  survey 
as  we  deemed  wise. 

Questionnaires  have  been  prepared  and  will 
shortly  be  forwarded  to  you  with  the  object  of 
finding  if  possible  every  living  case  of  tubercu- 
losis in  our  state.  These  have  been  made  pur- 
posely, as  short  and  concise  as  possible,  to  save 
time.  Conversely  they  must  be  filled  out  as  com- 
pletely as  possible.  Their  prompt  return  is  earn- 
estly requested  as  the  time  this  project  can  be 
carried  on  is  limited. 

No  intimate  data  is  to  go  outside  the  medical 
profession.  To  this  end  the  questionnaires  are 
to  be  returned  to  the  office  of  our  executive  sec- 
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retary.  Here  the  statistical  data  only  will  be 
taken  off  for  use  by  the  State  Planning  Board 
and  Board  of  Control. 

We  earnestly  request  your  full  cooperation  and 
prompt  response  in  what  we  feel  must  be  a very 
creditable  piece  of  scientific  work  our  state  asso- 
ciation can  do  along  the  lines  of  Public  Health 
and  Preventive  Medicine. 

— Geo.  W.  Covey,  President. 


TUBERCULIN  SKIN  TESTING 

Comment  at  this  time  upon  the  technique,  the 
significance,  and  the  practical  value  of  tuberculin 
skin  testing  may  be  timely  and  possibly  helpful. 
If  it  is  to  be  a method  of  precision  and  certainty 
from  which  logical  and  reliable  deductions  and 
conclusions  may  be  safely  made  certain  facts 
should  be  understood  and  will,  therefore,  bear 
repetition  at  this  time. 

It  has  been  known  for  fifty  years  that  those 
who  are  infected  with  tuberculosis  may  be  differ- 
entiated from  those  who  are  not  by  the  employ- 
ment of  tuberculin  applied  to  the  skin  or  within 
the  skin  by  various  methods.  The  older  “scratch 
test”  of  von  Pirquet  has  been  almost  entirely 
superseded  by  the  Mantoux  test  for  reasons 
which  are  obvious.  It  is  a technique  more  quick- 
ly and  easily  employed,  the  dosage  is  more  ac- 
curately controlled,  and  the  solution  of  tuber- 
culin remains  in  contact  with  the  tissues.  In  the 
Mantoux  test  the  tuberculin  should  be  introduced 
intradermally.  When  it  is  introduced  partially 
subcutaneously  no  harm  is  done  except  that  the 
possibility  is  increased  of  producing  a rather  ex- 
cessively severe  and  unnecessary  reaction  in  an 
individual  who  is  somewhat  hypersensitive. 


and  an  attitude  in  medical  thinking  which  again 
is  not  justifiable  nor  in  accordance  with  the  facts. 
Tuberculin  testing  of  adults,  such  as  the  em- 
ployees of  a large  industry  or  the  teaching  per- 
sonnel of  an  educational  institution  when  properly 
carried  out  constitutes  an  effective  screening  pro- 
cess by  which  we  may  be  greatly  aided  in  the 
detection  of  otherwise  hidden  cases  of  actual  dis- 
ease which  are  capable  of  disseminating  infection 
This  may  be  done,  however,  only  in  the  event  that 
the  positive  reactors  are  submitted  to  x-ray  ex- 
amination. 

On  the  side  of  the  education  of  the  public,  it 
must  come  to  be  thoroughly  understood  that  a 
tuberculin  test  is  never  harmful  or  dangerous. 
The  material  used  at  the  present  time  is  either 
old  tuberculin  or  purified  protein  derivative 
which  is  known  as  P.P.D.  The  old  tuberculin  is 
obtainable  all  ready  diluted  to  the  proper  strength 
in  8 cc.  vials,  each  of  which  is  sufficient  for  ap- 
proximately fifty  doses.  In  private  practice  the 
old  tuberculin  preparations  are  more  convenient 
than  the  P.P.D.  since  with  the  latter  as  now  pro- 
vided in  tablet  form  it  is  necessary  to  prepare  a 
quantity  each  time  consisting  of  enough  to  per- 
form ten  tests. 

It  is  desirable  to  point  out  and  to  emphasize 
that  the  most  important  factor  in  the  question  of 
its  general  usefulness  is  that  while  a minimal  dose 
is  to  be  administered  first  this  should  never  fail 
to  be  followed  by  an  increased  dosage  if  the  re- 
action to  the  first  dose  is  negative.  The  dilution 
in  which  two  minims  equals  0.1  milligram  of 
O.T.  is  to  be  employed  in  each  instance  for  the 
first  test  on  any  individual  or  group  for  the  prin- 
cipal reason  that  many  will  react  to  this  minimal 
dose,  some  of  whom  would  manifest  a rather  se- 
vere reaction  if  a larger  dosage  was  employed 
first.  A second  dose  of  a dilution  in  which  two 
minims  represents  1.  milligrams  of  O.T.  should 
be  administered  to  any  and  all  who  fail  to  react 
to  the  first.  By  this  procedure  it  is  possible  to 
thus  avoid  severe  reactions.  It  should  be  under- 
stood thoroughly  that  it  is  a serious  mistake  when 
only  the  minimal  dosage  is  employed,  and  no  re- 
action occurs,  to  rate  the  individual  as  uninfected. 
One  is  tempted  to  state,  and  justifiably  so,  be- 
cause of  certain  common,  practical  observations 
which  have  been  repeatedly  made,  that  if  those 
who  react  negatively  to  a minimal  dosage  are 
not  subsequently  tested  with  the  maximum  dos- 
age it  would  have  been  better  had  they  not  been 
“tested”  at  all.  The  degree  of  sensitivity  or  sen- 
sitization of  the  individual  to  tuberculin  through- 
out the  prolonged  course  of  the  existence  of  ac- 
tive pathology  varies  considerably,  but  it  is  ex- 


Certain  references  should  be  made  pertaining 
to  the  present  conception  and  understanding  of 
the  subject  of  tuberculosis  as  compared  or  con- 
trasted with  much  that  prevailed  in  the  thought 
of  the  past.  The  traditional  and  almost  axio- 
matic statement  that  “every  man  has  a little 
tuberculosis”  is  no  longer  true.  This  generally 
accepted  beatitude  in  the  profession  and  among 
laymen  was  based  almost  entirely  on  observa- 
tions made  in  Vienna  thirty  years  ago.  It  is  at 
present,  of  course,  far  from  a correct  statement. 
High  school  and  college  students  throughout  the 
entire  midwest  area  who  are  positive  to  tuber- 
culin will  average  considerably  below  25  per  cent 
and  in  rural  districts  the  average  among  adults 
will  scarcely  exceed  this  figure.  The  statement 
or  casual  remark  so  often  heard  that  the  “Skin 
Test”  if  of  no  value  except  in  children  has  pre- 
vailed for  many  years.  It  represents  a position 
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tremely  infrequent  that  there  will  be  any  time  at 
which  he  will  not  show  some  reaction  in  the  event 
that  a suitable  dosage  is  administered.  In  those 
who  have  just  been  subjected  to  their  primary  in- 
fection there  is  an  elapsed  period  of  three  or  four 
weeks  before  sensitization  is  manifested  by  the 
skin  reaction  to  tuberculin.  In  infected  children 
it  is  true  that  during  the  time  at  which  they  may 
be  suffering  with  an  acute  infectious  disease  there 
may  appear  to  be  a loss  of  sensitization  to  tuber- 
culin. This  is  somewhat  controversial  and  in  a 
majority  of  instances  sensitization  will  be  found 
to  be  present  if  a suitable  dosage  is  employed. 
Its  apparent  absence  under  such  conditions  has 
been  stated  by  some  to  be  not  a loss  of  sensitiza- 
tion but  a failure  to  show  a skin  reaction  because 
of  a dilatation  of  the  vascular  bed  which  occurs 
during  the  course  of  the  acute  infectious  disease. 

The  most  serious  error  with  reference  to  the 
use  of  a minimal  dose  of  tuberculin  which  is 
followed  by  the  absence  of  a skin  reaction  comes 
in  connection  with  the  examination  of  those, 
mostly  adults,  who  at  a time  when  there  is  ac- 
tual gross  active  tuberculous  pulmonary  path- 
ology are  “tested"  by  the  administration  of  a 
minimal  dose  of  tuberculin  and  because  they  do 
not  show  a positive  reaction  are  assured  that  they 
do  not  have  tuberculosis.  This  is  to  be  avoided 
as  indicated  above  by  subsequently  administering 
to  such  individual  a dose  of  a preparation  of  old 
tuberculin  which  approximates  1 milligram  or 
testing  them  with  the  No.  2 dilution  of  P.P.D. 
which  is  250  times  the  strength  of  the  No.  1. 

— John  F.  Allen,  (Omaha). 

FEDERAL  JUDGES  FINE  CARELESS 
CRAB  PACKERS 

Shipments  of  germ-laden  crabmeat  by  three 
Chesapeake  Bay  packers  brought  them  into  Fed- 
eral court  at  Baltimore  recently  for  violating  the 
Food  and  Drugs  Act,  the  Food  and  Drug  Ad- 
ministration reports. 

The  actions  are  the  outcome  of  the  campaign 
begun  by  federal  and  state  authorities  in  1932  to 
clean  up  dirty  conditions  in  the  crab  packing 
houses  in  the  Chesapeake  Bay  region,  so  as  to 
guarantee  the  production  of  crabmeat  free  from 
danger  to  the  consumer.  Crabmeat,  which  after 
cooking  is  picked  from  the  shells  and  packed  by 
hand,  and  then  refrigerated  without  sterilization, 
was  found  to  be  contaminated  with  several  types 
of  bacteria.  It  is  the  experience  of  bacteriologists 
that  such  organisms  are  transmitted  commonly  by 
contact  with  filth.  Following  this  lead,  premises 
were  inspected  and  showed  disgusting  conditions, 
rat-infested  buildings,  slimy  floors  on  which  the 


cooked  crabs  were  piled  to  cool,  unscreened  win- 
dows and  doorways  allowing  millions  of  flies  to 
circulate  between  the  scrap  heaps  and  the  pick- 
ing room,  careless  personal  habits,  lack  of  facili- 
ties for  the  workers  to  wash  up,  and  rinse  water 
dipped  from  the  edge  of  the  dock  without  regard 
to  the  presence  of  sewage. 


SURGEON  GENERAL  LISTS  SIX  ‘MUSTS’ 
ON  HEALTH  PLAN 

The  newly-appointed  Surgeon  General  of  the 
U.  S.  Public  Health  Service,  Dr.  Thomas  Par- 
ran,  Jr.,  has  six  “musts”  on  his  program  for  se- 
curing better  health  throughout  the  nation,  based 
on  his  philosophy  that  “the  greatest  need  Un- 
health  action  is  where  the  greatest  saving  of  life 
and  suffering  can  be  made.”  They  are  the  fol- 
lowing: 

1.  To  finish  the  job  of  wiping  out  tubercu- 
losis. 

2.  To  wipe  out  that  unmentionable  disease, 
syphilis,  the  end  results  of  which  “crowd  our 
jails,  our  poorhouses  and  our  insane  asylums.” 

3.  To  make  available  to  people  everywhere 
facilities  for  the  proper  diagnosis  and  treatment 
of  cancer,  which  in  Dr.  Parran’s  opinion  would 
reduce  by  20  per  cent  the  deaths  from  this  dis- 
ease. 

4.  To  reduce  the  “disgracefully  high”  death- 
rates  of  mothers  in  childbirth  and  of  babies  in 
their  first  month  of  life. 

5.  To  correct  the  conditions  resulting  from 
improper  diet. 

G.  To  restore  crippled  children  to  lives  of 
usefulness. 

— Victor  News. 


AMERICAN  STUDENT  HEALTH 
The  third  annual  meeting  of  the  South  Central 
Section  of  the  American  Student  Health  Asso- 
ciation was  held  in  the  Pharmacy  building  at  the 
University  of  Nebraska  on  April  18th.  This  sec- 
tion includes  the  states  of  Missouri,  Kansas, 
Nebraska,  Wyoming  and  Colorado. 

The  leading  papers  were  as  follows : The 

Problem  of  Developing  a Student  Health  Serv- 
ice, Dr.  Florence  Sherbon,  Professor  of  Child 
Care,  The  University  of  Kansas ; The  Military 
Department  as  a Health  and  Character  Building 
Agency  on  the  University  Campus,  Col.  W.  H. 
Oury,  Colonel  Infantry  U.  S.  A. ; The  Student 
Health  Service  and  the  Local  Profession,  Dr.  W. 
C.  Becker,  Lincoln,  Nebraska ; The  Purposes  of 
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the  American  Student  Health  Association,  Dr. 
Ralph  I.  Canuteson.  Director  Student  Health 
Service.  University  of  Kansas ; New  Possibili- 
ties of  Preventive  Medicine,  Dr.  E.  Lee  Shrader 
of  St.  Louis.  Missouri,  President  of  the  Ameri- 
can Student  Health  Association. 

The  meeting  was  attended  by  30  delegates 
from  various  Colleges  in  the  region. 

Dr.  R.  A.  Lyman,  Director  of  the  Department 
of  Student  Health  at  the  University  of  Nebraska 
was  elected  Regional  President  for  the  coming 
year. 


MEDICAL  AUTHORS  TAKE  NOTICE 

Physicians  who  discussed  papers  at  the  annual 
meeting  will  kindly  take  notice  and  take  seriously 
the  suggestion  that  all  discussions  were  mailed  to 
authors  within  ten  days  of  the  annual  meeting 
to  be  corrected  if  need  be  and  a self-addressed 
envelope  enclosed  therewith  for  mailing  to  the 
editor.  Therefore,  if  discussions  so  mailed  to  the 
discussant  are  not  returned  to  the  editor  prompt- 
ly, the  editor  will  use  the  carbon  copy  in  his 
hands  in  publishing  the  discussion  and  if  the  fin- 
ished product  is  not  satisfactory  to  the  discussant, 
the  fault  is  not  the  editor’s.  Remember  the 
“stitch  in  time !" 


MEDICO-LEGAL: 

THE  DOUBLE  STANDARD  IN 
COMPENSATION 

A double  standard  of  measure  for  determina- 
tion of  disabilities  is  sometimes  used  by  adjustors 
and  attorneys. 

One  of  these  standards  is  the  earnings  of  the 
claimant  which  may  be  termed  a “financial  meas- 
uring rod.’’  The  other  is  the  loss  of  functions 
which  reduces  the  capacity  to  do.  It  may  be 
termed  “a  physical  measuring  rod.”  When  the 
financial  measuring  rod  is  used,  only  the  claim- 
ant's earnings  are  considered  and  the  physician 
is  not  necessary  for  that  purpose.  With  the  fi- 
nancial measure,  if  the  claimant  earns  the  same 
amount  of  money  after  his  injury  as  he  did  be- 
fore the  injury  he  has  no  disability.  Obviously 
earnings  may  be  effected  by  economic  or  social 
causes  and  a partial  disability  may  become  a total 
disability  and  a temporary  disability  a permanent 
disability  because  of  some  social  or  economic 
event,  although  no  change  in  the  physical  condi- 
tion of  the  patient  has  occurred.  There  are  two 
general  controlling  factors  and  one  specific  fac- 
tor to  be  considered  in  the  determination  and  ap- 
plication of  degree  of  disabilities.  Physical  disabil- 


ity implies  a departure  from  the  normal  condi- 
tion. It  should  be  borne  in  mind  that  the  degree 
of  disability  is  measured  on  a basis  of  departure 
from  the  normal  or  natural  physical  or  mental 
function.  Frequently  appliances  of  various  kinds 
when  worn  reduce  the  disability  that  would  be 
present  without  them.  Such  appliances  consti- 
tute continuous  treatment ; are  not  a part  of  the 
individual’s  natural  self,  and  should  not  be  con- 
sidered as  elements  modifying  the  physical  dis- 
ability. Occupational  disability  is  departure  from 
normal  as  applied  to  earning  power.  Capacity 
when  applied  to  occupation  will  vary  materially 
and  in  the  last  analysis  the  capacity  to  do  is  the 
accurate  gauge  of  measure.  The  general  con- 
trolling factors  in  determination  of  the  degree  of 
disability  are,  the  disturbance  of  function  and  the 
effect  of  this  disturbance  of  function  on  the  ca- 
pacity of  the  individual. 

The  specific  factor  is  a legal  factor.  The  term 
total  disability  when  applied  to  Workmen’s  Com- 
pensation Act  has  been  decided  by  the  Nebraska 
Supreme  Court  to  be  as  follows : “A  workman 
who  solely  because  of  his  injury  is  unable  to 
perform  or  obtain  any  substantial  amount  of 
labor  either  in  his  particular  line  of  work  or  in 
any  other  for  which  he  would  be  fitted  except 
for  his  injury,  is  totally  disabled  within  the  mean- 
ing of  the  Compensation  Law.  Wingate  v.  Evans 
Model  Laundry  123  Nebr.  844-49:  Metropolitan 
Dist.  v.  Jansen.  Case  No.  29115.” 

Under  the  Workmen's  Compensation  Act  the 
injured  workman  does  not  recover  damages  as 
such  for  an  injury  but  receives  stated  compensa- 
tion fixed  by  statute  as  compensation. 

When  a claim  is  made  for  injury  under  the 
law.  applicable  to  insurance  generally,  compen- 
sation is  sought  in  the  form  of  indemnity.  The 
term  “Total  Disability”  in  this  class  of  cases  has 
been  defined  by  the  Nebraska  Supreme  Court 
as  follows : 

“The  term  ‘Total  Disability'  is  rarely,  if  ever 
given  a strictly  literal  meaning  of  absolute  help- 
lessness or  entire  disability,  but  rather  inability 
to  do,  substantially,  or  practically  all  material 
acts  for  the  transaction  of  insured’s  business  in 
the  customary  and  usual  manner.  Hamblin  v. 
Equitable  Life  Assure.  Soc.  of  U.  S.  24(5  N.  W. 
397  at  399." 

These  legal  requirements  are  not  a theory  but 
a condition  to  which  the  physician  must  submit. 
The  physician,  having  determined  the  physical 
or  mental  loss  of  function,  is  expected  to  deter- 
mine what,  if  any,  loss  of  capacity  is  produced 
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by  this  loss,  using  for  his  basis  of  determination, 
“total  disability,”  which  means  one  condition  in 
Workmen’s  Compensation  cases  and  another  con- 
dition in  cases  arising  out  of  other  contractural 
relationships  or  under  the  common  law. 

As  long  as  the  relationship  remains  one  of  pa- 
tient and  physician,  the  issue  is,  generally  speak- 
ing, a medical  one  restricted  to  the  body  of  the 
individual  patient  and,  the  physician  under  such 
circumstances  is  his  own  trial  court,  his  own  fact 
finding  agency,  his  own  interpreter  of  the  facts, 
and  his  own  administrator  of  remedies.  But  when 
the  issue  is  in  a court  of  law,  the  physician  is 
only  one  of  the  fact  finding  sources,  is  not  the 
interpreter  of  the  facts  and  is  not  the  administra- 
tor of  legal  remedies.  He  is  in  an  entirely  dif- 
ferent environment,  where  custom  and  precedent 
prevail,  and  the  doctor,  if  he  expects  to  be  useful, 
must  willingly  and  obediently  conform  to  the 
rules  and  customs  of  this  environment. 

Czar  Johnson,  (Lincoln). 


INTRODUCTION  OF  PRESIDENT-ELECT 
Lincoln,  May  9 

DR.  A.  C.  BARRY  (Norfolk):  Members  of 
the  Nebraska  State  Medical  Association:  It  is  in- 
deed a privilege  to  be  permitted  to  introduce  to 
you  your  President-elect,  Dr.  R.  W.  Fonts,  of 
Omaha. 

DR.  R.  W.  FOUTS  (Omaha)  : Mr.  President, 
Ladies,  and  Members  of  the  Nebraska  State 
Medical  Association  : It  would  be  superfluous  for 
me  to  say  I am  truly  happy  to  accept  the  honor 
that  has  been  tendered  me.  It  is  an  honor  that 
may  come  only  to  a few,  yet  I feel  it  is  an  honor 
that  may  well  be  coveted  by  any  man  in  any  pro- 
fession or  calling  at  any  time  or  place.  Particu- 
larly do  I feel  this  is  true  because  I think  there 
is  no  profession  that  equals  our  profession  from 
the  standpoint  of  the  moral  fiber,  as  well  as  the 
educational  qualifications,  and  these  coupled 
with  the  type  of  work  and  the  ideals  for  which 
we  are  all  striving. 

I think  we  all  appreciate  the  fact  there  are  busy 
days  ahead.  These  changing  times  have  affected 
the  medical  profession  perhaps  as  much  as  any 
other  profession  or  business.  It  requires  we 
be  on  the  lookout  for  everything  in  the  way  of 
legislation  and  the  "New  Deal,”  or  whatever 
you  want  to  call  it — the  social  security  activities 
which  do  materially  affect  us. 

I should  like  to  mention  the  letter  many  of  you 
have  received  the  past  week,  and  ask  you  give  it 
proper  consideration  and  that  you  act  according- 
ly, because  you  are  working  for  yourselves. 


Again  I want  to  express  my  appreciation  of 
the  honor  given  me,  and  I promise  you  I will  do 
my  best  to  carry  on — to  assist  our  president  next 
year  in  any  way  I can,  and  with  the  feeling 
when  I become  president  of  your  organization, 
you  will  assist  me  as  you  have  other  men  in  the 
past. 

I thank  you. 


EDITORIAL  PARAGRAPHS 

The  town  of  Franklin  is  discussing  a coopera- 
tive hospital. 

A new  ad — The  Physicians  Casualty  Associa- 
tion of  Omaha. 

A new  cause  of  headaches  has  been  mentioned 
by  Costen  of  St.  Louis — excessive  chewing  with 
bad  teeth. 

Before  the  Omaha  Lions  club  Dr.  Alfred 
Brown  aptly  said  ‘‘A  surgeon  should  be  a doctor 
first.” 

The  Morbidity  Report  of  the  State  Board  of 
Health,  records  for  April  542  cases  of  scarlet 
fever  of  which  number  318  occurred  in  Omaha. 

The  death  rate  from  cardiovascular-renal  dis- 
ease has  not  decreased  any  since  1900,  according 
to  the  Metropolitan  Life  Insurance  Company. 

Even  physicians  occasionally  have  good  times. 
Recently  a group  of  the  Omaha  profession  gave 
a tea  party  at  the  University  Medical  College. 

Harrison,  the  last  town  on  the  North  Western 
Lines  in  northwest  Nebraska  needs  a physician 
and  the  Community  club  is  taking  measures  to 
get  one. 

Scientific  awards  of  merit  were  made  at  the 
Kansas  City  meeting  to  Dr.  R.  Russel  Best,  Dr. 
N.  Frederick  Hicken,  Dr.  Howard  B.  Hunt,  all 
of  Omaha. 

The  First  International  Conference  on  Fever 
Therapy  is  to  be  held  at  Columbia  University, 
New  York  City,  U.  S.  A.,  from  September  29th 
to  October  3rd,  1936. 

From  the  Nezv  York  Journal  of  Medicine  we 
glean  that  in  the  British  Empire,  leprosy  has  in- 
creased by  700,000  cases  in  the  last  twelve  years, 
which  is  something  to  think  about. 

Dr.  Olga  Stastny,  Omaha  physician  noted  for 
her  activities  in  welfare  work  in  Europe  follow- 
ing the  World  war,  was  elected  vice  president  of 
The  Medical  Women's  National  Association  at 
Kansas  City  last  month. 
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While  cancer  is  usually  considered  a disease 
of  middle  life,  it  is  a fact  that  a case  has  been 
reported  in  a child  under  two  years  old  and  num- 
erous cases  have  occurred  in  persons  under 
twenty. 

The  American  Association  for  the  Study  of 
Goiter  will  hold  its  annual  meeting  at  the  Drake 
hotel,  Chicago,  June  8,  9,  10,  with  a generous 
program,  in  which  we  find  the  name  of  Dr.  C.  H. 
Arnold,  Lincoln. 

The  beginning  of  what  is  now  the  United 
States  Public  Health  service  was  made  in  1798 
during  the  administration  of  President  John 
Adams,  the  original  set-up  being  made  to  care 
for  seamen  only. 

Members  who  may  think  the  raising  of  dues 
to  ten  dollars  was  unwarranted  and  untimely 
may  be  interested  to  learn  that  in  the  Wisconsin 
society  the  dues  have  within  the  past  year  been 
restored  to  the  pre-war  level  of  fifteen  dollars. 

A southern  physician  writes  to  the  Kentucky 
Medical  Journal  to  the  effect  that  he  believes 
there  is  greater  comradeship,  less  personal  jeal- 
ousy and  more  cooperation  among  southern  phy- 
sicians than  seems  to  exist  elswhere.  He  may  be 
right.  We  should  stand  and  take  notice. 

Dr.  John  Ridlon,  world  famous  orthopedic 
surgeon  of  Chicago,  died  at  Newport,  R.  I.,  April 
27.  He  was  the  dean  of  orthopedic  surgeons  in 
the  middle  west  and  beloved  by  all  the  younger 
orthopedists  so  much  that  men  like  our  Dr.  J.  P. 
Lord  fondly  spoke  of  him  as  “Uncle  John.” 

A representative  of  a New  York  life  insur- 
ance concern  before  the  Lincoln  Rotary  club  re- 
cently stated  that  the  expenditure  for  public 
health  in  a city  the  size  of  Lincoln  should  be  one 
dollar  per  capita  of  population  whereas  it  is  but 
49  cents.  This  may  serve  as  a sort  of  yardstick. 

The  staff  of  St.  Mary's  hospital,  North  Platte, 
has  arranged  for  bi-monthly  study  meetings, 
each  meeting  to  have  a clinician  of  note.  The 
guest  speaker  at  the  first  meeting  was  Dr.  Joseph 
D.  McCarthy  of  Omaha  and  the  subjects  dis- 
cussed were  various  condition  of  the  heart,  kid- 
ney and  blood  vessels. 

Deaths  among  the  nation’s  children  ranging 
from  5 to  14  years  of  age,  have  diminished  ap- 
proximately 25  per  cent  in  less  than  a 10-year 
period.  Immunization  against  diphtheria  ac- 
counts for  a part  of  this.  Safety  education  has 
done  its  part;  but  just  what  else  accounts  for  the 
decline  in  mortality  is  not  yet  clear. 

The  Nebraska  State  Medical  Association  in 


cooperation  with  the  Nebraska  State  Department 
of  Health  is  making  a Tuberculosis  Survey  of 
Nebraska  by  the  questionnaire-by-mail  method  to 
the  physicians  of  the  state.  It  is  to  be  hoped  that 
all  physicians  will  promptly  fill  out  the  question- 
naires and  as  promptly  return  them. 

The  Douglas  County  Medical  Society’s  Health 
Service  has  given  medical  aid  to  200  cases  with- 
in the  first  seven  months.  This  service  budgets 
for  medical  and  surgical  service  according  to  the 
income  of  the  family  interested.  The  primary 
principle  of  the  service  is  that  nobody  shall  be 
expected  to  pay  more  than  his  income  allows. 

A study  made  by  Mr.  John  Glossinger  of  the 
Kny-Scherer  Corporation,  famed  surgical  instru- 
ment house  of  Long  Island  City,  N.  Y.,  proved 
that  of  over  six  million  individuals  on  relief,  only 
about  fifty  were  physicians  and  surgeons.  This 
compared  with  one  thousand  lawyers,  three 
thousand  ministers  and  religious  workers  and 
more  than  20,000  teachers. 

Seventy-two  cases  of  Epidemic  Pleuradynia  in 
Illinois  were  reported  by  Kirkwood  and  Stoll  in 
the  Illinois  Medical  Journal  for  Januarv,  1936. 
They  occurred  in  July  and  August  along  the  Wa- 
bash river.  Little  is  known  about  the  etiology 
of  the  disease,  and  the  therapeutics  is  limited 
mostly  to  strapping  of  the  chest  wall  and  the 
administrations  of  pain  relieving  agents. 

In  the  past  from  twenty-five  to  sixty  Nebras- 
ka physicians  have  registered  at  the  annual  meet- 
ings of  the  A.  M.  A.  This  year  with  Kansas  City 
nearer  than  the  annual  meeting  place  has  ever 
been  the  number  registered  was  well  up  toward 
three  hundred.  Lack  of  space  precludes  publica- 
tion of  names  of  all  those  present ; but  we  con- 
gratulate the  Nebraska  profession  on  the  oppor- 
tunity that  was  theirs. 

Fever  which  lasts  for  weeks  or  even  years  and 
in  spite  of  the  most  careful  investigation  remains 
unexplained  is  one  of  the  doctor’s  most  perplex- 
ing problems.  Wherever  physicians  gather  and 
exchange  shop  talk  unexplained  fever  is  a com- 
monly discussed  problem,  but  this  subject  is  sel- 
dom dealt  with  in  medical  literature  as  an  inde- 
pendent topic  and  in  a comprehensive  way. 
Hamman  and  Wainwright  of  the  Johns  Hopkins 
Hospital  and  University  felt  that  importance  of 
the  subject  merits  independent  treatment  and  set 
out  to  gather  and  analyze  the  records  of  cases 
with  the  diagnosis  of  obscure  fever. — Tubercu- 
losis Abstracts. 

Doctor:  “I  can  cure  your  husband  of  talking 
in  his  sleep,  if  that’s  all  you  want.” 

Woman:  “Couldn't  you  give  him  something 
that  would  make  him  talk  more  distinctly?" 
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OBITUARY 

Frank  W.  Johnson,  Fullerton,  Nebr.;  Nebraska  Uni- 
versity College  of  Medicine,  1894;  practitioner  at 
Fullerton  since  graduation;  a man  much  devoted  to 
his  profession  and  noted  for  his  professional  devo- 
tion to  the  needy  poor;  interested  in  all  civic  welfare 
activities;  member  Nebraska  State  Medical  Associa- 
tion; died  May  11,  1936,  of  a heart  lesion,  aged  about 
sixty-eight  years. 

Daniel  G.  Golding,  Santa  Monica,  Calif.;  native  of 
Plattsmouth,  Nebr.;  Jefferson  Medical  College,  1890; 
an  Eye,  Ear,  Nose  and  Throat  specialist;  in  practice 
at  Fremont,  Nebr.,  for  a number  of  years  previous  to 
about  1915  when  he  moved  to  California;  former 
member,  Nebraska  State  Medical  Association;  died 
suddenly,  April  27,  1936,  aged  about  sixty-five  years. 

A wife  and  daughter  survive. 


AUXILIARY  LADIES  INTRODUCED 
During  the  scientific  sessions  of  the  State  Medical 
Association  at  Lincoln,  the  following  interlude  took 
place; 

DR.  MORRIS  NIELSEN,  (Blair):  As  one  of  many 
representing  the  skim  milk  of  the  Nebraska  State 
Medical  Association,  I should  like  to  present  to  you 
some  of  the  cream.  I am  particularly  pleased  to  pre- 
sent Mrs.  C.  C.  Tomlinson,  the  retiring  President  of 
the  Woman’s  State  Auxiliary.  I also  want  to  present 
Mrs.  J.  M.  Woodward,  of  Lincoln,  as  the  incoming 
State  President.  And  I present  with  a great  deal  of 
pleasure  Mrs.  J.  E.  M.  Thomson,  Vice-President  of 
the  Woman’s  State  Auxiliary  and  President  of  the 
Woman’s  Auxiliary  of  Lincoln. 


TUBERCULOSIS  ABSTRACTS 

DIAGNOSIS  OF  OBSCURE  FEVER 

With  the  aid  of  associates  the  records  of  90  cases 
of  fever  of  unexplained  origin  occurring  in  private 
practice  and  in  the  wards  of  the  Johns  Hopkins 
Hospital  were  ferreted  out.  These  cases  are  not  re- 
garded as  units  of  statistical  calculation  since  their 
number  is  too  small  but  rather  as  illustrations  of  the 
peculiar  features  of  each  case. 

For  convenience  the  cases  were  divided  into  two 
groups,  the  first  comprising  those  with  low-grade 
fever  of  from  100°  to  101°  F.  with  light  symp- 
toms; the  second  consisting  of  cases  with  higher 
fever  and  symptoms  which  usually  incapacitated  the 
patient  and  confined  him  to  bed. 

Patients  of  the  first  group  complain  of  weakness 
and  lassitude,  of  lack  of  energy  and  endurance.  The 
zest  of  life  is  gone,  they  whip  themselves  up  to  un- 
dertake tasks  formerly  done  with  ease,  they  are  ex- 
hausted. Some  have  headaches,  others  digestive 
symptoms  or  palpitation  of  the  heart.  All  are  ill  at 
ease,  apprehensive  and  depressed  mentally  and  physi- 
cally. Many  have  consulted  successive  physicians 
and  have  undergone  various  surgical  procedures  yet 
they  feel  no  better  and  the  fever  persists.  Such  cases 
finally  group  themselves  into  these  classes. 

1.  In  a certain  number,  about  40  per  cent,  char- 
acteristic signs  and  symptoms  develop  which  per- 
mit us,  at  last,  to  make  an  accurate  diagnosis. 

2.  In  another  group,  about  50  per  cent,  the  symp- 
toms slowly  disappear,  the  fever  subsides  and  the 
patients  get  well,  although  we  are  never  able  to  ar- 
rive at  a well-supported  diagnosis. 

3.  In  about  10  per  cent,  the  symptoms  and  the 
fever  persist  for  many  years  and  in  spite  of  the  most 
careful  observation  and  painstaking  examinations  no 
satisfactory  diagnosis  is  ever  reached. 

In  the  series  studied  an  accurate  diagnosis  was 
finally  made  upon  10  patients  as  follows: 


Malta  fever  3 cases 

Pulmonary  tuberculosis  2 cases 


Hypernephroma  2 cases 

Hodgkin’s  disease  1 case 

Tertiary  syphilis  1 case 

Ureteral  stricture  1 case 


In  6 other  cases  a presumptive  diagnosis  was  made 
as  follows; 

Tuberculosis — pulmonary 

Tuberculosis — mesenteric  glands 

Tuberculosis — perirectal  abscess 

Rheumatic  fever 

Malta  fever. 

Multiple  myeloma 

The  authors  detail  a number  of  case  histories  in- 
cluding a striking  case  of  Malta  fever  that  remained 
undiagnosed  until  the  patient  herself,  more  than  two 
years  after  the  onset  of  the  fever,  answered  an  in- 
quiry by  stating  that  she  was  spendidly  well  and  sug- 
gested that  her  illness  might  be  traced  to  milk  from 
a herd  of  registered  Holsteins  infected  with  “con- 
tagious abortion  of  the  most  virulent  type.”  Tests 
of  the  serum  were  then  made,  the  results  of  which 
dramatically  confirmed  the  diagnosis  of  Malta  fever. 

Under  the  heading  “Specific  Infections”  the  authors 
have  the  following  to  say  concerning  tuberculosis. 

“Tuberculosis  more  frequently  than  any  other  of 
the  chronic  infections  causes  a slight,  long-continued 
fever.  Indeed  such  a slight  fever  is  a characteristic, 
almost  distinctive,  feature  of  the  disease.  In  addi- 
tion to  this  the  patients  complained  of  the  very  symp- 
toms which  are  precisely  those  usually  complained 
of  by  the  tuberculous,  namely,  weakness,  fatigue, 
lack  of  endurance,  tachycardia,  sweating  and  so  on. 
Furthermore,  all  physicians  know  that  often  it  is 
very  difficult  to  discover  the  location  of  a tubercu- 
lous lesion  which  may  be  causing  these  general 
symptoms.  Therefore,  it  is  not  at  all  surprising  that 
under  these  circumstances  tuberculosis  was  always 
suspected,  nor  is  it  in  any  way  remarkable  that  very 
often  this  diagnosis  was  made.  And  yet  in  not  a 
single  instance  was  the  diagnosis  securely  established. 
We  have  had  the  opportunity  to  observe  some  of 
these  patients  at  intervals  over  many  years;  others 
have  spent  long  periods  at  tuberculosis  sanatoria  and 
resorts.  Opinions  about  them  differ;  some  physicians 
are  convinced  they  have  tuberculosis,  others  are 
equally  sure  they  have  not.  The  conclusive  evidence, 
namely,  the  demonstration  of  tubercle  bacilli,  has 
never  been  furnished.  In  the  light  of  this  experience 
we  are  prepared  to  defend  the  statement  that,  where- 
as tuberculosis  is  the  most  common  cause  of  long- 
continued  slight  fever,  it  is  seldom  the  cause  of  un- 
explained, long-continued,  slight  fever. 

“When  a patient  with  low  fever  comes  for  exami- 
nation complaining  of  generl  malaise,  weakness,  ex- 
haustion and  tachycardia,  the  physician  at  once 
makes  a tentative  diagnosis  of  tuberculosis.  With 
this  possibility  foremost  in  mind  the  examination  is 
planned  especially  to  disclose  the  location  of  the 
tuberculous  lesion.  It  is  searched  for  carefully  and 
assiduously,  and  if  the  search  be  thorough  and  often 
repeated,  the  tuberculosis  lesion  seldom  escapes  de- 
tection. However,  now  and  again  it  is  overlooked 
and  the  memory  of  these  unfortunate  occasions  is  so 
bitter  and  tenacious  that  the  physician  is  apt  to 
diagnose  tuberculosis  whenever  he  is  unable  to  dis- 
cover any  other  satisfactory  explanation  for  the 
symptoms.  We  all  recall  these  sad  experiences.  Slight 
fever,  slight  constitutional  symptoms,  negative  ex- 
aminations, negative  roentgenograms;  later,  an  at- 
tack of  pleurisy  with  effusion,  a manifest  pulmonary 
tuberculosis,  tuberculosis  of  the  mediastinal  or 
mesenteric  glands,  etc. 

“No  one  faces  lightly  the  possibility  of  a repeti- 
tion of  these  errors  and  therefore  perhaps  we  are 
apt  to  be  too  cautious.  It  is  as  grave  an  error  to 
diagnose  tuberculosis  when  it  does  not  exist  as  it  is 
to  miss  it  when  it  is  present.  It  is  right  and  pro- 
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per  that  tuberculosis  should  always  be  suspected  as 
the  cause  of  unexplained  fever  and  the  suspicion 
tenaciously  held  until  some  other  cause  for  the  fever 
is  discovered.  However,  the  diagnosis  should  never 
definitely  be  made  upon  circumstantial  evidence 
alone. 

“In  this  connection  we  wish  to  call  attention  to 
a valuable  test  which  is  too  often  neglected,  namely, 
the  tuberculin  test.  The  intracutaneous  tuberculin 
test  is  easy  to  perform  and  utterly  dependable  in  the 
information  it  gives.  A reaction  indicates  tuber- 
culous infection,  not  tuberculous  disease,  and  there- 
fore is  of  little  value  in  diagnosis.  But  a failure  to 
react  indicates,  aside  from  few  well-known  excep- 
tions, the  absence  of  tuberculous  infection  and  this 
information  may  be  of  the  greatest  value  in  diag- 
nosis. From  60  to  70  per  cent  of  all  adults  will 
react  to  the  intracutaneous  tuberculin  test  with  a 
dilution  of  1 to  1000,  but  among  those  who  fail  to 
react  there  will  be  many  who  at  one  time  or  another 
may  have  symptoms  which  arouse  a suspicion  of 
the  presence  of  tuberculosis.  Under  these  circum- 
stances to  demonstrate  that  the  patients  are  insensi- 
tive to  tuberculin  will  definitely  and  at  once  dispel 
the  suspicion.  To  illustrate  how  precisely  at  times 
the  test  may  guide  diagnosis  we  recall  an  experience 
published  some  years  ago. 

“In  the  spring  of  1919,  during  the  wane  of  the 
influenza  epidemic,  we  were  consulted  by  two  young 
women,  one  within  a few  days  of  the  other.  Both 
gave  similar  histories,  a fairly  acute  onset  of  the  ill- 
ness characterized  by  cough,  sputum,  loss  of  weight 
and  strength  and  a little  fever.  Both  showed  a 
small  area  of  consolidation  in  an  upper  lobe.  The 
diagnosis  lay  between  a patch  of  unresolved  pneu- 
monia and  tuberculosis.  One  reacted  to  the  intracu- 
taneous tuberculin  test  whereas  the  other  showed  no 
sensitiveness  to  tuberculin  even  when  a 1:100  dilu- 
tion was  injected  into  the  skin.  It  was  our  opinion 
that  neither  was  tuberculous,  but  the  one  we  felt 
confident  we  could  dismiss  without  concern,  the  oth- 
er we  held  under  careful  supervision.  The  patient 
who  failed  to  react  to  tuberculin  made  a prompt  and 
lasting  recovery;  the  other  patient  failed  to  improve 
and  a few  months  later  tubercle  bacilli  appeared  in 
the  sputum." 

— Diagnosis  of  Obscure  Fever  by  Louis  Hamman  and 
Charles  W.  Wainwright,  Bulletin  of  Johns  Hopkins 
Hospital,  Feb.,  1936. 


THE  SOCIETIES 

The  Lancaster  County  Medical  Society  met  March 
17,  the  president.  Dr.  Becker,  presiding.  There  were 
about  forty-five  members  present.  Dr.  Hodges,  pro- 
fessor of  roentgenology  at  the  University  of  Michigan 
was  a guest. 

The  first  paper  of  the  evening  was  by  Dr.  E.  B. 
Reed,  on  “A  Review  of  Sixty-four  Cases  of  Pernicious 
Anemia.”  The  paper  was  discussed  by  Drs.  John  C. 
Thompson,  George  W.  Covey,  A.  D.  Munger,  and  F.  L. 
Rogers. 

The  second  paper  of  the  evening  was  by  Dr.  J.  W. 
Thomas,  on  “The  Fundus  Picture  in  Systemic  Dis- 
eases." This  paper  was  discussed  by  Drs.  Brooks, 
Knight  and  Albin. 

Meeting  of  April  21: 

About  forty-five  members  present.  Guests  present 
besides  the  guest  speakers  were  Drs.  Charles  Way, 
of  Wahoo,  and  Dr.  Robert  Harry  of  York. 

The  program  of  the  evening  was  presented  by  vis- 
iting doctors  from  Saunders  and  York  counties. 

The  first  paper  presented  was  by  Dr.  Mason  E. 
Lathrop,  of  Wahoo,  Nebraska,  on  “A  Case  of  Bi- 
lateral Hip  Joint  Amputation.”  Dr.  Lathrop,  in  ad- 
dition to  giving  the  paper,  presented  the  patient  on 
whom  bilateral  hip  amputation  had  been  performed. 


This  paper  was  discussed  by  Drs.  Orr  and  Fritz 
Teal. 

The  second  paper  was  by  Dr.  B.  N.  Greenberg,  of 
York.  Nebraska,  on  “Intratracheal  Anaesthesia.” 

This  paper  was  discussed  by  Drs.  Whitham  and 
Hompes. 

The  Fillmore-Saline  County  Medical  Society  held 
its  April  dinner  and  program  at  Shickley  on  the  30th, 
Dr.  C.  W.  Wiggins  being  host.  Twenty-four  were 
present.  A cornet  solo  and  two  vocal  solos  enlivened 
the  occasion.  Dr.  Paul  Royal,  Lincoln,  read  a paper 
on  “Alcoholism  and  Psychosis;”  Dr.  .1.  W.  Thomas, 
Lincoln,  gave  colored  lantern  slides  illustrating 
“Fundus  Changes  in  the  Eye.” 

The  spring  meeting  of  the  Third  Councilor  District 
Medical  Society  was  held  at  the  Auburn  hotel,  Au- 
burn, April  28. 

The  program  was  given  by  members  of  the  faculty 
of  Creighton  University,  College  of  Medicine,  Omaha. 
Features  of  the  afternoon  program  included:  “Treat- 
ment of  Heart  Failure,”  R.  L.  Traynor,  M.  D.,  Asso- 
ciate Professor  of  Medicine;  “The  Doctor  and  His 
Nervous  Patients,”  Ernest  Kelley,  M.  D.,  Associate 
Professor  of  Nervous  and  Mental  Diseases;  “Diag- 
nosis of  Surgical  Diseases  of  the  Kidney,”  Charles 
McMartin,  M.  D.,  Professor  of  Dermatology  and  Urol- 
ogy.” 

Following  a short  business  session  and  the  dinner 
F.  .1.  Schwertly,  M.  D.,  Assistant  Professor  of  Sur- 
gery, spoke  on  “Infections  of  the  Hands.”  Dr.  J.  C. 
Waddell  of  Beatrice,  president,  presided  at  all  ses- 
sions. 

This  was  one  of  a series  of  postgraduate  meetings 
for  the  country  doctor  and  the  program  was  most 
instructive  and  practical.  It  was  the  first  district 
meeting  held  in  Auburn  in  five  years. 

About  seventy  physicians  and  their  ladies  partook 
of  a dinner  at  the  Hotel  Norfolk,  Norfolk,  April  21, 
incidental  to  the  meeting  of  the  Madison  Six  County 
Medical  Society. 

The  program:  Dr.  A.  E.  Bennett,  Omaha,  “Artificial 
Fever  Therapy  Results  Obtained  with  the  Kettering 
Hypertherm.”  Dr.  Robert  D.  Shrock,  Omaha,  “Prob- 
lem Fractures  at  the  Elbow  and  About  the  Knee 
Joint.” 

Heat  therapy  by  the  Kettering  Hypertherm  is  be- 
ing studied  under  the  auspices  of  the  University  Hos- 
pital at  the  Lutheran  Hospital  and  Dr.  Bennett  who 
is  in  charge  of  the  study  gave  a preliminary  report. 
It  has  been  definitely  determined  that  treatment  by 
the  hypertherm  is  curative  in  gonorrheal  urethritis 
and  gonorrheal  arthritis,  in  simple  arthritis  and  in 
selected  cases  of  paresis.  It  is  definitely  superior  to 
malarial  therapy  in  these  conditions.  Dr.  Schrock 
gave  a screen  talk  on  fractures  about  the  knee. 
Every  condition  and  every  procedure  was  vividly 
pictured  so  that  it  was  easy  to  follow  the  speaker 
throughout  the  lecture. 


HUMAN  INTEREST  TALES 

Dr.  W.  L.  Coon,  has  located  at  Long  Pine. 

Dr.  Jennie  Callfas,  Omaha,  has  been  ill  during  the 
past  six  weeks. 

Dr.  C.  R.  Williams,  for  some  years  at  Hemingford, 
has  located  at  Wayne. 

Dr.  J.  P.  Gilligan.  Nebraska  City,  was  elected  head 
of  the  Lions  club  recently. 

Dr.  Charles  Moon  has  been  appointed  chief  of  staff 
of  Clarkson  hospital,  Omaha. 

Dr.  Arthur  Johnson,  Omaha,  suffered  an  arm  in- 
fection and  had  hospital  care  recently. 

Dr.  A.  F.  Johnson,  for  several  years  in  practice 
in  Stromburg,  has  located  at  Creston. 

Clarkson  hospital  patients  and  facilities  have  been 
moved  to  the  former  Lord  Lister  hospital. 
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Fire  in  the  “Gifford”  offices  in  the  Medical  Art 
building-,  Omaha  destroyed  a lot  of  furniture. 

Dr.  George  Ainlay,  Fairbury,  has  been  appointed 
Captain  of  the  128th  Ambulance  corps  of  Nebraska. 

Dr.  Gordon  Pracher,  a Madison  product,  is  about  to 
locate  at  Pender  in  association  with  Dr.  F.  W.  Luh- 
man. 

Dr.  William  Voigt,  a young  German  physician,  has 
become  connected  with  the  Lutheran  hospital  staff, 
Omaha. 

Dr.  Frank  Conlin,  Omaha,  suffered  an  infection  of 
one  hand  while  attending  the  A.  M.  A.,  meeting  in 
Kansas  City. 

Dr.  Olga  Stastny,  Omaha,  spoke  on  “Keeping  Fit” 
before  the  women’s  division  of  the  chamber  of  com- 
merce, recently. 

Dr.  Z.  L.  Kay,  McCook,  octogenarian  practitioner, 
was  honored  by  a banquet  at  St.  Catharine's  hos- 
pital early  in  May. 

Dr.  A.  N.  Compton  and  Dr.  C.  A.  Johnson.  Valen- 
tine physicians  have  arranged  a partnership  in  the 
practice  of  medicine. 

Dr.  E.  V.  Davis,  for  the  past  year  located  at  New- 
man Grove,  has  become  associated  with  a hospital 
staff  at  Kirksville,  Mo. 

Dr.  Victor  E.  Levine,  Omaha,  recently  read  a 
paper  before  a medical  body  in  St.  Louis,  on  “Dietetic 
Balance  in  Injury  and  Disease.” 

Dr.  C.  T.  Gritzka  and  wife,  Talmadge.  have  returned 
from  the  Mayo  clinic  where  the  doctor  submitted 
to  a major  ooeration  by  a brain  surgeon. 

Dr.  W.  J.  Birkofer,  Gothenburg,  who  sacrificed  a 
foot  to  diabetic  gangrene  last  fall,  has  so  far  recov- 
ered that  he  is  receiving  patients  at  his  home. 

Dr.  Chester  A.  Brink,  former  well  known  practi- 
tioner at  Ord,  after  an  absence  of  29  years,  spent  at 
Apple  River,  111.,  has  returned  to  Ord  and  will  engage 
in  practice. 

Dr.  Lucien  Stark,  Norfolk,  won  the  National  Cham- 
pionship at  the  Blue  Rock  shoot,  incidental  to  the 
meeting  of  the  American  Medical  Association,  at 
Kansas  City. 

Dr.  .1.  C.  Nielsen,  superintendent  of  the  Hastings 
State  Hospital,  presented  moving  pictures  of  the 
activities  and  handling  of  patients  at  the  state  hos- 
pital before  the  Kiwanis  club  recently. 

The  car  of  an  Omaha  physician.  Dr.  W.  H.  Hessen- 
flow,  was  stolen  at  Kansas  City  during  the  meeting 
of  the  American  Medical  Association.  Recovered 
later  it  had  been  stripped  of  all  accessories,  tires  and 
a four  volume  system  of  surgery. 

Dr.  and  Mrs.  A.  G.  Pohlman,  Omaha,  will  sail  for 
Germany  June  3.  where  the  doctor  will  take  special 
work  in  the  University  of  Frankfort.  He  will  also 
read  a paper  before  an  international  meeting  of  Otolo- 
gists in  Berlin  on  his  researches  in  acoustics. 

Dr.  R.  A.  Lyman,  Dean  of  the  College  of  Pharmacy 
of  the  University  of  Nebraska  attended  the  Annual 
meeting  of  the  American  Council  of  Education  at 
Washington,  D.  C.,  on  May  1 and  2.  Dean  Lyman 
represented  the  American  Association  of  Colleges  of 
Pharmacy. 

Dr.  Joseph  Simecek,  Rwanton,  has  gone  to  Czecho- 
slovakia for  a year  of  postgraduate  study.  His  daugh- 
ter, Dr.  Angeline  Simecek,  recently  won  the  Dr.  Mary 
Putnam  Jacoby  fellowship  worth  $1,000  and  will  in 
July  follow  her  father,  as  will  also  Dr.  Victor  Sime- 
cek, son,  now  ship  surgeon  on  an  excursion  steamer. 


BOOKS  RECEIVED 

BEWILDERED  PATIENT:  By  Marian  R.  Newcom- 
er, M.  D.,  325  pages,  octavo,  cloth,  $1.75.  Hale,  Cush- 
man and  Flint,  Boston. 

A book  of  common  sense  advice  to  the  laity  on 
health  problems,  diets,  how  to  choose  a physician 
and  what  to  expect  of  him,  etc. 


AS  OTHERS  SEE  US 

YOUR  HOME  TOWN  PHYSICIAN 

Pardon  me  reminding  you  of  your  best  friend. 
Yes,  I am  writing  about  your  health,  as  well  as 
your  best  aids  in  maintaining  it.  your  good  home- 
town doctor  ranking  first. 

There  is  something  distinctive  that  belongs 
only  to  the  family  physician.  The  surgeon  and 
the  specialist  may  he  experts  in  their  lines  of 
practice  and  they  can  do  things  for  which  the 
family  physician  is  not  even  prepared  nor  should 
attempt.  But,  I should  never  select  either  for 
my  family  physician.  Their  fields  are  too  nar- 
row— too  limited.  I would  summon  either  only 
on  the  advice  of  my  family  doctor. 

Your  physician  should  be  a well-read,  general 
practitioner.  If  that,  he  is  far  better  posted  in 
the  management  of  your  varied  complaints  than 
the  surgeon  or  the  specialist.  He  has  a far  more 
extensive  knowledge  of  the  remedies  needed  for 
you  than  either.  He  will  be  a more  capable 
diagnostician  in  systemic  disease;  and  he  will 
know  when  you  need  a surgeon  or  specialist,  bet- 
ter than  anyone  else. 

Your  family  physician  is  indeed  an  indispens- 
able man  in  the  community.  He  looks  after  sani- 
tation and  other  community  measures  calculated 
to  prevent  disease,  even  though  doing  so  lessens 
his  chances  for  making  a living.  He  is  alert  in 
medical  investigation  and  research,  knowing  all 
the  time  that  he  is  working  himself  out  of  a job. 

Finally,  the  family  doctor  is.  to  a large  extent, 
what  his  community  makes  him.  Prompt  pay- 
ment of  bills  often  gives  you  a more  willing  and 
efficient  health  guardian. — Weeping  Water  Re- 
publican. 

DEAR  GOVT. 

Winston  Norman  in  the  “Atlanta  Georgian” 

Nursery  Dept.. 

Washington,  D.  C. 

Dear  Dept. : 

Will  the  Govt,  pay  I and  my  wife  a bonus  for 
not  haveing  no  babys  this  year?  We  haven’t  had 
none  since  little  Millicent,  age  5,  and  the  way  I 
got  the  Bonus  plan  was  from  one  of  them  Govt. 
Relief  Experts  which  comes  around  to  our 
house. 

This  Expert  is  a lady  by  the  name  of  Miss 
Jones,  she  is  very  fresh  from  college,  so  she 
knows  all  about  How  to  Feed  Your  Oiildren 
cheap,  she  read  it  in  a book. 
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My  wife  Mabel  don't  like  Miss  Jones,  she 
don't  like  to  be  told  them  kind  of  things,  so  she 
says,  “Oh  your  back  again,  are  you  ? The  Govt, 
sent  you  to  poke  your  nose  in  my  cooking  again, 
did  they?”  says  Mabel. 

“Now  now,”  says  Miss  Jones,  “you  hadn’t 
ought  to  be  angry,  the  New  Deal  just  wants  to 
help  you  & be  their  Brother’s  Keeper.” 

“Oh  they  do.  do  they?”  says  Mabel,  real  mad, 
“well  they  need  a Keeper,  too,  because  they  are 
crazier  than  their  Brother.” 

That  didn’t  seem  to  stop  Miss  Jones  none,  she 
is  real  nice,  she  went  on  & told  Mabel  how  to 
run  her  house,  just  like  they  do  it  in  a book. 

About  J4  hour  later  I seen  her  to  the  door,  & 
she  says,  “Goodby  Mr.  Norman,  take  care  of 
your  Relief  Money  and  don’t  have  a baby." 

“I  won't,”  I says,  “and  the  same  to  you,  Miss 
Jones.” 

Well,  after  Miss  Jones  had  went  away  I set 
down  on  the  sofa  and  thunk.  All  of  a sudden  I 
seen  where  the  Govt,  could  help  us  L nemployed 
with  a bonus  for  not  haveing  babys.  because  they 
pay  the  Farmer  a bonus  for  not  haveing  pigs, 
don’t  they? 

Pigs  are  pigs,  but  Babys  are  a Problem,  on 
acct.  the  supply  is  bigger  than  the  demand,  & 
there  isn’t  enough  U.  S.  Jobs  for  our  U.  S. 
Babys  when  we  have  them. 

Maybe  you  could  fix  it  so  as  Not  Haveing 
Babys  was  a sort  of  Boon-Doggling  Projeck,  or 
else  you  could  call  it  Baby-Doggling  if  you 
wanted  to. 

I and  Mabel  will  be  looking  in  the  Mail  Box 
for  our  bonus,  and  we  are 

Yours  hopeful, 

W.  Norman  & Wife. 


DIFFERENTIAL  DIAGNOSIS  IN 
PATIENTS  ENTERING  THE 
HOSPITAL  IN  COMA 

Philip  Solomon  and  Charles  D.  Aring,  Boston 
( Journal  A.  M.  A.,  July  6,  1935),  studied  the 
1.167  admissions  of  coma  to  the  Boston  City  Hos- 
pital in  1933  and  analyzed  its  various  causes  with 
the  purpose  of  determining  criteria  of  use  in  the 
diagnosis  of  coma.  The  various  conditions  (al- 
coholism, trauma,  cerebral  vascular  lesions,  poi- 
soning. epilepsy,  meningitis,  pneumonia,  cardiac 
decompensation,  syphilis  of  the  central  nervous 
system,  uremia,  eclampsia  and  miscellaneous 


causes ) that  produced  coma  are  discussed  in  their 
order  of  frequency.  The  age  of  the  patient  was 
of  interest,  since  the  degenerative  conditions 
(cerebral  vascular  lesions,  cardiac  decompensa- 
tion and  uremia)  occurred  chiefly  among  elderly 
patients,  while  infectious  conditions  (meningitis 
and  pneumonia)  were  more  frequent  in  the 
young.  The  laboratory  data  which  are  given 
were  often  the  deciding  points  in  the  diagnosis. 
The  depth  of  the  coma  may  vary,  no  matter  what 
the  cause.  The  pupils  tend  to  be  abnormal  in  the 
majority  of  the  cases  of  coma,  regardless  of  the 
cause,  and  there  is  no  definite  rule  as  to  what  kind 
of  abnormality  will  be  present  in  any  particular 
case.  In  general,  the  same  is  true  of  the  reflexes. 
Gowers  has  pointed  out  that  the  manifestations 
in  a patient  in  coma  depend  to  a large  extent  on 
the  depth  of  the  coma,  whatever  the  cause  may 
be.  This  has  been  the  authors’  experience.  If 
the  coma  is  light,  the  reflexes  may  be  preserved 
and  may  be  hyperactive,  perhaps  because  of  re- 
lease of  the  lower  centers  by  lack  of  cerebral  con- 
trol. Automatic  swallowing  may  be  preserved, 
and  the  pupils  may  still  react  to  light.  Painful 
stimuli  may  elicit  muscular  movements.  As  coma 
deepens,  the  depressed  condition  of  the  higher 
centers  spreads  to  the  lower.  Reflexes  become 
diminished  or  absent,  swallowing  becomes  impos- 
sible, the  pupils  fail  to  react  to  light,  the  body 
musculature  becomes  flaccid,  and  myotatic  irrita- 
bility may  be  lost.  The  palatal  muscles  may  share 
in  this  relaxation  and,  moved  by  the  respiratory 
current  of  air,  may  cause  the  peculiar  stertor  that 
is  a familiar  indication  of  the  depth  of  the  coma. 
Even  the  respiratory  center  may  become  de- 
pressed, so  that  respiration  is  decreased,  shallow 
and  irregular.  The  lessened  respiratory  move- 
ments fail  to  clear  the  air  passages  of  the  secre- 
tion, which  accumulates  in  the  bronchi  and  final- 
ly in  the  trachea,  causing  the  familiar  “rattle”  that 
is  popularly  and  rightly  recognized  as  a frequent 
harbinger  of  death.  Sunstroke,  electrical  shock 
and  acute  pancreatitis  are  infrequent  causes  of 
coma. 


CLINICAL  SIGNIFICANCE  OF  CHOREA 
AS  MANIFESTATION  OF  RHEUMATIC 
FEVER : STUDY  IN  PROGNOSIS 

T.  Duckett  Jones  and  Edward  F.  Bland.  Boston 
( Journal  A.  M.  A.,  Aug.  24,  1935),  made  an 
analysis  of  the  prognostic  significance  of  chorea 
as  a manifestation  of  rheumatic  fever  in  482  pa- 
tients having  chorea.  These  patients  have  been 
compared  with  518  patients  presenting  manifesta- 
tions of  rheumatic  fever  other  than  chorea.  Over 
an  average  period  of  eight  years.  72  per  cent  of 
the  patients  with  chorea  exhibited  other  manifes- 
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tations  of  rheumatic  fever,  while  in  28  per  cent 
only  chorea  was  found.  The  incidence  of  rheu- 
matic heart  disease  in  the  groups  of  patients 
studied  was  8(5  per  cent  in  the  group  of  patients 
with  rheumatic  fever  without  chorea,  as  com- 
pared with  an  incidence  of  54  per  cent  of  the  pa- 
tients with  chorea.  When  the  group  of  patients 
with  chorea  was  further  analyzed  into  (1)  those 
with  chorea  and  other  manifestations  of  rheumatic 
fever  and  ( 2 ) those  with  chorea  but  no  other 
manifestations  of  rheumatic  fever,  the  incidence 
of  rheumatic  heart  disease  was  found  to  be  73  per 
cent  and  3 per  cent,  respectively.  That  the  pres- 
ence of  chorea  alone  does  not  greatly  influence 
the  development  of  rheumatic  heart  disease  is 
shown  by  the  fact  that,  of  134  patients  with 
chorea  only,  the  incidence  of  heart  disease  was 
only  3 per  cent ; of  184  subjects  who  showed  other 
evidence  of  rheumatic  fever  subsequent  to  chorea, 
heart  disease  was  found  in  80  per  cent  (147)  ; 
and  of  104  subjects  who  had  chorea  subsequent 
to  rheumatic  fever,  heart  disease  was  found  in  66 
per  cent  (108).  Thus,  manisfestations  of  rheu- 
matic fever  other  than  chorea  are  important  fac- 
tors in  the  development  of  rheumatic  heart  dis- 
ease . The  number  of  attacks  of  chorea  does  not 
appear  to  influence  significantly  the  development 
of  rheumatic  heart  disease.  The  severe  manifes- 
tations of  rheumatic  fever  (especially  precordial 
pain,  pericarditis  and  congestive  heart  failure) 
occur  twice  as  frequently  in  patients  having  rheu- 
matic fever  as  in  those  having  chorea  in  addition 
to  rheumatic  fever.  Death  occurred  in  only  0.7 
per  cent  of  the  patients  with  uncomplicated 
chorea ; in  24  per  cent  of  those  with  rheumatic 
fever  and  chorea,  and  in  32  per  cent  of  those  with 
rheumatic  fever  only.  Thus,  the  death  rate  is 
seen  to  increase  noticeably  in  the  groups  of  pa- 
tients exhibiting  more  evidence  of  rheumatic  fev- 
er and  one  in  itself  not  especially  conductive  to 
the  development  of  rheumatic  heart  disease. 


THE  TRUE  ECONOMY  OF  DEXTR1- 
MALTOSE 

It  is  interesting  to  note  that  a fair  average  of 
the  length  of  time  an  infant  receives  Dextri- 
Maltose  is  five  months:  That  these  five  months 
are  the  most  critical  of  the  baby's  life : That  the 
difference  in  cost  to  the  mother  between  Dextri- 
Maltose  and  the  very  cheapest  carbohydrate,  at 
most  is  only  $6  for  this  entire  period — a few 
cents  a day : That,  in  the  end,  it  costs  the  mother 
less  to  employ  regular  medical  attendance  for 
her  baby  than  to  attempt  to  do  her  own  feeding, 
which  in  numerous  cases  leads  to  a seriously  sick 
baby  eventually  requiring  the  most  costly  medical 
attendance. 
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MATERNAL  MORTALITY* 

JAMES  R.  McCORD,  M.  D„ 
Atlanta,  Georgia. 


Mr.  Chairman  and  Gentlemen : I am  deeply 
appreciative  of  my  invitation  to  appear  before 
you,  and  I do  so  with  a great  deal  of  pleasure. 

I have  always  thought  that  maternal  mortality, 
like  most  other  things  in  life,  is  a fifty-fifty  prop- 
osition— perhaps  50  per  cent  our  fault  and  50 
per  cent  the  patient’s  fault.  I have  listened  with 
a great  deal  of  interest  today  to  what  has  been 
said,  and  I hope  that  the  obstetric  specialists  be- 
fore me  will  not  misinterpret  what  I am  going  to 
say.  After  some  years  in  the  practice  of  obstet- 
rics, I have  gradually  come  to  the  conclusion  that 
perhaps  some  of  us  obstetric  specialists  are  like 
the  old  farmer  who  had  cut  his  hay  and  had  it 

♦Guest  speaker  address,  annual  meeting  Nebraska  State  Medi- 
cal Association,  Lincoln,  May  7-9,  1936. 


cured  in  the  fall  by  the  side  of  a mountain  stream. 
There  came  a cloudburst.  The  stream  over- 
flowed, and  the  farmer  was  standing  on  his  back 
porch  watching  his  hay  go  down  the  creek. 

His  wife  came  and  put  her  arm  around  his 
shoulders  and  said,  “John,  don’t  worry.  This 
is  just  one  of  Providence’s  mysterious  ways.” 

“Yes ; I know,  Mary.  But  take  this  Provi- 
dence up  one  side  and  down  the  other,  and  I’ll 

be  d d if  He  doesn’t  do  about  as  much  harm 

as  good.” 

I think  that  some  of  us  obstetric  specialists 
probably  are  getting  a wee  bit  too  radical.  I 
think  that  what  obstetrics  needs  most  to  lower 
the  mortality  is  a little  more  safe  and  sane  con- 
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servatism.  I have,  perhaps,  had  an  unusual  op- 
portunity to  observe  and  to  study  maternal  mor- 
tality in  this  country.  In  his  talk,  Doctor  Sage 
mentioned  the  report  made  by  the  Children’s 
Bureau  on  7,380  maternal  deaths  in  fifteen 
states.  I had  the  pleasure  of  working  on  that 
report  for  several  years.  To  assure  you  that  I 
am  not  without  blemish,  last  year  in  my  own 
state  of  Georgia  we  had  one  maternal  death  for 
every  145  live  births.  Perhaps  my  talk  today 
should  be  entitled,  “Why  Women  Die  in  Child- 
birth." If  it  sounds  critical,  please  understand 
that  I mean  for  it  to  be  constructive,  not  de- 
structive. 

The  following  are  some  of  the  items  of  in- 
terest from  the  report  of  the  Children’s  Bureau, 
“Maternal  Mortality  in  Fifteen  States." 

7,380  maternal  deaths  were  individually  stu- 
died. 509  women  were  not  married.  Maternal 
mortality  was  much  higher  among  the  unmarried 
women.  Of  the  509  unmarried  women,  43  per 
cent  died  before  the  seventh  month  of  pregnancy. 
Fifty-one  per  cent  of  the  unmarried  women  died 
of  sepsis.  Sixty-three  per  cent  of  the  septic,  un- 
married women  died  before  the  seventh  month  of 
pregnancy. 

Mortality  was  36  per  cent  higher  in  urban  dis- 
tricts. It  was  apparent  that  two  factors  were 
concerned : the  larger  proportion  of  abortions  in 
urban  communities,  and  deaths  in  urban  hospitals 
of  women  delivered  in  rural  areas.  The  exact 
value  of  the  two  factors  cannot  be  determined  by 
this  study.  There  were  more  deaths  of  non-resi- 
dents in  the  hospitals  of  small  cities  than  large 
cities  (42  and  18  per  cent). 

Five  thousand,  six  hundred  thirty-six  women 
might  have  been  expected  to  have  had  prenatal 
care.  Of  these,  54  per  cent  did  not  have  a pre- 
natal examination,  in  large  part  because  the  phy- 
sicians were  not  consulted.  Lack  of  prenatal  care 
increased  with  the  number  of  pregnancies.  Spe- 
cial studies  of  small  numbers  indicate  lower  mor- 
tality rates  among  women  receiving  prenatal 
care.  Of  the  women  dying  in  the  last  trimester 
of  pregnancy,  78  per  cent  had  poor  or  no  pre- 
natal care. 

Physicians  admitted  that  their  delivery  care 
technique  was  unsatisfactory  in  more  than  50 
per  cent  of  the  cases.  The  frequency  of  vaginal 
examinations,  more  often  without  gloves,  is  clear 
and  the  relatively  small  number  of  rectal  ex- 
aminations must  be  noted. 

This  entire  report  is  a record  of  failure.  All 
the  women  died.  One  cannot  say  that  many  of 
the  operative  procedures  caused  the  deaths,  but 


analysis  of  these  procedures  leads  to  many  crit- 
icisms of  management.  Some  operative  proce- 
dure was  done  on  more  than  50  per  cent  of  the 
women  -before  they  died.  The  physicians  who 
delivered  these  cases  cannot  be  blamed  for  the 
results  obtained,  in  all  cases,  for  in  43  per  cent 
of  the  operative  deliveries  they  had  not  seen  the 
patient  before  labor  or  the  acute  emergency.  (I 
would  like  to  say,  at  this  time,  that  I have  never 
been  able  to  understand  the  custom  in  this  coun- 
try that  regardless  of  what  a woman  might  have 
the  matter  with  her,  if  she  is  pregnant  the  thing 
to  do  is  to  meddle  with  the  pregnancy). 

Of  single  operations,  forceps  was  most  fre- 
quent and  Cesarean  section  next.  Version  was 
preceded  by  artificial  dilatation  of  the  cervix  in 
272  cases.  Forceps  operations  were  done  on  59 
primiparous  women  with  fewer  than  six  hours  of 
labor,  and  on  93  with  between  six  and  twelve 
hours  of  labor.  Podalic  version  and  extraction 
was  done  49  times  on  primiparous  women  with 
fewer  than  six  hours  of  labor,  and  31  times  on 
women  with  between  six  and  twelve  hours  of 
labor.  Forceps  operations  were  done  on  93  mul- 
tiparous women  in  labor  fewer  than  six  hours, 
and  on  66  in  labor  between  six  and  twelve  hours. 
Internal  podalic  versions  and  extractions  were 
done  on  196  multiparous  women  with  fewer  than 
six  hours  of  labor.  Among  the  multiparous 
women,  there  was  a definite  increase  with  age 
for  versions,  forceps  and  Cesarean  sections.  In 
nearly  40  per  cent  of  the  operative  deliv- 
eries physicians  admitted  an  unsatisfactory  tech- 
nique as  regards  asepsis.  (The  more  modest 
the  environment,  the  greater  should  be  the  con- 
servatism). It  is,  therefore,  not  to  be  wondered 
at  that  26  per  cent  of  the  deaths  following  for- 
ceps deliveries  and  19  per  cent  of  the  deaths  fol- 
lowing versions  were  due  to  sepsis.  Had  those 
women  whose  deaths  were  assigned  to  placenta 
previa  and  eclampsia  lived  longer,  many  of 
them  would  probably  have  died  of  sepsis.  The 
fetal  mortality  following  all  forceps  operations 
was  42  per  cent  and  following  all  versions  and  ex- 
tractions, 63  per  cent.  An  extreme  case : a primi- 
parous woman  in  labor  six  hours.  Two  doses 
of  pituitary  extract.  Forceps  operation  attempt- 
ed and  delivery  completed  by  version.  No  indi- 
cation could  be  found.  The  number  of  cases  in 
which  forceps  operations  were  attempted  and  the 
delivery  completed  by  version  was  noticeable. 
This  suggests  unrecognized  occipitoposterior  po- 
sitions and  premature  delivery  before  cervical  dil- 
atation. 

The  incidence  of  Cesarean  sections  was  11  per 
cent,  at  or  after  seven  months  gestation.  A 
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Cesarean  section  was  done  on  537  women. 
Forty-five  per  cent  of  these  women  had  had  one 
or  more  pregnancies.  Fifty-six  women  had  had 
six  or  more  pregnancies.  Ecclampsia  was  the 
most  frequent  indication  for  Cesarean  sec- 
tion. ( In  our  clinic  we  have  had  148  con- 
secutive cases  of  eclampsia  with  a maternal 
mortalitv  of  6.75  per  cent.  We  have  not 
done  a Cesarean  section  for  eclampsia  or 
pre-eclampsia  since  January  1,  1328.  I might 
sav  that  in  these  148  cases  there  were  only  two 
classical  Cesarean  sections  done.  There  was  no 
indication  for  one  of  these,  early  in  the  series, 
and  the  indication  for  the  other  was  a contracted 
pelvis).  The  percentage  of  Cesarean  deaths 
from  sepsis  rose  rapidly  with  the  duration  of 
labor  from  29  per  cent  for  those  women  in  labor 
under  twelve  hours  to  50  per  cent  for  those  wom- 
en in  labor  thirty-six  hours  or  more.  Careful 
study  shows  that  probably  47  per  cent  of  the 
Cesarean  deaths  were  septic.  Many  surgeons 
probably  should  analyze  the  selection  of  their 
cases  and  study  their  operative  technique  and 
the  surgical  technique  of  their  institutions,  be- 
cause of  the  many  deaths  which  resulted  from 
sepsis  in  which  it  seems  the  condition  should  not 
have  occurred. 

Eighteen  per  cent  of  all  deaths  occurred  in 
colored  women.  The  maternal  mortality  rate  of 
the  colored  women  was  nearly  50  per  cent  more 
than  that  of  the  white  women. 

Puerperal  albuminuria  and  convulsions  caused 
more  than  twice  as  many  deaths  per  10,000  live 
births  among  colored  women  as  among  white 
women.  ( In  Georgia  last  year,  more  white  wom- 
en than  colored  women  died  of  eclampsia). 

The  duration  of  pregnancy  is  a most  impor- 
tant consideration  in  the  evaluation  of  any  sta- 
tistics on  maternal  mortality.  One  third  of  the 
7,380  women  died  before  they  had  reached  the 
last  trimester  of  pregnancy.  Sepsis  was  the 
cause  of  59  per  cent  of  these  deaths.  Puerperal 
albuminuria  and  convulsions  equaled  sepsis  as  a 
cause  of  death  in  the  last  trimester  of  pregnancy 
(31  percent). 

(And  this  is  the  most  astonishing  statement)  : 
One  third  of  the  women  in  the  study  (6,854) 
were  primiparae  and  two-thirds  were  multiparae. 
The  parity  of  526  women  could  not  be  deter- 
mined from  the  death  certificates. 

The  study  shows  that  the  risk  of  childbearing 
is  great  for  mothers  under  fifteen  years  of  age, 
that  the  most  favorable  age  is  from  20-25  years, 
and  that  after  25  years  of  age  the  mortality  in- 


creases, reaching  a maximum  at  45  years  and 
over.  This  is  true  for  both  white  and  colored 
women. 

Laparotomies  were  done  on  195  women  for 
ectopic  pregnancies.  (This  is  not  said  critically). 
Only  26  of  these  had  a blood  transfusion.  The 
removal  of  an  appendix  at  such  an  operation  is 
not  good  surgery.  (Dr.  Hoffman  mentioned  the 
use  of  a 6 per  cent  gum  acacia  solution.  We  have 
come  to  the  conclusion  that  we  would  rather 
have  500  cc  of  a 6 per  cent  gum  acacia  solution 
than  blood  transfusions). 

Probably  the  most  outstanding  finding  of  the 
study  is  that  25  per  cent  of  all  the  deaths  followed 
abortions.  As  sepsis  is  the  greatest  single  cause 
of  maternal  death,  it  was  equally  as  startling  to 
find  that  45  per  cent  of  the  deaths  from  sepsis 
followed  abortions.  There  were  2,948  women 
who  died  of  sepsis,  1,529  of  these  died  in  the  last 
trimester  and  1,403  died  before  the  last  trimester. 
The  onset  of  labor  was  spontaneous  in  1,386  of 
the  women  who  died  of  sepsis  in  the  last  tri- 
mester. Labor  terminated  spontaneously  in  65 
per  cent  of  these  and  artificially  in  34  per  cent. 
(Why  do  women  with  a spontaneous  onset  and 
termination  of  labor  die  with  puerperal  infection? 
This  gives  me  the  opportunity  to  make  a state- 
ment about  what  I believe  is  the  biggest  obstet- 
rical advance  in  the  last  fifty  years,  namely,  the 
wearing  of  a mask  that  covers  the  nose  and 
mouth  by  every  one  who  is  connected  with  the 
woman  in  labor.  We  believe  that  the  vast  ma- 
jority of  women  who  die  from  peurperal  fever 
died  from  organisms  that  are  introduced  from 
without  by  the  doctor,  nurse,  patient  or  family). 
Women  dying  of  sepsis  following  operations 
developed  sepsis  earlier  than  those  who  developed 
the  disease  following  spontaneous  delivery.  One 
thousand  three  hundred  and  twenty-four  abor- 
tions preceded  deaths  from  sepsis.  Of  these,  64 
per  cent  were  induced  (not  therapeutic),  32  per 
cent  were  said  to  have  been  spontaneous  and  4 
were  therapeutic. 

The  chief  method  of  attack  against  the  severe 
toxemias  is  conceded  to  be  their  early  detection 
and  control.  This  means  continuous,  intelligent, 
medical  supervision  from  early  in  pregnancy, 
early  recognition  of  untoward  symptoms,  prompt 
and  judicious  treatment,  and  the  cooperation  of 
the  patient.  A few  patients  died  who  apparently 
had  all  these  safeguards.  The  vast  majority  of 
patients  dying  from  toxemia  lacked  some  or  all 
of  the  care  mentioned.  It  seems  probable,  with 
the  present  state  of  medical  knowledge,  that 
death  from  toxemia  cannot  be  entirely  prevented. 
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( I do  not  believe  that  you  can  prevent  eclampsia 
in  a hundred  per  cent  of  the  cases.  I think  that 
only  two  things  are  always  a hundred  per  cent 
certain:  death  and  taxes).  The  physicians  were 
not  responsible  for  many  of  these  deaths.  They 
either  saw  the  patient  too  late  or  their  advice  was 
not  accepted.  Three  fifths  of  the  women  were 
in  convulsions  or  coma,  or  otherwise  in  poor 
condition,  when  first  seen  by  a physician.  (I 
think  that  a safe,  sane  and  conservative  treat- 
ment of  eclampsia  would  have  saved  many  of 
these  women).  Occasionally,  women  were  seen 
early  in  pregnancy  and  the  advice  about  prenatal 
care  was  not  accepted.  A few  were  seen  in  the 
pre-eclamptic  stage  and  induction  of  labor  ad- 
vised but  the  advice  was  not  accepted.  (I  do  not 
believe  that  there  is  any  curative  treatment  for 
a severe  pre-eclampsia.  I believe  that  one  of  the 
causes  for  the  high  maternal  mortality  in  this 
country  is  the  exaggerated  value  put  on  fetal 
life.  I had  much  rather  send  an  eclamptic  woman 
back  to  the  farm  in  a Ford  car  with  her  husband 
than  send  a husband  back  with  a premature  baby 
in  his  arms  and  his  wife  in  a box ! I believe  that 
a severe  pre-eclampsia  is  an  indication  for  the  in- 
duction of  labor  regardless  of  the  duration  of  the 
pregnancy.)  On  the  other  hand,  the  study  reveals 
serious  conditions  for  which  physicians  were  re- 
sponsible. Twelve  per  cent  of  the  toxemias  re- 
ceived good  prenatal  care.  The  symptoms  of  an 
approaching-  toxemia  were  recognized,  promptly, 
but  the  treatment  was  at  fault.  Induction  of 
labor  (as  distinguished  from  accouchement 
force)  was  done  in  surprisingly  few  cases.  Pre- 
natal care,  as  far  as  the  toxemias  are  concerned, 
will  not  save  lives,  unless  good  clinical  judgment 
and  proper  treatment  are  used.  The  number  of 
women  who  died  during  the  first  convulsion  was 
rather  surprising.  It  is  now  generally  conceded 
that  radical  treatment  in  eclampsia  is  rarely  indi- 
cated. The  dire  results  of  such  teaching  are  evi- 
dent : almost  universal  resort  to  immediate  opera- 
tive interference  in  all  types  of  cases,  and  by  all 
“sorts”  of  practitioners.  Eclampsia  was  the  most 
frequent  indication  for  Cesarean  section.  Often- 
times, the  sections  were  done  without  regard  for 
the  profound  shock  from  which  many  of  the  pa- 
tients were  suffering  and  without  consideration 
for  the  proper  anaesthetic.  Operative  interference 
of  all  sorts  was  frequent,  even  in  multiparous 
women.  There  were  more  than  occasional  cases 
in  which  rising  blood  pressure  was  observed  but 
its  importance  was  evidently  not  realized.  In 
many  cases  treatment,  other  than  vague  advice  as 
to  diet  or  the  prescription  of  a diuretic,  was  far 
from  prompt.  In  other  cases  (202),  treatment 
was  an  immediately  accouchement  force  which, 


though  prompt,  would  not  be  called  judicious  by 
any  leader  in  obstetric  thought  today.  Few  wom- 
en were  treated  along  the  conservative  lines  now 
accepted,  namely  — with  fluids,  dextrose,  mag- 
nesium sulphate,  morphine  and  induction  of 
labor.  There  can  be  no  question  but  that  failure 
to  institute  prompt  treatment,  and  the  injudicious 
treatment  given  contributed  to  many  of  the 
deaths.  It  is  evident  that  some  sane,  conservative 
treatment  for  eclampsia  should  be  agreed  upon, 
and  knowledge  of  it  widely  disseminated. 

If  hemorrhage  in  placenta  praevia  caused  pain, 
patients  would  consult  physicians  earlier  and 
would  not  be  content  with  delayed  treatment. 
Warning  bleeding  occurred  in  234  cases.  This 
bleeding  was  ignored  by  the  patient  or  physician 
in  216  cases,  and  in  more  than  half  of  these  the 
physician,  alone,  was  responsible  for  the  delay. 
Placenta  previa  is  not  a condition  that  can  be 
safely  treated  expectantly.  Here  is  an  example : 
Patient  admitted  at  term.  Had  been  bleeding  off 
and  on  for  two  months.  Profuse  hemorrhage  one 
month  before  admission.  In  labor  on  admission, 
bleeding  and  passing  clots.  Placenta  previa  was 
diagnosed  by  vaginal  examination.  A profuse 
hemorrhage  nine  hours  after  admission.  Treat- 
ment : ice  cap  to  abdomen,  elevation  of  foot  of 
bed  and  ergot.  Flowing  freely  22  hours  after 
admission.  Ice  cap  refilled  and  morphine  given. 
Still  bleeding  27  hours  after  admission.  Five 
hours  later,  bleeding  and  showing  signs  of  shock. 
Delivered  in  shock  by  version  and  extraction. 
Baby  stillborn.  Given  1000  cc.  of  saline.  Died 
five  hours  after  delivery.  Version  to  control 
hemorrhage  was  rarely  done.  Manual  dilatation 
of  the  cervix,  version  and  immediate  extraction 
was  done  in  many  cases,  regardless  of  the  con- 
dition of  the  patient.  The  frequency  of  severe 
lacerations,  rupture  of  the  uterus,  hemorrhage 
and  shock,  with  death  immediately  after  delivery, 
illustrates  the  seriousness  of  these  procedures  and 
the  fact  that  they  are  not  proper  in  the  treatment 
of  placenta  previa.  Nearly  all  the  placenta  previa 
deaths  occurred  immediately  after  delivery.  Rela- 
tively few  of  the  women  (53  out  of  408)  died  of 
sepsis.  Treatment  for  shock  in  connection  with 
hemorrhage  was  rarely  mentioned.  Using  the  but- 
tocks of  the  baby  to  control  hemorrhage  and  al- 
lowing the  patient  to  deliver  spontaneously  was 
seldom  done.  Many  women  with  placenta  previa 
died  of  postpartum  hemorrhage.  Only  31  wom- 
en were  packed  after  delivery.  This  seems  to 
suggest  that  if  proper  packing  were  at  hand  it 
would  be  used  more  often.  Certainly,  blankets 
and  sheets  would  not  be  used,  followed  later  by 
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death  from  sepsis.  An  extreme  case:  A woman, 
with  a history  of  eight  normal  deliveries,  at  or 
near  term,  was  bleeding  in  the  last  month  of  her 
pregnancy.  She  was  packed  several  times  by  sev- 
eral physicians.  A baby  blanket  was  used  in  one 
instance.  She  was  sent  thirty  miles  by  ambu- 
lance to  a hospital.  A classical  Cesarian  section 
was  done  and  she  died  of  sepsis  in  five  and  one- 
half  days.  Rupture  of  the  membranes  was  seldom 


done  for  lateral  placenta  previa  ,in  multiparous 
women.  It  should  be  emphasized  that  Cesarean 
section  is  contra-indicated  in  the  treatment  of 
placent  previa  when  the  patient  is  in  shock  or  has 
potential  or  actual  sepsis.  The  treatment  of  pla- 
centa previa  is  to  control  bleeding  and  treat  shock 
and  acute  anemia ; it  is  not  to  effect  immediate 
delivery  of  the  fetus  except  as  a means  to  this 
end,  and  then  only  in  properly  selected  cases. 


INTRODUCTION  TO  THE  SYMPOSIUM  ON  HEMORRHAGES 
OF  THE  PREGNANT  UTERUS* 

PALMER  FINDLEY,  M.  D., 

Omaha,  Nebraska. 


Hemorrhages  of  the  pregnant  uterus  is  a sub- 
ject of  transcendent  importance  to  the  obstetri- 
cian and  to  the  general  practitioner  who  is  doing 
the  bulk  of  obstetrics.  Loss  of  blood,  however 
small,  in  the  course  of  pregnancy  calls  for  im- 
mediate and  painstaking  enquiry.  My  colleagues 
who  follow  me  in  this  discussion  will  stress  this 
fact  and  it  remains  for  me  to  discover,  if  possible, 
some  phase  of  the  subject  that  will  not  be  cov- 
ered by  them.  Dr.  Moon  will  speak  of  Abor- 
tion. Dr.  Sage  of  Placenta  Previa,  Dr.  Luikhart 
of  Placenta  Abruptio,  and  Dr.  Hoffman  will 
discuss  everything  not  embraced  in  the  previous 
discussions.  All  of  which  puts  me  very  definite- 
ly on  the  spot.  As  a way  out  of  the  dilemma  I 
have  chosen  to  speak  of  a complication  of  preg- 
nancy that  is  not  likely  to  be  referred  to  in  detail 
by  the  participants  in  this  symposium.  To  be 
sure  it  is  seldom  encountered  but  if  you  are  so 
unfortunate  as  to  be  confronted  with  a single 
case  in  your  practice  you  will  be  impressed  with 
its  importance.  I refer  to  cancer  in  the  cervix 
of  a pregnant  uterus. 

We  have  become  increasingly  impressed  with 
the  frequency  of  cancer  in  early  age.  I have  seen 
a cancer  of  the  cervix  in  a six  months  infant  and 
I have  seen  it  at  ninety-two  years  of  age.  Para- 
buceu  reports  the  astonishing  results  of  a survey 
of  several  Russian  clinics  in  which  24  per  cent 
of  all  cancers  of  the  cervix  were  found  in  women 
between  24  and  30  years  of  age.  In  my  own  per- 
sonal experience  the  incidence  does  not  exceed 
10  per  cent.  Stout,  in  reporting  the  observations 
of  Parabuceu,  ascribes  the  frequency  of  cancer 
in  young  women  to  the  effects  of  artificial  abor- 
tions and  to  the  use  of  contraceptives.  While  it 
is  true  that  the  childbearing  age  is  usually  ter- 
minated before  the  cancer  age  begins  the  excep- 
tions to  this  rule  are  many  and  so  we  must  bear 
in  mind  the  possibility  of  cancer  of  the  cervix  in 
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pregnancy.  The  need  for  this  precaution  is  the 
greater  because  of  the  rapidity  of  such  growths, 
hence  the  need  for  early  recognition  and  prompt 
action. 

I take  it  that  we  are  all  agreed  that  cancer  of 
the  cervix  calls  for  pelvic  irradiation,  but  thera- 
peutic pelvic  irradiation  of  a pregnant  uterus  in- 
troduces many  unique  problems.  Briefly  these 
problems  may  be  stated  as  follows : While  inten- 
sive therapeutic  irradiation  may  interrupt  the 
pregnancy  it  is  far  more  likely  to  result  in  de- 
velopmental defects  of  the  fetus.  In  about  one- 
half  the  cases  in  which  post  conception  therapeu- 
tic irradiation  has  been  applied  we  find  such  fetal 
deformities  as  microcephalis,  hydrocephalis,  cre- 
tinism, spina  bifida,  club  feet,  ossification  defects 
of  the  cranial  bones,  deformities  of  the  upper  ex- 
tremities, divergent  squint,  blindness  and  alopecia 
of  the  scalp.  This  is  an  appalling  picture,  one 
that  should  put  us  on  our  guard  lest  we  irradiate 
the  pregnant  uterus.  An  early  pregnancy  should 
never  be  subjected  to  therapeutic  rays.  To  fore- 
stall such  a mishap  the  uterus  should  be  curetted 
before  applying  the  rays  as  a routine  measure  in 
all  childbearing  women  with  cancer  of  the  cervix. 
In  lieu  of  the  curet  the  biochemical  test  for  preg- 
nancy may  be  relied  upon.  If,  perchance,  a preg- 
nant uterus  has  been  irradiated  the  uterus  should 
be  emptied  rather  than  take  the  chance  of  later 
delivering  a deformed  baby.  Advanced  cancers 
of  the  cervix  are  always  infected  and  inasmuch 
as  an  active  pelvic  infection  contradicts  irradia- 
tion it  is  well  to  proceed  cautiously  with  irradia- 
tion after  emptying  the  uterus.  My  preference 
would  be  for  a preliminary  x-ray  pelvic  cycle 
after  emptying  the  uterus  before  applying 
radium.  This  will  clear  the  field  for  radium  ir- 
radiation and  thereby  lessen  the  liability  of  a 
spread  of  the  infection.  Where  the  baby  is  vi- 
able my  preference  is  for  the  abdominal  route 
in  the  interruption  of  the  pregnancy. 


THE  MANAGEMENT  OF  ABORTION* 


CHAS.  P.  MOON,  M.  D„ 
Omaha,  Nebraska. 


For  the  purpose  of  this  paper  the  term  abor- 
tion is  used  for  the  termination  of  pregnancy  up 
to  and  including  the  28th  week.  Because  the 
term  abortion  carries  with  it  in  the  minds  of  the 
layman,  some  interference  as  a causative  factor, 
the  term  miscarriage  has  come  into  common  use. 
The  immediate  dangers  of  an  interrupted  preg- 
nancy are : 

1.  Hemorrhage.  2.  Retention  of  Placental 
Elements.  3.  Sepsis.  4.  Injury  by  manipulation 
or  instruments  leading  to  complications. 

Hemorrhage  as  a complication  of  any  type  of 
abortion,  whether  it  be  threatened,  incomplete,  in- 
evitable or  infected,  causes  alarm  only  when  it  is 
present  in  an  extreme  degree  or  over  a consider- 
able length  of  time.  The  amount  of  hemorrhage 
should  not  exceed  the  amount  of  menstrual  flow 
normal  for  the  particular  woman  during  her 
normal  menstruation.  Hemorrhage  predisposes 
to  septecemia  but  rarelv  in  itself  is  fatal.  Per- 
sistent even  though  slight,  hemorrhage  induces  a 
condition  of  weakness  and  strongly  predisposes 
to  later  infection.  Criminal  abortion  carries  not 
only  a higher  percentage  of  infection  than  any 
other  type,  but  also  hemorrhage  is  a prominent 
symptom  due  first  to  instrumentation  and  later 
to  hemorrhage,  coexistant  with  infection  intro- 
duced at  the  time  of  the  criminal  procedure.  This 
type  of  case  is  always  difficult  to  handle,  since  we 
presuppose  that  infection  has  been  introduced  and 
even  in  the  face  of  hemorrhage  hesitate  to  invade 
the  uterus  in  the  incomplete  type.  The  practice 
of  the  criminal  abortionist  is  reprehensible  enough 
but  is  all  the  more  galling  since  the  hemorrhage 
and  infected  cases  are  thrown  to  the  honest  prac- 
titioner for  subsequent  care  and  many  times  we 
find  ourselves  caring  for  one  of  these  cases  which 
is  in  a bad  way  after  visiting  the  abortionist. 
They  have  paid  the  abortionist,  have  nothing  left 
for  hospital  or  doctor  and  even  under  the  most 
skillful  care  terminate  fatally. 

The  treatment  of  a case  of  threatened  abortion 
showing  severe  hemorrhage  externally  or  marked 
symptoms  of  concealed  hemorrhage  is,  of  course, 
rest  in  bed,  sedatives  and  fluids,  either  by  mouth 
or  intravenous.  However,  expectant  treatment 
should  not  be  carried  to  the  point  where  the  wom- 
an is  depleted  without  the  use  of  pituitrin  and 
packing.  And  the  use  of  these  measures  throws 
the  case  usually  into  the  class  of  inevitable  abor- 
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tion.  In  such  circumstances  or  in  the  case  of  a 
clear  cut  case  of  inevitable  abortion  with  hemor- 
rhage, the  uterus  should  be  emptied  by  the  use 
of  graduated  Hegar  dilators  and  the  removal  of 
the  contents  of  the  uterus  with  placenta  or  ring 
forceps.  The  curette  is  rarely  used  and  is  a dan- 
gerous instrument  as  has  been  taught  for  the  last 
thirty  years.  After  emptying  the  uterus,  a pack 
is  inserted  lightly  into  the  uterine  cavity,  tightly 
into  the  cervix,  and  lightly  into  the  vagina.  The 
patient  is  given  pituitrin,  ergot  and  the  pack  re- 
moved after  24  hours.  The  treatment  of  an  in- 
complete abortion  is  the  same  and  I can  best  cite 
the  procedure  as  reported  by  Cron  and  Lohman 
at  the  Milwaukee  County  hospital  during  1932 
and  cited  by  DeLee  in  the  1935  Year  Book. 

Routine  treatment  of  abortion  parents  at  the 
Milwaukee  County  hospital  is  as  follows : 

( 1 ) Complete  history  and  physical  examination ; 

(2)  sterile  speculum  examination;  (3)  digital  or 
ring  forceps  removal  of  any  products  of  concep- 
tion that  may  be  seen  or  felt  at  the  external  os ; 

(4)  routine  lysol,  potassium  permanganate,  or 
mercurochrome  gauze  packing  following  removal 
of  products  of  conception,  these  packings  usually 
being  in  the  cervical  canal  and  the  vagina ; 

(5)  pituitrin  and  packing  when  the  hemorrhage 
is  brisk  in  the  threatened  and  incomplete  abor- 
tion; (6)  no  invasion  of  uterine  cavity  under  any 
circumstances  when  the  patient  if  febrile;  (71  er- 
got and  quinine  in  all  complete  abortions  and  in 
incomplete  abortions  until  the  patient  is  afebrile 
for  48  hours;  (8)  routine  blood  counts;  (O')  rou- 
tine macroscopic  and  microscopic  examination  of 
all  tissue  expelled  or  removed;  (10)  absolute  rest 
in  bed;  (11)  elevation  of  head  of  bed;  (12)  ice 
cap  to  pelvis;  (13)  no  vaginal  douches:  (14)  co- 
deine or  morphine  for  pain  ; and  ( 15)  fluids  such 
as  glucose  or  saline  as  needed.  Under  this  regime, 
210  or  35.3  per  cent  of  the  indigent  patients  were 
treated  without  invading  the  vagina,  while  an  ad- 
ditional 248  or  41.8  per  cent  were  managed  with- 
out invading  the  uterus,  making  a total  of  458 
or  77.1  per  cent.  The  uterus  was  invaded  and 
the  interior  emptied  by  dull  curette  or  ovum  for- 
ceps and  followed  by  packing  or  by  one  of  the 
preceding  procedures  in  136  cases  or  22.9  per 
cent  of  the  patients. 

Probably  the  greatest  aid  to  the  practitioner 
in  guiding  him  and  allowing  him  to  use  proper 
procedure  and  good  judgment  in  handling  of  any 
case  of  abortion  would  be  to  educate  our  women 
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to  either  estimate  the  amount  of  blood  loss  or 
save  for  observation  any  towels,  pads,  etc.,  stained 
by  the  flow.  They  should  also  be  educated  to 
save  any  clots  or  pieces  passed,  as  many  times 
the  examination  of  these  immediately  allows  us 
to  proceed  with  the  proper  line  of  treatment. 

This  education  should,  of  course,  include  our 
nurses  and  it  is  surprising  the  number  of  times 
that  these  specimens  are  disposed  of  before  the 
attending  physician  has  an  opportunity  to  inspect 
them. 

The  practitioner  handling  such  cases  can  an- 
ticipate future  trouble  as  the  abortionist  and  the 
cultist  learn  of  the  paste  method  commonly  used 
in  Europe.  Both  the  paste  injections  and  place- 
ment of  actuated  intra-uterine  carbon  pencils  in 
the  uterus  give  many  complications  such  as  local- 
ized gangrene,  infection,  hemorrhage,  etc.,  cer- 
tainly will  in  time  as  their  use  increases  give 
the  regular  doctor  much  concern  and  worry. 

The  treatment  then  of  any  and  every  case  of 
abortion  with  or  without  hemorrhage,  with  or 
without  infection  is  an  individual  problem  in 
which  the  doctor  should  be  guided  by  general 
fundamental  rules  the  two  most  important  of 
which  are:  (1st)  stay  out  of  an  infected  uterus 
and  (2)  seldom  use  the  curette. 

DISCUSSION 

DR.  M.  E.  GRIER,  (Omaha) : I am  sure  we  have  all 


enjoyed  Dr.  Moon’s  presentation.  He  has  covered  the 
subject  so  well  that  I can  only  emphasize  certain 
points.  The  protective  barrier  against  invasion  of 
the  lymphatics  from  an  infected  endometrium  is  most 
effective  if  left  undisturbed.  Instrumentation  of  the 
uterine  cavity  in  infected  abortions  increases  the  in- 
cidence of  post-abortal  complications. 

In  non-infected  cases  organisms  may  be  carried  in 
at  the  time  of  curetage.  Many  investigators  have 
shown  that  all  curetages  are  followed  by  a bacterial 
invasion  of  the  uterine  cavity. 

The  possibility  of  tubal  regurgitation  of  endometrial 
tissue  must  be  considered  if  one  accepts  Sampson’s 
theory  of  endometrial  implant. 

That  the  continued  postabortal  bleeding  is  due  to 
muscular  insufficiency  more  often  than  retained 
secundines  is  indicated  by  the  infrequency  of  pla- 
cental tissue  found  in  post-abortal  scrapings.  Most 
scrapings  show  only  blood  clots. 

Our  routine  treatment  corresponds  fairly  closely 
with  that  outlined  by  the  speaker:  Packing  for  bleed- 
ing; morphine  for  pain;  pituitrin  to  secure  expul- 
sion of  the  retained  placenta  or  its  removal  from  the 
cervical  canal  by  the  ring  forceps. 

An  occasional  case  requires  manipulative  evacua- 
tion. This  when  needed  is  performed  by  digital 
evacuation  or  with  the  placenta  forceps. 

DR.  HARRY  WERTMAN,  (Milford):  I think  they 
have  covered  most  of  the  subjects  in  a good,  sane, 
sensible  way.  I believe  the  first  thing  we  should 
think  of  in  these  abortions  is  whether  or  not  we  have 
infection  that  is  not  showing  up.  That  is  about  the 
only  danger  you  get  into.  If  you  are  called  to  see 
a patient  aborting,  with  severe  hemorrhage,  the  im- 
mediate thing  to  think  of  is  packing.  If  you  have 
very  much  packing,  it  does  harm.  Be  careful  how 
tightly  you  pack  a vagina  until  you  know  whether 
or  not  you  have  an  infection  back  of  it.  I think 
drainage  is  of  major  importance  in  early  infection. 


THE  MANAGEMENT  OF  PLACENTA  PREVIA* 

EARL  C.  SAGE,  M.  D., 

Omaha,  Nebraska. 


Hemorrhage  plays  a tragic  part  in  connection 
with  vital  statistics  of  this  continent,  standing 
third  in  the  causes  of  maternal  death ; puerperal 
fever  first,  toxemias  second.  It  is  important  that 
both  the  public  and  the  profession  should  be  con- 
stantly reminded  of  both  the  significance  and  the 
dangers  of  uterine  hemorrhage  in  the  later 
months  of  pregnancy  in  order  that  some,  if  not 
all,  of  the  resulting  tragedies  may  be  avoided. 

Painless,  causeless,  unavoidable  uterine  hem- 
orrhage in  the  3rd  trimester  of  pregnancy  is  an 
almost  pathognomonic  sign  of  placenta  previa.  It 
is  said  to  be  from  4 to  10  times  more  frequent  in 
multipara  than  in  primipara  and  to  have  an  in- 
cidence of  about  one  in  125-500  pregnancies.  The 
maternal  mortality  is  from  4-10%  ; the  foetal 
mortality  30-80%.  The  first  hemorrhage  may 
only  be  a spotting,  but  each  succeeding  hemor- 
rhage is  more  profuse,  and  one  hemorrhage  may 
be  severe  enough  to  be  fatal.  The  amount  of 
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bleeding  varies  with  the  type  of  placenta  previa, 
being  profuse  in  central  placenta  previa,  less  so 
in  the  marginal  and  lateral  types. 

Bleeding  may  occur  at  any  time  from  the  third 
month  on.  but  it  is  most  frequent  in  the  eighth 
month  to  term.  It  is  vital  that  the  attendant  in- 
form the  patient  that  bleeding  during  pregnancy 
is  never  trivial  and  may  be  and  often  is  the  warn- 
ing of  grave  danger. 

Recent  surveys  emphasize  the  grave  lack  of 
knowledge  of  the  fundamentals  in  the  care  and 
treatment  of  this  condition  by  those  attending  the 
pregnant  woman.  Now  none  of  us  have  had  408 
cases  of  placenta  previa,  nor  have  we  had  347 
deaths  directly  due  to  placenta  previa.  Rut  we 
can  learn  something  from  this  number  of  cases 
which  occurred  in  15  states  during  the  years 
1927-1928  and  studied  by  the  Children’s  Bureau. 
How  were  these  cases  handled? 

52%  of  those  408  cases  were  delivered  by  po- 
dalic  version  and  extraction;  10%  by  caesarian 
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section  ; 8%  by  forceps  ; 4%  by  manual  dilatation 
of  the  cervix,  and  7%  by  other  operative  means. 

There  seemed  to  be  considerable  misunder- 
standing on  the  part  of  doctors  regarding  the 
dangers  of  version  and  extraction  with  imme- 
diate delivery  and  the  Braxton  Hicks’  maneuver 
with  delayed  extraction.  The  latter,  delayed  ex- 
traction,  was  rarely  done. 

Rupture  of  the  uterus,  tears,  hemmorrhage 
and  shock  were  frequent,  (51  of  these  cases  were 
complicated  by  sepsis.  But  so  large  a number 
died  immediately  after  delivery  that  relatively 
few  lived  long  enough  to  die  of  sepsis. 

The  treatment  of  shock  and  hemmorrhage  was 
conspicuous  by  its  almost  entire  absence.  Fluids 
of  any  sort  were  rarely  used.  If  we  get  nothing 
else  from  this  paper  than  this  one  point  “com- 
bating shock  and  hemorrhage  by  means  of  blood 
transfusion  and  the  administration  of  fluids,  be- 
fore and  during  delivery,  in  the  patients  who 
have  had  any  blood  loss,  is  as  important  as  the 
method  of  delivery  chosen,”  we  have  not  wasted 
our  time. 

In  the  above  mentioned  series  of  cases  it  was 
practically  never  considered  that  the  buttocks  of 
the  child  could  be  used  to  control  hemorrhage  and 
the  shock  could  be  treated  at  this  time.  Caesarian 
sections  were  often  done  without  any  effort  be- 
ing made  to  combat  the  patient's  shock.  The 
choice  of  operation  as  well  as  the  time  of  its 
performance  must  be  judicious.  Rapid  trau- 
matizing delivery  by  the  birth  canal  must  be 
avoided  as  it  increases  the  hazard  to  the  mother. 

I think  it  can  be  truthfully  said  that  the  high 
maternal  mortality  from  placenta  previa  over  the 
country  as  a whole  is  largely  due  to  the  ignorance 
of  the  patient's  physician  or  to  inadequate  facili- 
ties for  proper  maternal  care. 

To  substantiate  such  a statement  and  cite  the 
results  obtainable  in  a maternity  hospital,  we 
need  only  to  look  at  the  report  of  Daily — from 
the  Chicago  Lying  In  Hospital,  who  cites  155 
cases  of  placenta  previa  from  1927-1934  without 
a maternal  mortality. 

Before  the  methods  of  delivery  are  discussed 
it  should  be  recalled  that  there  is  no  standard 
form  of  treatment  for  all  cases.  The  choice  of 
procedure  is  dependent  upon — 

The  type  of  placenta  previa. 

The  dilation  and  dilatability  of  the  cervix. 

The  competence  of  the  presenting-  part  to  control 
the  bleeding  efficiently. 

The  presence  of  ruptured  or  unruptured  mem- 
branes. 

The  amount  of  blood  loss. 


The  age  and  parity  of  the  patient. 

The  period  of  gestation. 

The  importance  of  the  fetus  to  the  parents. 

Your  own  ability  to  perform  these  technical  pro- 
cedures. 

Time  does  not  permit  going  into  all  these 
factors,  but  when  we  are  confronted  with  a case 
of  placenta  previa,  we  should  take  time  to  con- 
sider these  points  and  so  plan  our  treatment  as 
to  conserve  the  life  of  the  mother  and  fetus  to 
the  best  of  our  ability.  We  should  select  the 
procedure  that  is  least  traumatic  and  exhausting 
to  both. 

Caesarian  section  is  preferred  in  placenta  pre- 
via centralis  and  partialis,  in  primiparas  or  mul- 
tiparas in  whom  bleeding  is  moderate  or  profuse 
and  where  there  is  little  or  no  dilation  of  the 
cervix.  The  advent  of  caesarian  section  in  the 
treatment  of  placenta  previa  has  not  only  mate- 
rially lowered  the  maternal  mortality  but  has  al- 
most eliminated  deaths  of  viable  babies  that  were 
living  when  the  patient  was  examined.  Whereas 
the  gross  fetal  mortality  was  formerly  from  60- 
80%  it  can  now  be  brought  down  to  20%  no 
matter  what  the  period  of  gestation. 

Braxton  Hicks'  version  is  not  desirable,  ex- 
cept possibly  where  the  fetus  is  non-viable,  yet 
this  procedure  was  used  in  52%  of  the  408  fatal 
cases  of  placenta  previa  previously  referred  to. 
Versions  for  placenta  previa  are  of  definite 
dangers  to  mother  and  fetus,  because  of  pelvic 
complications,  such  as  injuries  to  the  cervix, 
rupture  of  the  uterus,  prolapsed  placenta  and 
cord.  In  an  analysis  of  84  cases  of  placenta 
previa  by  Binder  in  Jersey  City,  bagging,  version 
and  breech  extraction  showed  a gross  fetal  mor- 
tality of  60%  and  a maternal  mortality  of  7.1%. 

In  a patient,  with  a viable  fetus,  if  the  vagnial 
examination  reveals  a cervix  partially  dilated  and 
effaced,  with  the  placenta  marginally  situated, 
rupture  of  the  membranes  allowing  the  head  to 
descend  and  act  as  a compressor,  may  be  suffi- 
cient treatment.  Otherwise  the  introduction  of  a 
bag  will  control  the  bleeding  until  there  is  com- 
plete dilatation  and  the  fetal  scalp  may  b<  grasped 
with  a tenaculum  forceps  and  traction  applied 
or  obstetrical  forceps  may  be  applied  and  the 
child  delivered. 

Tamponading  the  cervix  with  sterile  gauze  or 
lysol  soaked  cotton  pledgets  has  been  advocated, 
but  all  statistics  prove  that  packing  the  cervix  in 
placenta  previa  adds  materially  to  the  mortality 
and  morbidity  rates  unless  it  is  carried  out  under 
the  strictest  antiseptic  precautions.  Perhaps 
these  measures  could  be  used  to  control  the 
hemorrhage  if  it  were  necessary  to  transport  the 
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patient  any  distance  to  a hospital.  Tt  would  be 
my  opinion  that  vaginal  packs  are  of  little  yse 
and  materially  increase  the  hazard  of  infection. 

Patients  with  placenta  previa  or  abruptio  pla- 
centa are  emergency  cases  and  there  is  no  place 
for  watchful  expectancy  in  the  management  of 
such  cases.  They  should  be  placed  in  a hospital 
and  no  rectal  or  vaginal  examination  should  be 
made  until  the  delivery  room  is  set  up  for  opera- 
tion, delivery  or  transfusion  as  the  urgency  of 
the  case  demands.  Intravenous  injection  of 
saline  or  glucose  is  given  while  the  blood  is  being 
typed  and  donors  chosen  and  held  available  for 
instant  use.  Adequate  transfusion  should  be 
given  those  cases  presenting  evidence  of  acute 
anemia  or  shock  from  blood  loss.  Dieckman 
has  used  30  cc  of  a 30%  sol.  of  sodium  citrate 
administered  intramuscularly  or  15  cc  intraven- 
ously to  shorten  the  coagulation  time  and  thus 
prevent  blood  loss. 

The  treatment  of  placenta  previa  is  to  control 
bleeding  and  treat  shock  and  acute  anemia.  The 
treatment  is  not  to  effect  the  immediate  delivery 
of  the  fetus  by  manual  dilatation  of  the  cervix 
and  podalic  version  regardless  of  the  woman  s 
condition  with  the  frequent  occurrence  of  rupture 
of  the  uterus,  tears,  hemorrhage,  shock  and 
death  immediately  after  delivery. 

If  the  onset  of  hemorrhage  in  placenta  previa 
were  accompanied  by  pain,  patients  would  apply 
for  treatment  sooner  and  would  not  be  content 
with  inactivity  on  the  part  of  the  physician.  On 
the  other  hand,  ill  advised  active  treatment  as 
above  described  is  certainly  not  indicated.  Rapid 
traumatizing  deliveries  must  be  avoided. 

Irrespective  of  the  method  of  delivery  we  de- 
cide on,  let  us  combat  shock  and  hemorrhage 
before,  during  and  after  delivery ; let  us  conserve 
blood — avoid  trauma — and  prevent  infection. 
Successful  treatment  of  this  important  compli- 
cation of  pregnancy  can  do  much  to  better  our 
maternal  mortality  statistics  as  obstetric  hemor- 
rhage is  one  of  the  3 major  causes  of  maternal 
mortality  4n  the  United  States. 

SUMMARY 

1.  Rapid  dilatation  of  the  cervix  with  imme- 
diate extraction  of  the  fetus,  accouchement  force, 
is  an  unwise  and  unsatisfactory  procedure.  It  is  a 
maneuver  which  should  be  unreservedly  con- 
demned in  the  treatment  of  placenta  previa.  It 
carries  with  it  a maternal  mortality  of  from  30- 
GO  % in  cases  of  central  placenta  previa. 

2.  The  intrauterine  or  cervical  bag  and  ver- 
sion produces  results  similar  to  those  following 


accouchement  force.  The  maternal  mortality  here 
averages  10%.  The  bad  results  are  due  to  blood 
loss  before  bagging — the  trauma  at  insertion  or 
in  doing  the  version,  and  post  partum  hemor- 
rhage. 

3.  In  cases  of  partial  placenta  previa,  only 
3 procedures  are  worthy  of  consideration:  first, 
caesarian  section;  2nd,  cervical  bag;  3rd,  Brax- 
ton-Hicks’  version  without  extraction.  Here  the 
mortality  rate  for  the  mothers  is  seldom  lower 
than  G-7%  and  more  often  10%. 

4.  If  there  is  considerable  dilatation  of  the 
os  and  the  fetal  head  is  engaged,  simple  rupture 
of  the  membranes  may  control  the  hemorrhage 
until  the  baby  may  be  delivered  by  forceps ; or, 
if  the  fetal  head  remains  high,  podalic  version 
may  be  performed.  These  procedures  should  only 
be  used  in  the  marginal  variety  of  placenta  previa. 

5.  If  there  is  little  or  no  dilatation  of  the  os, 
caesarian  section  should  be  performed  because 
other  methods  of  delivery  through  the  birth  canal 
cause  a stretching  of  the  placental  site  which  gives 
rise  to  post  partum  hemorrhage,  which  is  some- 
times uncontrollable.  The  relatively  poor  contrac- 
tile power  of  the  lower  uterine  segment  is  not  suf- 
ficient to  control  bleeding  from  the  uterine  sin- 
uses when  located  in  this  part  of  the  uterus.  The 
safe  method  of  delivery  in  cases  of  placenta  pre- 
via is  one  that  leaves  the  placental  site  undis- 
turbed and  the  only  method  which  will  do  this 
is  abdominal  caesarian  section. 

6.  In  all  cases  of  doubtful  operative  risk, 
prophylactic  blood  transfusion  should  be  per- 
formed just  before  the  section  or  during  the 
same. 

7.  Bill  of  Cleveland  reported  a series  of  104 
placenta  previa,  79%  of  which  were  treated  by 
caesarian  section  and  showed  the  lowest  maternal 
and  fetal  mortality  of  any  large  series.  Maternal 
deaths  2,  or  1.92%  ; fetal  mortality  32  or 
30.76%. 

8.  A placenta  previa  death  is  usually  from 
post  partum  hemorrhage  for  2 reasons ; first,  due 
to  the  injury,  to  the  cervix  and  lower  uterine 
segment  brought  about  by  manipulation  neces- 
sary to  extract  the  child,  and  second,  due  to  gen- 
eral atony  of  the  patient’s  uterus  or  shock  result- 
ing from  previous  loss  of  blood  and  the  effect  of 
this  condition  on  the  contractile  power  of  the 
uterine  muscle. 

9.  All  cases  of  placenta  previa  should  be 
treated  in  a hospital  if  possible  and  should  be 
sent  there  immediately  without  vaginal  examina- 
tion or  packing. 
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DISCUSSION 

DR.  FRANK  P.  MURPHY,  (Omaha):  Mr.  Chair- 
man and  Gentlemen:  The  subject  has  been  so  thor- 
oughly covered  by  Dr.  Sage,  there  is  little  left  to  be 
said  except  to  re-emphasize  the  things  he  has  men- 
tioned. The  first  thing  we  should  think  of  is  the 
matter  of  diagnosis.  One  must  be  sure  what  the  lo- 
cation of  the  placenta  is  before  he  tries  to  do  any- 
thing about  it.  One  must  not  be  in  too  much  of  a 
hurry  to  make  a diagnosis,  because  when  you  sus- 
pect a placenta  praevia,  you  must  be  prepared  for 
blood  transfusion.  One  should  be  ready  to  do  a 
blood  transfusion  in  any  case  of  placenta  previa,  or 
of  premature  separation,  for  that  matter. 

As  a matter  of  diagnosis,  I think  one  thing  Dr. 
Sage  did  not  mention  is  the  use  of  sodium  iodide 
as  described  in  a paper  written  by  Drs.  Ude  and 
Urner  which  was  published  in  the  American  Journal 
of  Obstetrics  and  Gynecology  in  the  issue  of  May, 
1935,  in  which  a solution  of  sodium  iodide  is  injected 
into  the  bladder — 10  to  15  per  cent — and  an  exposure 
made  covering  the  whole  lower  uterine  segment. 
From  my  small  experience  with  that  procedure,  1 
think  it  will  be  a great  deal  of  help  in  deciding 
whether  it  is  certainly  a central  placenta  previa, 
or  marginal.  It  may  be  difficult  to  determine  wheth- 
er it  may  be  a partial  type  rather  than  a central. 
If  this  diagnostic  procedure  is  followed  up  for  some 
years,  I think  it  will  prove  to  be  of  a great  aid. 

As  for  a Braxton  Hicks’  version,  I think  oftentimes 
it  is  done  by  the  man  who  is  some  distance  from  the 
hospital  in  cases  of  central  or  partial  placenta 
previa.  It  may  be  possible  that  he  has  not  time  or 
is  unable  to  transport  the  patient  to  a hospital.  It 
is  the  procedure  of  choice  in  such  instances,  partic- 
ularly if  the  patient  has  lost  a lot  of  blood. 

When  we  do  a Braxton  Hicks’  version  and  get  the 
foot  down  and  put  a small  amount  of  traction  on  it, 
that  is  as  far  as  it  should  go.  No  further  attempt 
•should  be  made  at  delivery.  Placenta  previa  is  one 
type  that  when  the  doctor  comes,  he  should  not  leave 
until  he  is  through. 

Packing  was  mentioned.  It  may  occasionally  be 
necessary  to  pack  the  vagina  with  wet  cotton  for 
transport  of  the  patient,  always  remembering,  how- 
ever, that  it  is  a method  of  treatment  that  undoubt- 
edly will  add  to  the  maternal  mortality  by  sepsis. 

DR.  L.  A.  SWANSON,  (Hastings):  The  importance 
of  these  points  brought  out  this  morning  in  the  con- 
servative treatment  and  positive  diagnosis  was  im- 
pressed on  my  mind  a few  years  ago  in  visiting  a 
medical  clinic  in  one  of  our  larger  cities.  I waited 
all  day  to  watch  conservative  treatment  on  a case 
diagnosed  as  placenta  previa.  They  were  careful 
not  a dilate  the  cervix  too  rapidly.  When  the  dilata- 
tion was  complete  and  the  case  delivered,  it  turned 
out  to  be  a case  of  abruptio  placenta.  They  had 
done  nothing  to  give  her  fluids  or  transfuse  her,  and 
the  patient  died  four  hours  after  delivery,  completely 
exsanguinated.  I was  very  much  impressed  with  the 
importance  of  accurate  diagnosis  and  supportive 
treatment. 


DR.  WILLIS  TAYLOR,  (Omaha).  If  anyone  had 
advocated  caesarian  in  placenta  previa  twenty-five 
years  ago,  the  idea  would  have  been  very  quickly 
discredited.  At  the  present  time,  it  is  the  delivery 
of  choice  in  placenta  previa,  if  our  patient  is  in 
good  condition. 

The  treatment  of  placenta  previa  depends  entirely 
upon  the  condition  of  the  patient.  The  more  severe 
the  general  condition  of  the  patient,  the  less  severe 
should  be  the  operation.  Any  placenta  previa  patient 
with  a hemoglobin  of  less  than  60%  and  a red  cell 
of  less  than  three  million  should  not  be  operated 
until  that  patient  has  been  prepared  for  transfusion. 

In  the  treatment  of  placenta  previa,  we  have  the 
method  of  packing,  the  use  of  the  bag,  Braxton  Hicks’ 
version  and  caesarian  section.  Packing  has  a dis- 
tinct place,  if  properly  done.  You  have  heard  Dr. 
Schwartz  talk  on  this  subject.  You  know  you  must 
pack  around  the  edge  of  the  placenta,  between  the 
placenta  and  lower  uterine  segment,  the  cervix,  the 
vault  of  the  vagina,  and  the  entire  vaginal  tract.  If 
properly  done,  preferably  with  iodoform  gauze,  it  is 
safe  to  leave  the  packing  until  the  patient  expells  it. 
I know  a patient  in  whom  the  packing  was  left  for 
two  weeks.  Labor  came  on  and  the  patient  expelled 
the  packing  and  fetus  without  hemorrhage  or  shock. 

As  an  emergency  measure  and  one  that  can  be 
used  under  any  condition,  I think  it  should  be  re- 
membered a Braxton  Hicks’  version  is  a very  nice 
operation  to  talk  about  and  read  about  but  very 
difficult  to  do.  Never  try  to  do  a Braxton  Hicks’ 
version  unless  you  are  prepared  to  pack  that  patient 
or  use  the  bag.  It  is  difficult  to  go  through  or  around 
the  placenta  and  to  place  the  foot  down  even  if  you 
are  about  to  grasp  the  foot  in  the  uterus.  If  you 
cannot  grasp  the  foot,  you  have  separated  the  pla- 
centa and  caused  more  hemorrhage.  It  the  case  is  in 
extremis  we  must  stop  the  hemorrhage  and  regain 
the  vascular  tone.  Here  the  vaginal  pack  or  the  bag  is 
the  thing  to  use.  Then  transfuse  our  patient,  fill  her 
up  with  fluid  and  allow  the  cervix  to  dilate. 

After  delivery,  it  is  always  best  to  pack  the  uterus. 
Occasionally  we  sometimes  find  the  packing  will  not 
stop  the  bleeding.  In  these  cases,  if  you  pass  a num- 
ber two  chromic  suture  on  a large  round  needle 
high  up  to  the  side  of  the  cervix  in  the  lower  part 
of  the  broad  ligament,  you  will  catch  the  branch  of 
the  cervical  artery  and  tie  them  off.  This  will  stop 
the  hemorrhage  in  practically  all  of  these  eases. 

DR.  SAGE,  (Closing):  I can  only  reiterate  what  I 
honestly  believe,  that  many  of  these  complications  of 
pregnancy  can  only  be  handled  satisfactorily  by  those 
men  qualified  to  perform  these  technical  procedures. 

Dr.  Taylor  has  just  said,  that  on  paper,  many  of 
these  procedures  look  easy — in  the  actual  performance 
they  are  much  harder  to  do  skillfully. 

In  that  I am  a licensed  physician  I can  operate  on 
a lateral  sinus  thrombosis — but  I am  not  going  to 
attempt  this  as  I do  not  feel  qualified — not  every 
physician  is  qualified  to  do  versions — caesarian  sec- 
tions and  other  operative  procedures  in  obstetrics. 

It  is  my  personal  opinion  that  caesarian  section  is 
the  best  method  of  handling  a case  of  placenta  previa 
for  the  reasons  set  forth  in  my  paper. 


MANAGEMENT  OF  PLACENTA  ABRUPTIO* 


RALPH  LUIKART,  M.  D„ 
Omaha,  Nebraska. 


Antepartum  hemorrhage  due  to  the  premature 
separation  of  the  normally  implanted  placenta 
was  designated  ablatio  placenta  by  Rudolf 

* Presented  before  the  annual  meeting,  Nebraska  State  Medi- 
cal Association,  Lincoln,  April  7,  1936. 


Holmes  of  Chicago  in  1901.  This  condition  was 
first  described  by  Louis  Bourgeois  in  1609.  Rig- 
by(1)  clearly  differentiated  this  condition  from 
placenta  previa  in  1776.  He  called  it  accidental 
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hemorrhage.  The  term  abruptio  placenta  I be- 
lieve is  in  more  common  usage  in  recent  years. 

The  placenta  may  be  partially  or  completely 
detached  from  the  uterine  wall.  The  blood  may 
escape  by  way  of  the  vagina,  or  it  may  be  re- 
tained within  the  uterine  cavity.  This  latter  con- 
dition is  referred  to  as  concealed  hemorrahge  and 
is  one  of  the  most  serious  accidents  of  pregnancy 
and  labor.  Statistics  show  the  concealed  hem- 
orrhage occurs  but  rarely ; in  fact  only  about  one 
time  in  one  thousand  deliveries.  Premature  sep- 
aration occurs  about  one  time  in  one  hundred  and 
seventy-five  deliveries,  making  the  ratio  of  con- 
cealed hemorrhage  to  external  hemorrhage  from 
abruptio  placenta  one  to  six. 

The  cause  of  the  premature  separation  is  not 
understood.  Formerly  trauma  was  thought  to  be 
the  chief  predisposing,  if  not  the  direct,  cause. 
Most  any  patient  can  recall  a bump  or  a jolt  to 
which  she  may  accredit  the  condition.  In  reality 
because  of  the  increase  in  size  and  unshapeliness 
of  the  pregnant  woman  near  term  few  escape 
some  fall  or  bump.  Trauma  probably  rarely  is 
the  direct  cause.  Among  the  several  other 
causes  held  as  responsible,  a short  cord,  or 
shortening  of  the  cord  by  its  entanglement  around 
the  baby  seems  logical,  and  has  been  demon- 
strated in  several  cases.  This  at  least  seems 
much  more  likely  than  sudden,  intense  mental 
emotions,  and  other  assumptions,  many  of  which 
border  on  superstitions.  The  German  authori- 
ties(2)  hold  that  inflammatory  or  degenerative 
conditions  of  the  decidua  are  responsible  for  pro- 
duction of  the  accident. 

The  accident  has  been  associated  with  toxemic 
conditions  with  sufficient  frequency  to  make  one 
believe  it  is  at  least  a factor  at  times  . 

Another  causative  factor,  which  may  occur,  is 
the  decrease  in  size  of  the  placental  area  as  a 
result  of  sudden  contraction  of  the  uterus  after 
the  loss  of  a large  amount  of  amniotic  fluid,  or 
the  sudden  diminution  in  the  uterine  content  as  a 
result  of  delivering  one  of  a pair  of  twins. 

There  is  one  cause  that  should  be  emphasized, 
and  that  is  separation  as  the  result  of  an  attempt- 
ed external  version.  I had  this  happen  and  lost 
the  baby  and  almost  lost  the  mother.  Since  then 
I am  much  in  doubt  whether  external  version 
is  wise. 

The  recent  original  communication  of  the  work 
done  by  Batholomew  and  Kracke(3)  states  that 
they  have  concluded  from  their  study  of  hyper- 
cholesteremia that  “Excessive  storage  in  the 
placental  arteries  (of  cholesterol)  with  vascular 
changes  is  the  predisposing  cause  of  infarction 


in  the  placenta.”  They  state  further,  that  from 
their  observations,  the  cholesterol  effect  on  pla- 
cental arteries  readily  explains  the  tendency  to 
thrombosis  occurring  spontaneously  or  as  the  re- 
sult of  trauma  from  fetal  movements,  with  result- 
ing placental  infarction  and  toxemia. 

Parity  seems  to  have  little  effect. 

The  mechanism  of  the  separation  begins  with 
an  effusion  of  blood  into  the  decidua  basalis  from 
the  placenta,  or  from  blood  permeating  through 
the  walls  of  smaller  vessels  of  the  uterus.  A 
hematoma  forms  splitting  the  decidua,  leaving 
the  thicker  layer  on  the  uterine  muscularis.  The 
process  may  stop  here  and  not  be  discovered  until 
after  the  completion  of  the  third  stage  when  the 
placenta  is  found  to  have  some  dark  blood  clots 
attached  to  the  maternal  surface.  The  hematoma 
may  increase  in  size  until  most  all  or  all  the  pla- 
centa is  separated,  causing  fetal  death.  The  blood 
may  escape  into  the  uterine  cavity  or  spread  out 
between  the  uterine  wall  and  the  membranes. 
But  until  it  passes  the  presenting  part  and  escapes 
into  the  vagina  it  is  a concealed  hemorrhage. 

At  times  characteristic  lesions  occur  in  the 
uterine  wall,  tubes,  and  ovaries,  giving  a bluish- 
copper-like  hue  similar  to  the  color  of  an  ovarian 
cyst.  When  this  takes  place  the  uterus  often 
fails  to  contract.  Williams(4)  states  it  remains 
as  soft  as  a piece  of  wet  leather  and  if  it  occurs 
during  a Cesarean,  amputation  of  the  uterus  must 
be  done  without  delay.  Couvelaire(5)  has  desig- 
nated this  condition  as  utero-placental  apoplexy. 

Rosenfelt(6)  reported  a group  of  cases  of 
abruptio  placenta  in  which  five  cases  had  the 
Couvelaire  uterus.  Davis  and  McGee* 7 > report- 
ed 112  cases  of  abruptio  placenta  in  forty  thou- 
sand deliveries.  There  were  fifteen  cases  that 
had  the  typical  Couvelaire  uterus. 

Abruptio  placenta  may  occur  during  the  later 
months  of  pregnancy,  or  during  labor.  The 
symptoms  usually  are  very  characteristic.  The 
uterine  contractions  suddenly  become  more  pain- 
ful and  almost  constant,  rapidly  developing  into 
pains  of  agonizing  severity.  The  patient  cries 
out  and  the  facial  expression  is  one  of  great 
anguish.  The  uterus  is  extremely  tender  to 
touch.  This  is  especially  so  if  the  hemorrhage 
is  concealed  and  of  much  consequence.  The 
uterus  increases  in  size  and  becomes  “boardy” 
hard.  The  maternal  pulse  speeds  up  rapidly  to 
130  or  more.  The  fetal  heart  sounds  disappear 
and  the  mother  shows  signs  of  shock.  I saw 
just  such  a case.  She  died  in  less  than  fifteen 
minutes  from  the  onset  of  the  severe  pain.  The 
uterus  was  opened  at  once,  after  the  patient’s 
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death.  The  baby  was  dead.  The  uterus,  tubes, 
ovaries,  and  broad  ligaments  were  of  a bluish- 
copper-like  hue,  and  even  the  abdominal  cavity 
and  the  rest  of  its  contents  were  bluish.  The 
only  other  accident  I have  seen  during  labor, 
that  might  be  confused  with  this  condition  was  a 
patient  on  whom  a Cesarean  had  been  done  one 
year  previous.  There  was  but  one  hard  con- 
traction. There  had  been  no  previous  medica- 
tion. Tbe  uterus  ruptured.  The  outcome  was 
death  of  mother  and  unborn  child. 

Ordinarily,  if  the  concealed  hemorrhage  is  of 
much  consequence  it  is  not  difficult  to  diagnose. 
The  external  hemorrhage  may  be  confused  with 
placenta  previa.  The  latter  is  a painless  bleeding 
usually  with  a history  of  bleeding  earlier  in  the 
pregnancy.  There  is  little  or  no  tenderness  of  the 
uterus.  There  is  no  sudden  increase  in  pulse 
rate  or  signs  of  shock.  No  boardy  hardness  ex- 
ists and  vaginal  or  even  rectal  examination  may 
clinch  the  diagnosis. 

In  abruptio  placenta  the  prognosis  is  bad  at 
best.  The  maternal  mortality  approaches  thirty- 
six  to  forty  per  cent  and  the  fetal  mortality  sixty- 
six  per  cent. 

In  this  condition,  in  which  treatment  is  so  un- 
satisfactory, after  the  onset  of  the  placental  sep- 
aration, prophylaxis  would  be  ideal,  but  summing 
up  the  foregoing  statements,  it  is  evident  that  in 
the  great  majority  of  cases  the  cause  of  abruptio 
placenta  is  not  well  understood,  hence  preventive 
treatment  cannot  be  instituted  to  advantage.  Pre- 
natal care  throughout  the  pregnancy  must  be 
most  thorough,  making  particular  effort  to  pre- 
vent toxemia.  All  abdominal  manipulation  should 
be  kept  to  a minimum. 

The  treatment  depends  on  the  individual  case. 
In  the  complete  separations  or  grave  cases  of 
abruptio  placenta,  the  treatment  must  necessarily 
become  more  radical.  If  the  patient  is  in  labor 
and  making  normal  progress  without  unfavorable 
signs  or  symptoms,  conservative  measures  may 
suffice. 

The  Couvelaire  type  of  uterus  demands  hys- 
terectomy, unless  it  begins  to  contract  within  one 
or  two  minutes.  If  there  is  a tendency  to  hemor- 
rhagic infiltration  into  the  pelvic  connective  tis- 
sue even  hysterectomy  may  not  save  the  patient. 
F.  H.  Falls(8)  outlines  a practical  method  of 
handling  cases  of  abruptio  placenta.  He  states, 
“If  the  separation  is  complete  there  is  nothing  to 
do  but  the  ordinary  care  of  an  abortion.  If  the 
separation  is  incomplete  rest  in  bed  and  sedatives 
may  prevent  further  separation,  and  the  fetus 


may  go  to  viability,  or  even  to  term.”  He  states 
further,  that  if  the  patient  is  a primipara  and  the 
baby  shows  signs  of  distress  a Cesarean  is  the 
procedure  of  choice.  On  the  other  hand  if  the 
cervix  is  fairly  well  dilated  and  effaced,  forceps 
or  version  and  extraction  preceded  by  Diihrssen’s 
incisions,  if  indicated,  may  give  best  results.  A 
mild  postpartum  hemorrhage  occurring  in  a 
woman  who  is  already  exsanguinate  may  be  the 
deciding  factor,  hence  the  uterus  should  be  packed 
after  delivery  in  each  case.  Further,  Falls  states 
he  is  unalterably  opposed  to  any  form  of  conserv- 
ative management  in  the  severe  type  of  case.  It 
is  evident  from  his  attitude  in  such  cases  the  ab- 
domen must  be  opened  and  the  obstetrician  must 
be  in  a position  to  control  the  bleeding,  even  if  it 
is  necessary  to  remove  the  uterus.  DeLee(9) 
thinks  local  anesthesia  is  preferable.  Preparation 
should  be  made  to  cope  with  whatever  emergency 
may  arise ; especially  the  need  for  pituitrin  and 
intravenous  saline  or  glucose  and  stimulants 
should  be  anticipated  and  blood  transfusions  ar- 
ranged for. 

If  an  operating  room  is  not  available,  applying 
a Spanish  windlass  and  packing  the  vagina  with 
wet,  sterile  cotton,  and  giving  small  doses  of 
pituitrin  should  help ; at  the  same  time  treating 
the  shock.  In  these  severe  cases  the  obstetrician 
must  have  the  courage  of  his  convictions  and  act 
at  once.  If  I were  to  name  this  type  of  case  in 
accordance  with  the  experience  I have  had  I 
would  designate  it  an  obstetrical  tragedy  instead 
of  an  accidental  hemorrhage  of  pregnancy. 

SUMMARY  OF  MANAGEMENT 

The  treatment  depends  on  the  individual  case. 

If  the  separation  is  incomplete  conservative 
treatment  usually  gives  much  better  results. 

Tf  the  separation  is  complete  radical  treatment 
must  be  instituted  promptly. 

Prevention  of  unnecessary  blood  loss  should 
be  the  basic  thought.  This  can  be  accomplished 
only  when  the  obstetrician  in  charge  has  suitable 
facilities  to  meet  any  emergency,  and  knows  how 
and  when  to  make  use  of  them. 
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DISCUSSION 

DR.  WILLIS  H.  TAYLOR  (Omaha):  This  has  been 
covered  very  well.  Placenta  abruptio  may  occur  at 
any  time  during-  pregnancy.  The  nearer  we  get  to 
full  term  pregnancy  the  more  serious  the  condition 
when  it  arises.  We  have  two  definite  conditions 
here  to  deal  with;  the  incomplete  separation  as  well 
as  the  complete  separation.  The  more  complete  the 
separation  the  more  serious  the  condition  until  we 
get  a complete  separation  of  the  placenta.  Then 
our  hemorrhage  usually  stops.  This  condition  may 
arise  before  or  during  the  time  of  labor.  If  before 
labor,  our  patient  is  much  more  apt  to  be  in  a con- 
dition of  shock  and  is  much  more  serious  to  take 
care  of.  We  should  recognize  the  condition  early 
and  not  allow  them  to  become  in  poor  condition  be- 
fore doing  something  to  relieve  the  condition.  The 
reaction  of  the  uterus  to  this  separation  is  one  of  a 
more  or  less  tonic  contraction. 

The  old  treatment  was  to  give  these  patients  smal' 
doses  of  ergot.  At  the  present  time,  small  doses  of 
pituitrin  will  give  us  a contraction  of  the  uterus  with 
little  or  no  danger  of  rupture.  In  the  meantime,  we 
may  be  able  to  get  our  patient  in  better  condition 
and  relieve  her  of  the  placenta  abruptio.  After  emp- 
tying the  uterus  it  is  always  important  to  firmly  pack 
the  uterine  cavity  and  follow  by  a transfusion  or 
fluid  in  the  vein.  These  patients  are  all  subject  to 
serious  shock,  which  usually  is  after  four  hours  after 
d el  i very. 

DR.  HARLEY  ANDERSON,  (Omaha):  Dr.  Luikart 
is  to  be  congratulated  for  the  complete  way  in  which 
he  has  handled  this  very  important  subject.  The 
etiology  of  ablatio  placenta  is  surely  as  obscure  as 
anything  that  we  have  to  consider  in  medicine.  Not 
knowing  the  cause  it  therefore  becomes  difficult  to 
endeavor  to  stipulate  a definite  form  of  treatment. 

Some  form  of  toxemia  of  pregnancy  very  likely  is 
at  the  bottom  of  most  of  these  conditions. 

Just  recently  I have  taken  care  cf  a patient  who 
has  had  a prematurue  separation  of  the  placenta  dur- 
ing her  last  four  consecutive  pregnancies.  I have  ob- 
served these  placentae  personally  after  each  prema- 


ture labor  and  they  all  show  the  definite  gross  patho- 
logical findings  associated  with  this  condition.  The 
placentae  show  that  most  of  the  maternal  surface 
was  a dense  mass  of  organized  blood  clot  with  a 
certain  amount  of  fibrosis  present. 

This  patient  under  consideration  was  a Christian 
Scientist  and  had  not  presented  herself  for  prenantal 
care.  The  only  time  that  she  was  seen  was  during 
the  time  she  was  aborting  and  the  ten  or  twelve 
days  following  this  abortion.  She  had  given  birth  to 
a normal  living  child  six  years  ago  and  since  that 
time  had  become  pregnant  on  four  other  occasions. 
Two  pregnancies  were  practically  at  full  term.  She 
had  had  symptoms  of  toxemia  of  pregnancy;  that  is: 
headaches,  etc.,  associated  with  each  pregnancy.  Both 
of  these  were  still  births,  bleeding  commencing  about 
the  time  that  labor  began  and  the  placenta  coming 
down  almost  immediately  following  the  birth  of  the 
child.  On  another  occasion,  an  abortion  of  a five 
months  fetus  with  the  placenta  showing  all  the  evi- 
dence of  an  ablatia  placenta.  Her  last  pregnancy 
consisted  of  a spontaneous  delivery  of  a seven  months 
still  born  male  child  that  had  been  dead  for  some 
five  or  six  days.  The  placenta  wras  a mass  of  organ- 
ized blood  clot  on  the  maternal  surface.  She  became 
quite  toxic,  having  a four  plus  albumin  and  blood 
pressure  170/95.  This  toxemia  increased  rapidly  and 
in  24  hours  patient  became  comatose  and  died  despite 
efforts  being  made  to  combat  toxemia  by  spinal 
drainage,  intravenous  glucose,  etc.  At  autopsy  the 
liver  showed  considerable  damage  and  degeneration. 
There  was  also  more  or  less  marked  kidney  damage. 
Nothing  remarkable  could  be  determined  from  the 
examination  of  the  placental  site.  Detailed  micro- 
scopic reports  are  not  available  as  yet  as  the  pa- 
tient died  but  last  week. 

This  case,  I believe,  illustrates  the  point  that  there 
must  be  some  connection  between  a so-called  toxemia 
of  pregnancy  and  a premature  separation  of  the  nor- 
mally implanted  placenta. 

DR.  LUIKART,  (closing):  I did  not  mean  to  con- 
vey the  impression  to  you  that  conservati re  treatment 
is  not  desirable.  On  the  contrary  conservative  treat- 
ment is  the  method  to  be  chosen  in  all  the  partial 
separations,  if  conditions  permit.  But  in  the  severe 
or  tragic  cases,  as  I have  described,  radical  procedure 
must  be  instituted  without  delay  if  the  child  and 
mother  or  either  is  to  be  saved.  Finally,  let  me  re- 
peat— the  management  depends  on  the  individual 
case. 
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In  a discussion  of  the  problem  of  bleeding  we 
must  first  differentiate  between  bleeding  and 
hemorrhage.  Bleeding  has  to  do  with  the  usual 
or  physiological  loss  of  blood,  i.  e.,  menstruation, 
blood  loss  in  the  third  stage  of  labor  or  early 
post-partutu  lochia.  Because  we  rather  loosely 
use  these  words  interchangeably  and  have  devel- 
oped such  terms  as  inter-menstrual  bleeding, 
flowing,  flooding',  and  mild  or  severe  hemor- 
rhage, the  laity  is  prone  to  assume  that  all  vaginal 
blood  loss  is  a normal  process.  This  is  rather 
clearly  shown  in  the  questionnaire  response  to 
the  1934  maternal  mortality.  Five  cases  “bled" 

“Presented  before  the  annual  meeting,  Nebraska  State  Medi- 
cal Association,  Lincoln,  April  7,  1936. 


to  death  either  before  a medical  attendant  was 
called  or  bad  arrived,  three  of  the  cases  being 
postpartum  hemorrhage,  and  two  cases  of  abor- 
tion early  in  the  second  trimester  of  pregnancy. 
Hemorrhage  is  a most  terrifying  complication  of 
pregnancy  or  labor.  With  the  exception  of 
eclamptic  convulsions,  no  condition  gives  us  such 
a feeling  of  helplessness. 

I feel  that  we.  as  medical  men,  could  well  af- 
ford to  spend  some  time  in  the  clarification  for 
the  laity  of  a nomenclature  upon  which  we  our- 
selves are  rather  vague.  At  what  time  vaginal 
bleeding  becomes  hemorrhage  is  merely  a mat- 
ter of  condition  or  degree.  Patients  should  be 
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taught  to  view  with  alarm  every  drop  of  blood 
(or  spotting)  during  the  pregnant  state  and  to 
feel  that  it  is  a definite  menace  to  her  well  being. 

Bleeding  in  the  first  trimester  of  pregnancy  is 
again  a matter  of  nomenclature.  Menstruation 
after  pregnancy  has  occurred,  pseudomenstrua- 
tion and  the  spotting  of  the  early  weeks  of  preg- 
nancy can  be  looked  upon  as  bleeding.  Abortion, 
ectopic  pregnancy,  hydatidiform  mole  and  some 
of  the  blood  dyscrasies,  such  as  purpura  hemor- 
rhagica, can  be  classified  as  hemorrhage. 

Abortion  produces  eighty  plus  per  cent  of  the 
hemorrhages  in  this  group.  Some  of  the  attempts 
to  induce  abortion  produce  interesting  blood  loss. 
Omaha,  a few  years  ago,  enjoyed  a period  of  at- 
tempted abortion  by  the  introduction  into  the 
vagina  of  a five  grain  potassium  tablet.  Although 
the  abortive  effort  was  not  successful  as  a rule, 
it  produced  a punched-out  ulcer  in  the  vaginal 
mucosa  which  gave  at  times  a rather  startling 
blood  loss.  Bichlorid  used  in  the  same  manner 
produced  blood  loss  as  well  as  fatalities  from 
absorption.  Self-instrumentation  gives  a variety 
of  injuries,  usually  with  slight  bleeding.  Some 
of  the  most  interesting  cases  of  blood  loss  in 
pregnancy  have  to  do  with  attempted  suicide,  but 
T would  hesitate  to  report  them  in  a paper  of  this 
kind,  as,  strictly  speaking,  they  are  hemorrhages 
complicating  pregnancy  of  a neuro-psychiatric 
origin. 

I might  mention  in  the  diagnosis  of  ectopic 
certain  percentages.  Eighty-five  per  cent  of  rup- 
tured ectopics  have  fever  which  apparently  has 
no  relationship  to  the  amount  of  blood  loss. 
Twenty  per  cent  of  cases  have  bright  red  vaginal 
blood  loss,  although  eighty  per  cent  show  the 
typical  dark  or  black  blood.  In  ten  per  cent  of 
cases  the  pain  is  not  pelvic  and  in  five  per  cent 
of  cases  there  is  no  period  of  amenorrhea  and 
menstruation  is  apparently  regular  and  normal. 
The  diagnosis  of  ectopic  would  be  relatively  sim- 
ple if  patients  presented  a uniformity  of  clinical 
symptoms. 

Hydatidiform  mole  is  easily  diagnosed  if  the 
blood  is  bright  red  and  contains  vesicles.  Unless 
vesicles  are  present  the  differential  diagnosis  can- 
not be  made  without  invasion  of  the  uterus. 

About  purpura  hemorrhagica  and  the  various 
blood  dyscrasias  I know  very  little.  Certainly 
they  are  interesting.  After  a careful  search  of 
the  literature  I am  led  to  believe  that  this  dearth 
of  knowledge  is  universal.  A couple  of  years 
ago  I observed  a case  in  which  during  four  in- 
tervals in  pregnancy  corresponding  to  the  men- 
strual cycle,  purpuric  spots,  facial  herpes  and 
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rheumatic  pains  occurred  with  clock-like  regular- 
ity. "Labor  and  the  puerperium  were  normal.  I 
have  seen  several  cases  in  which  purpura  hemor- 
rhagica was  complicated  by  abortion  or  prema- 
ture labor.  Idiopathic  itchings  frequentlv  have 
this  hemorrhagic  syndrome  background.  Cer- 
tain of  the  intractable  post-partum  hemorrhages 
fall  into  this  group.  Unclassified  blood  dyscra- 
sias give,  at  times,  profuse  postpartum  hemor- 
rhage. Although  the  etiology  is  unknown  the 
treatment  can  be  well  defined. 

Rupture  of  the  uterus  through  the  scar  of  a 
previous  Caesarean  has  increased  in  frequency 
during  the  past  ten  or  twelve  years.  In  four  of 
the  cases  which  I have  observed,  rupture  has  oc- 
curred when  the  patient  strained  at  stool  and 
was  not  in  labor.  Pain  is  sudden  and  acute  and 
in  no  case  was  the  hemorrhage  sufficient  to  pro- 
duce a mortality.  Last  year  I had  the  interesting 
experience  of  watching  a uterus  rupture.  Because 
that  experience  is  so  unusual  I should  like  to  de- 
scribe it.  A patient  upon  whom  a Caesarean  had 
been  performed  in  Missouri  in  1931  entered  the 
University  hospital  for  her  subsequent  delivery. 
The  routine  hypodermic  of  ergot  and  pituitrin 
was  given  when  the  incision  was  made  under 
spinal  anesthesia.  There  were  a large  number 
of  omental  adhesions  present,  requiring  a dissec- 
tion of  four  or  five  minutes.  When  the  uterus 
was  visible  a very  thin  scar  three  and  a half 
inches  long  and  one  inch  wide  was  present.  Blood 
was  visible  beneath  the  scar.  A small  rent  ap- 
peared in  the  uterine  peritoneum  coincident  with 
the  uterine  contraction.  A narrow  column  of 
blood  six  or  eight  inches  high  was  followed  by  a 
progressive  laceration  of  the  entire  uterine  scar 
with  a veritable  fountain  of  blood  resulting. 
Within  thirty  or  forty  seconds  the  placenta  wras 
forced  through  the  rent  and  the  hemorrhage  prac- 
tically ceased.  The  combination  of  pituitrin,  er- 
got, a thin  scar,  and  a spinal  anesthesia  made 
this  condition  possible.  This  mechanism  of  the 
extrusion  of  placenta  or  membranes  probably  ex- 
plains the  minimal  blood  loss  in  this  type  of  rup- 
ture. 

The  most  frequent  form  of  postpartum  hem- 
orrhage is  due  to  uterine  relaxation,  whether  it 
is  due  to  multiparity  with  excessive  connective 
tissue  formation,  uterine  inertia,  exhaustion,  re- 
tained placenta,  placenta  accreta  or  multiple  fi- 
broid. 

Cervical  lacerations  of  sufficient  depth  to  lac- 
erate the  cervical  artery  are  insidious  in  that  the 
hemorrhage  progresses  slowly  and  is  too  fre- 
quently confused  with  the  immediate  postpartum 
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lochia  or  bleeding.  When  the  symptoms  of  hem- 
orrhage become  clinically  apparent  the  added 
shock  of  ligation  without  previous  blood  trans- 
fusion produces  too  many  times  a mortality. 

One  hundred  fifty  years  ago  blood  loss  in  the 
third  stage  of  labor  was  considered  normal  if  it 
was  a quart  or  less.  Referring  to  a textbook 
written  in  1860  opinion  had  changed  so  that 
about  a pint  blood  loss  was  within  normal  limits. 
Now  Dr.  Calkins  of  the  University  of  Kansas 
assures  us  that  more  than  a three  hundred  fifty 
cc.  blood  loss  in  the  entire  labor  is  hemorrhage. 

Lacerations  of  the  vaginal  tract  unless  they 
extend  into  varicosities  of  the  genitalia  are  of  lit- 
tle moment  in  as  far  as  blood  loss  is  concerned. 
Hemorrhage  from  the  latter,  however,  may  be 
profuse  and  blood  vessels  exceedingly  difficult  to 
ligate.  Several  personal  experiences  have  con- 
vinced me  that  we  should  view  the  problem  of 
varicosities  of  the  genitalia  with  a great  deal  of 
respect,  not  only  from  the  standpoint  of  initial 
hemorrhage,  but  because  of  the  unpleasant  se- 
quela of  phlebitis  with  pelvic  extension. 

The  treatment  of  hemorrhage  is  either  me- 
chanical or  supportive,  mechanical  being  oper- 
ative, ligation  of  bleeding  point,  packing,  etc. 
The  best  supportive  treatment  is  transfusion. 
The  use  of  six  per  cent  gum  acacia  in  salt  solu- 
tion should  be  more  frequently  employed  when 
transfusion  can  not  be  immediately  performed. 
This,  I believe,  will  shortly  become  more  popular 
and  will  in  all  probability  be  a life-saving  meas- 
ure, acting  as  a stop  gap  between  the  original 
shock  and  hemorrhage  and  the  time  necessary 
to  group  or  cross  match  blood  donors.  Most 
smaller  communities  could  well  afford  to  identify 
one  or  two  universal  donors.  Some  of  the  east- 
ern states  who  have  State  Police  and  Public 
Health  departments  with  sufficient  money  at 
their  disposal,  have  grouped  the  entire  personnel 
of  the  State  Police  department.  They  can  be 
dispatched  by  short  wave  radio  very  quickly  to 


the  place  blood  is  urgently  needed.  In  this 
country  the  suggestion  has  been  made  that  we 
should  remove  five  hundred  cc  of  blood  ten  days 
before  the  due  date  of  the  mother,  that  we  could 
transfuse  it  back  to  the  mother  at  the  time  of 
delivery  or  shortly  thereafter.  European  coun- 
tries are  using  canned  blood  for  transfusion.  It 
may  be  possible  that  the  doctor  of  the  near  future, 
after  employing  some  rapid  and  simple  method  of 
blood  grouping  can  call  up  the  corner  drug  store 
and  say,  “send  me  one,  two  or  three  cans  of 
group  three  blood  right  away,  please”  and  have 
available  a simple  mechanical  device  with  which 
to  give  it  immediately. 

There  is  no  rule  as  to  the  amount  or  frequency 
of  blood  transfusion.  Blood  should  be  used  em- 
pirically until  the  blood  picture  and  the  patient's 
condition  are  essentially  normal.  Maternal  mor- 
tality statistics  show  that  hemorrhage  is  second 
only  to  sepsis  and  the  toxemias.  It  is  interesting 
to  conjecture  in  what  percentage  of  cases  puer- 
peral sepsis  is  grafted  upon  a lowered  resistance 
produced  by  hemorrhage. 

DISCUSSION 

DR.  J.  N.  CAMPBELL,  (Stamford):  I should  like 
to  have  somebody  say  whether  or  not  there  is  in- 
creased hemorrhage  following  the  use  of  anesthesia 
in  ordinary  routine  cases  of  obstetrics.  Often  the 
patient  or  her  mother  makes  the  giving  of  anesthetics 
almost  necessary.  It  seems  to  me  the  amount  of 
blood  loss  is  increased  by  giving  of  analgesics  or 
ether.  I should  like  to  know  whether  it  is  materially 
increased  or  not. 

DR.  HOFFMAN,  (Closing):  I do  not  know  whether 
or  not  a patient  bleeds  more  with  anesthesia.  Cer- 
tainly most  doctors  believe  that  the  type  and  depth 
of  anesthesia  has  a great  deal  to  do  with  the  blood 
loss.  Dr.  Calkins  has  pointed  out  that  the  type  of 
anesthesia  or  analgesia  was  responsible  in  certain 
cases.  Whether  or  not  we  should  relieve  pain  is  be- 
side the  point.  Patients  will  have  lacerations  of  the 
cervix  in  the  first  stage  of  labor  without  analgesia 
and  post-partum  bleeding  although  depth  and  sever- 
ity of  perineal  laceration  is  increased  by  not  using 
anesthesia.  We  must  decide  in  our  own  minds 
whether  or  not  it  is  better  to  use  anesthesia,  but 
most  particularly,  we  should  decide  the  type  and 
depth  of  anesthesia. 
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THYROID 

Schnitker,  Raalte  and  Cutler (1)  reported  on  39 
cases  at  Peter  Bent  Brigham  hospital  in  Boston 
on  whom  total  thyroidectomy  was  performed  for 
intractable  cardiac  disease.  These  were  divided 
into  3 groups:  Those  having  angina  pectoris(22), 
those  having  cardiac  valvular  disease  in  fail- 
ure( 1 5 ^ and  those  with  diabetes  mellitus(2).  The 


basal  metabolic  rate  declined  to  — 22.8  per  cent 
in  the  angina  pectoris  group  and  to  — 27  per  cent 
in  the  cardiac  failure  group.  Administration  of 
0.015  grams  of  thyroid  substance  daily  raised  the 
level  to  normal,  usually  in  from  3 to  4-  weeks. 
The  cholesterol  content  of  the  blood  rose  after 
total  thyroidectomy  to  an  average  of  404  mg.  per 
100  cubic  centimeters  of  blood  in  the  group  with 
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angina  pectoris  and  to  315  mg.  in  the  cardiac 
failure  group.  These  values  declined  following- 
thyroid  medication.  An  inverse  ratio  existed  be- 
tween the  fall  in  the  basal  metabolic  rate  and  the 
rise  in  the  cholesterol  content  of  the  blood  fol- 
lowing thyroidectomy.  This  was  not  always 
simultaneous  and  could  not  be  expressed  on  an 
absolute  mathematical  basis.  They  considered  the 
level  of  the  cholesterol  in  the  blood  to  be  a better 
index  of  thyroid  function  than  was  the  basal 
metabolism.  Following  total  thyroidectomy  the 
vital  capacity  was  usually  strikingly  decreased 
immediately  but  returned  to  normal  in  about  one 
week  and  increased  when  in  a myxedematous 
state.  W,ith  the  myxedema  the  volume  of  blood 
flow  was  reduced  to  — 43  per  cent  in  the  angina 
pectoris  group.  It  was  probably  the  same  but 
could  not  be  evaluated  accurately  in  the  cardiac 
failure  group.  The  administration  of  thyroid 
substance  caused  an  increased  velocity  of  blood 
flow  which  was  superseded  by  a fall  when  de- 
compensation ensued. 

The  following  results  of  chemical  analysis  of 
the  blood  were  noted:  1.  The  calcium  and  phos- 
phorus content  fluctuated  but  remained  within 
normal  limits.  2.  The  protein  was  lowered.  The 
albumin-globulin  ratio  remained  unaltered.  3.  The 
potassium  content  was  variable  but  remained  rela- 
tively constant.  4.  After  operation  there  was. 
through  an  increase  in  the  iodine  content.  It 
reached  a peak  in  3 to  6 days  and  then  declined 
to  normal.  5.  Sugar  tolerance  was  unchanged. 
Two  patients  with  mild  diabetes  mellitus  were 
distinctly  benefited  by  thyroidectomy. 

Small  blood  vessels  were  relaxed.  The  pa- 
tients with  induced  myxedema  showed  increased 
mental  function.  They  were  thought  to  work 
with  better  concentration  and  deliberation.  They 
gained  weight,  an  average  of  about  7 pounds. 
The  blood  pressure  raised  about  10  mm.  of  mer- 
cury on  an  average.  Postoperative  muscular  pains 
in  the  leg  often  occurred.  These  were  relieved 
by  thyroid  medication  or  exercise. 

Hystologic  studies  of  associated  ductless 
glands  of  patients  who  died  of  spontaneous  or 
induced  myxedema  revealed  no  pathological 
changes  which  could  link  the  other  glands  with 
thyroid  hypofunction. 

THORAX 

Orr  and  Neff<2)  found  that  congenital  dia- 
phragmatic hernia  was  recognizable  in  the  earli- 
est days  of  life,  that  it  was  a serious  menace  and 
that  prompt  restoration  of  a normal  condition  in 
the  thorax  was  desirable.  The  same  operative 
indications  held  as  for  adults.  The  death  rate  in 


infants  was  higher  than  in  adults.  Some  form  of 
positive  pressure  anesthesia  was  advised.  Com- 
bined thoracic  and  abdominal  incisions  frequently 
reduced  technical  difficulties.  There  had  been 
17  reported  cases  in  infants  under  1 year  who 
had  been  operated  upon  for  diaphragmatic 
hernia. 

ALIMENTARY  TRACT 

Experimental  proof  and  clinical  reports  were 
given  by  Hobbs  and  Sneierson(3>  which  showed 
that  hematogenous  infection  of  the  parotid  oc- 
casionally might  occur.  Of  course,  the  common- 
est infection  was  that  ascending  through  Sten- 
son's  duct.  The  2 types  of  infection  could  be 
differentiated  by  clinical  observation.  They 
showed  the  advantage  of  dilatation  of  Stenson's 
duct  in  the  infections  of  the  parotid  of  the  as- 
cending type.  They  described  the  technique  of 
making  sialograms,  which  might  help  in  the  di- 
agnosing of  parotid  tumors. 

Bowing  and  Fricke(4)  have  written  a report 
telling  of  the  definite  value  of  radium  treatment 
in  the  early  stages  of  postoperative  parotitis. 
They  advised  application  of  radium  at  the  earliest 
possible  moment  after  the  diagnosis  of  parotitis 
was  made.  A slightly  higher  mortality  attended 
delay  beyond  12  hours  in  treatment.  The  tech- 
nique of  treatment  consisted  in  giving  slightly 
more  than  50  per  cent  of  an  erythema  dose  with 
radium  surface  blocks.  A universal  tube,  con- 
taining about  50  millicuries  of  radon  filtered 
through  2 mm.  of  lead,  as  well  as  through  the 
usual  1 mm.  of  brass  and  0.5  mm.  of  silver,  was 
placed  at  a distance  of  2.5  cm.  from  the  skin  on  a 
wooden  block.  The  base  of  the  block  was  3 cm. 
square.  They  applied  2 to  4 blocks  at  a time  for 
about  8 hours.  The  only  supplementary  treat- 
ment needed  was  warm  moist  dressings  or  packs 
and  general  nursing  care.  Within  a few  days 
the  swelling  gradually  subsided  and  the  condi- 
tion was  cured.  If  regression  did  not  occur  in  a 
few  days,  or  the  swelling  increased,  a second  ap- 
plication of  radium  over  the  same  areas,  at  a les- 
ser dosage,  was  often  successful.  Suppuration 
was  usually  aborted  by  radium  treatment,  but 
when  it  did  occur,  surgical  incision  and  drainage 
was  indicated.  They  had  seen  no  detrimental 
effects  from  treatment,  and  there  were  no  con- 
traindications for  radium  treatment  of  this  ser-  ] 
iously  ill  group  of  patients.  The  mortality  was 
22.8  per  cent.  They  stated  this  compared  very 
favorably  with  the  mortality  of  58  per  cent  in  the 
combined  American  statistics  quoted  by  Green. 
Most  of  the  deaths  were  due  to  parotitis  plus 
other  serious  complications.  Bilateral  parotitis 
occurred  in  only  17  per  cent  of  their  cases,  but 
when  it  did  occur  the  mortality  was  doubled. 
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Sha!low(5)  reported  a series  of  76  pharyngeal 
diverticula  operations  by  the  1 stag'e  method. 
Seventy- four  had  complete  recovery.  There  were 
only  two  deaths.  In  none  of  these  cases  was 
there  mediastinitis.  None  of  them  required  post- 
operative esophageal  dilatation.  The  use  of  the 
esophagoscope  prevented  angulation,  stenosis  and 
atresia  of  the  esophagus.  Hoarseness  was  the 
main  complaint.  He  concluded  that  the  1 stage 
method  of  operation  was  the  reasonable  treatment 
of  pulsion  diverticula  of  the  pharynx.  He  stated 
the  results  depended  on  rational  surgical  treat- 
ment and  accurate  approximation  of  tissues. 

Bergh,  Sandblom  and  Ivy(6)  found  that  re- 
moval of  a functioning  gallbladder  resulted  in 
physiological  and  morphological  changes  in  the 
biliary  system.  Among  these  changes  were:  (a) 
slight  hepatitis,  (b)  dilatation  of  the  biliary 
ducts  and  (c)  disturbance  of  function  of  the 
choledochoduodenal  sphincter  mechanism.  The 
hepatitis  which  developed  was  so  slight  as  to  be 
probably  of  little  clinical  significance.  It  was 
not  sufficient  in  degree  to  be  detected  by  com- 
monly employed  liver  function  tests.  Incompe- 
tence of  the  sphincter  of  Oddi  might  permit 
transmission  of  pressure  into  the  common  duct 
from  the  duodenum.  This  transmitted  pressure 
was  considered  as  a possible  factor  in  the  produc- 
tion of  dilated  ducts  following  cholecystectomy. 

Bissell  and  Andrews (7>  have  carried  out  a 
series  of  experiments  upon  dogs  after  producing 
a biliary  fistula  upon  them.  The  purpose  was  to 
study  the  cause  of  acholic  cachexia.  These  dogs 
did  not  manifest  any  lack  of  cholesterol  or  of  bile 
salts  in  the  body.  Their  lives  were  not  prolonged 
by  the  administration  of  vitamin  D subcutaneous- 
ly. They  did  not  exhibit  "fat  starvation."  There 
was  also  suggestive  evidence  that  in  the  presence 
of  a biliary  fistula  the  bile  salts  were  derived 
from  the  ingested  cholesterol.  They  showed  that 
acholic  cachexia  was  not  due  to  the  absence  of 
bile  from  the  intestinal  tract  with  consequent  in- 
ability to  absorb  any  specific  food  or  vitamin.  It 
was  due  to  a disordered  internal  metabolism  of 
sterols  which  inhibited  proper  utilization  of  them. 

Touroff(8)  found,  in  patients  suspected  to  be 
suffering  from  so-called  "liver  shock,”  that  it 
was  impossible  during  life  to  rule  out  with  cer- 
tainty the  presence  of  some  of  the  more  serious 
postoperative  complications  responsible  for  the 
clinical  manifestations.  Such  complications  could 
be  excluded  only  by  adequate  postmortem  exam- 
ination. The  latter,  therefore,  constituted  the 
only  means  of  corroborating  the  diagnosis  of 
"liver  shock."  Since  the  vast  majority  of  diag- 
noses reported  in  the  literature  were  made  in 


cases  which  were  not  subjected  to  such  examina- 
tion, the  former  could  not  be  accepted  with  final- 
ity, and  the  actual  incidence  of  "liver  shock”  re- 
mained in  doubt.  His  opinion,  based  on  a care- 
ful study  of  a small  group  of  cases,  was  that 
genuine  “liver  shock"  was  much  less  common 
than  had  been  generally  assumed.  It  appeared 
that,  in  patients  suspected  to  be  suffering  from 
"liver  shock,”  unrecognized  fulminating  infection 
was  the  most  common  cause  of  the  clinical  mani- 
festations. All  patients  exhibiting  the  syndrome 
under  discussion  should  be  suspected  of  harbor- 
ing virulent  infection,  for  which  early,  extensive 
and  thorough  search  should  be  conducted  during 
life.  Infection,  if  discovered,  should  be  dealt 
with  promptly  and  vigorously  in  the  hope  of  oc- 
casionally saving  the  life  of  a patient  whose  out- 
look for  recovery  otherwise  was  hopeless. 

JOINTS 

Burman(9)  has  suggested  injecting  eosin  into 
the  knee  joint  at  arthroscopy  as  an  aid  in  diag- 
nosis. It  was  not  irritating  and  clarified  vision. 
It  caused  diffuse  staining  of  normal  cartilage 
and  synovia.  The  visualization  of  an  eroded 
area  was  made  clear  by  the  use  of  the  dye. 
Slightly  altered  cartilage  without  erosion  usually 
did  not  stain.  Greatly  degenerated  cartilage 
stained  diffusely. 

UROLOGY 

Baker  and  Habein(10)  stated  that  Stieglitz  and 
Knight  had  reported  the  use  of  sodium  ferrocy- 
anide  as  a clinical  test  of  renal  function  in  normal 
individuals  and  patients  with  hypertensive  arterial 
disease,  congestive  heart  failure  and  nephritis. 
They  demonstrated  that  the  normal  curve  of  ex- 
cretion of  sodium  ferrocyanide  was  subject  to 
less  variation  than  that  of  phenolsulphonphtha- 
lein,  and  that  sodium  ferrocyanide  was  excreted 
solely  by  way  of  the  glomeruli.  They  also  pointed 
out  the  potentialities  of  this  test  in  clinical  medi- 
cine. No  application  of  this  test  to  cases  of 
urinary  obstruction  had  been  reported  previous- 
ly. 

One  sterile  ampule  of  sodium  ferrocyanide, 
containing  approximately  0.2o  gm.  of  anhydrous 
salt,  was  dissolved  in  10  cc.  of  sterile  distilled 
water.  This  was  injected  intravenously  and 
specimens  of  urine  were  then  collected  at  inter- 
vals of  30,  60,  120  and  180  minutes.  The  per- 
centage of  the  total  dose  of  sodium  ferrocyanide 
injected  was  calculated  in  each  specimen  of  urine 
by  titrating  with  a 0.4  per  cent  solution  of  copper 
sulphate  and  determining  the  end  point. 

The  results  in  cases  of  prostatic  obstruction 
revealed  somewhat  lower  percentages  of  output 
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for  both  phenolsulphonphthalein  and  sodium 
ferrocyanide.  The  use  of  sodium  ferrocyanide 
added  no  information  to  that  ordinarily  ob- 
tained by  phenolsulphonphthalein.  Toxic  sys- 
temic symptoms  were  not  noted  in  any  case 
following  injection  of  sodium  ferrocyanide,  al- 
though about  70  per  cent  of  patients  complained 
of  a marked  local  reaction  in  the  urethra  1 to  2 
hours  after  injection.  This  reaction  consisted  of 
a moderate  burning  to  severe  pain  for  which  ir- 
rigations of  the  urethra  gave  no  relief.  It  was 
necessarv  to  administer  1 grain  (0.065  gm.)  of 
codeine  sulphate,  and  10  grains  (0.65  gm.)  of 
aceptvlsalicylic  acid  for  palliation  when  the  re- 
actions were  severe,  but  moderate  reactions  sub- 
sided spontaneously  within  an  hour.  Under  sim- 
ilar circumstances  phenolsulphonphthalein  caused 
no  trouble.  This  local  reaction  was  probably 
caused  by  the  chronic  urethritis  that  followed  re- 
peated catheterization  in  such  cases.  The  vascu- 
larity of  the  region  was  increased  and  there  was 
a more  rapid  absorption  of  irritating  material. 
The  more  frequent  the  catheterization  before  ad- 
mission to  the  hospital,  the  greater  was  the 
amount  of  irritation  and  pain.  The  test  had  to 
be  discarded  because  of  the  severe  local  reaction 
which  most  of  the  patients  experienced.  Its  clin- 
ical value  could  best  be  observed  in  the  absence 
of  an  indwelling  catheter  and  in  cases  in  which 
the  urethra  was  normal. 

VASCULAR  DISEASES 

By  methods  which  have  been  designated  as 
anastomosis,  lateral  projection,  prolongation,  ter- 
minal branching  and  network  formation,  Al- 
len ( 11  > showed  that  a collateral  circulation  de- 
veloped which  compensated  for  extensive  occlu- 
sion of  the  chief  arteries  of  an  extremity.  There 
was  indirect  but  entirely  logical  and  convincing 
evidence  that  collateral  arteries  were  chiefly  ar- 
teries which  were  present  normally  but  had  in- 
creased in  size  as  a response  to  a demand  for  in- 
creased function.  Collateral  circulation  was 
often  very  profuse  in  cases  of  thromboangiitis 
obliterans. 

Wilson  and  Roome(12)  performed  experiments 
on  19  dogs  in  an  effort  to  study  the  effects  of 
prolonged  constriction  of  a limb.  One  hind  limb 
of  each  dog  was  ligated  by  means  of  a rubber 
tourniquet  for  a period  of  from  2 to  4 hours 
under  barbital  anesthesia  and  then  released.  Of 
these,  69  per  cent  died.  No  animal  with  the  leg 
constricted  for  less  than  3 hours  died.  Every 
animal  with  a leg  constricted  for  over  0>l/2  hours 
died.  Following  the  release  of  the  tourniquet 
there  was  marked  depression  of  blood  pressure. 
It  was  thought  that  reactive  hyperemia  of  the 


constricted  limb  and  the  absorption  of  metabolites 
from  the  limb  were  probably  responsible  for  the 
primary  transient  depression  of  the  blood  pres- 
sure but  that  the  secondary  and  more  serious  fall 
in  blood  pressure  was  occasioned  by  swelling  of 
the  damaged  extremity  by  transudation  and  the 
consequent  diminution  of  the  circulating  blood 
volume.  The  local  loss  of  a part-plasma  fluid  in 
amounts  probably  enough  to  cause  death  was 
demonstrated.  Survival  of  the  animal  after  a 
long  constriction  of  the  limb  was  obtained  by 
amputation  of  the  limb  followed  by  transfusion 
of  blood,  but  not  by  transfusion  alone  or  by  am- 
putation alone. 

Recently  Denk  made  the  suggestion  of  treating 
patients  suffering  from  acute  embolic  occlusion 
with  intravenous  doses  of  papaverine.  He  stated 
that  the  results  in  10  cases  were  equal  to  those 
obtained  by  embolectomy,  and  he  felt  that  the 
results  were  due  to  a release  of  a vessel  spasm, 
which  occurred  at  the  time  of  the  acute  embolism 
and  represented  an  additional  menace  to  the  af- 
fected part.  De  Takats(13)  reported  5 cases  in 
which  he  relieved  acute  vascular  occlusion  by 
early  intravenous  injection  of  papaverine.  He 
warned,  however,  against  delaying  embolectomy 
if  circulation  did  not  rapidly  improve.  The  im- 
portance of  papaverine  injections  seemed  to  be 
that  it  was  a harmless  procedure.  It  should  be 
given  immediately  upon  the  diagnosis  of  pulmon- 
ary or  peripheral  embolism. 

Adson,  Craig  and  Brown(14)  have  continued 
their  work  upon  hypertension.  At  the  present 
time  they  are  advising  subdiaphragmatic  splanch- 
nic resection  with  the  removal  of  the  upper  2 lum- 
bar ganglia  and  resection  of  the  suprarenal  gland 
for  essential  hypertension.  They  believed  this  to 
be  more  effective  than  the  operation  of  bilateral 
ventral  rhizotomy  of  the  thoracic  and  lumbar 
roots  extending  from  the  6th  thoracic  to  the  2nd 
lumbar  inclusive.  They  felt  that  the  interval  fol- 
lowing their  operations  was  too  short  to  esti- 
mate results.  However,  they  were  definitely  en- 
couraged to  continue  with  the  operative  measures, 
hoping  that  better  selection  of  cases  might  be 
made  and  thus  definitely  give  a higher  percentage 
of  good  results. 
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INFECTIOUS  MONONUCLEOSIS* 

A.  S.  RUBNITZ,  M.  D., 

Department  of  Medicine,  University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska. 

IN  TWO  PARTS— PART  ONE 


One  of  the  most  constant  biologic  responses 
to  infection  is  leucocytosis.  The  nature  of  the 
infectious  irritant  apparently  plays  an  important 
role  in  determining  the  quantitative  and  often  the 
qualitative  leucocytic  response.  The  degree  as 
well  as  the  kind  of  leucocytosis  is  relatively  con- 
stant in  every  given  kind  of  infection,  often  in 
proportion  to  the  degree  of  involvement,  so  that 
we  are  accustomed  to  judge  about  the  severity  of 
the  infection  from  the  intensity  and  type  of  the 
leucocytosis  in  the  peripheral  circulation. 

Ordinarily  under  the  term  “leucocytosis”  is 
meant  polynuclear  leucocytosis.  The  term  “mono- 
nuclear leucocytosis”  has  not  been  in  use,  chiefly 
because  of  its  rarity. 

I wish  here  to  introduce  the  term  “mononu- 
cleosis” as  designating  those  rare  conditions  of 
the  blood  where  we  see  not  only  absolute  in- 
creases of  the  mononuclear  cells,  but  where  these 
cells  also  exhibit  stamina  of  immaturity.  In  a 
true  polynuclear  leucocytosis  we  generally  are 
dealing  with  a bone  marrow  in  a state  of  stimu- 
lation ; hence,  not  only  increased  numbers  of 
granulocytes  but  relatively  immature  granulo- 
cytic elements  abound  in  the  circulation.  By 
analogy  we  should  reserve  the  term  “mononu- 
cleosis” for  conditions  where  not  only  the  num- 
ber of  mononuclears  are  increased  but  immature 
members  of  that  family  are  supplied  by  the 
lymphoid  tissue  to  the  peripheral  circulation. 
Again,  by  analogy,  just  as  in  leucocytosis  the  na- 

*Read  in  part  before  the  Second  Annual  Meeting  of  the  Omaha 
Mid-West  Clinical  Society,  1934. 


ture  of  the  granulocytes  may  shift  to  the  extreme 
young  forms,  touching  occasionally  the  myelo- 
cytic stage,  the  same  in  mononucleosis  we  may 
be  dealing  with  very  immature  mononuclear  cells, 
bordering  on  the  type  of  cells  seen  in  leukemia. 
It  is  the  latter  findings  that  make  one  often  very 
apprehensive  in  cases  of  mononucleosis. 

In  the  early  part  of  this  century,  when  routine 
blood  counts  were  not  practised  and  when  the 
data  on  the  blood  findings  in  disease  as  well  as  in 
health  were  quite  meager,  we  knew  only  of  one 
type  of  blood  reaction  to  infection,  namely,  poly- 
nuclear leucocytosis.  As  time  went  on,  however, 
it  was  inevitable  that  the  rarer  blood  reaction, 
mononucleosis,  should  have  been  encountered. 
The  earliest  cases  of  mononucleosis  were  re- 
corded in  Germany,  where  hematology  was  on  a 
higher  level  of  development  and  more  often  used 
in  its  clinical  application.  No  explanation  for 
this  phenomenon  was  as  yet  existing.  The  more 
keen  observers  were  simply  puzzled  by  such  un- 
orthodox blood  findings  in  association  with  in- 
fection, and  recorded  their  curious  observations. 
E.  Schwartz  (cited  by  Marchand(13) ) in  190-4, 
reported  a case  of  septic  infection  associated  with 
an  abscess  of  the  kidney,  in  a child  nine  years 
old,  where  the  polynuclear  cells  disappeared  and 
were  replaced  by  mononuclear  cells  in  the  blood 
stream.  At  autopsy  this  case  proved  to  be  non- 
leukemic. In  1907  W.  Tiirk(19)  reported  two 
cases  under  the  title  “Granulocytic  System  In- 
volvement in  Septic  Diseases.”  F.  Marchand(13), 
in  1913,  reported  a case  under  the  title  “Unusu- 
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ally  High  Lymphocytosis  in  the  Termination  of 
Infections."  In  the  same  year  R.  C.  Cabot(4), 
in  this  country,  recorded  four  cases  under  the 
heading  “The  Lymphocytosis  of  Infection."  The 
cases  recorded  by  all  the  above  authors  had  only 
one  thing  in  common,  namely  mononuclear  re- 
action to  infection.  None  of  these  authors  at- 
tempted to  draw  any  conclusions  from  their  re- 
corded cases  or  to  establish  any  clinical  entity. 
The  cases  reported  were  detached  curiosities. 
To  Sprunt  and  Evans<18),  in  this  country,  be- 
longs the  credit  for  establishing  the  major  part 
of  the  infectious  diseases  associated  with  a mono- 
nucleosis as  a distinct  syndrome,  and  coining  the 
appropriate  name  “Infectious  Mononucleosis" 
for  this  syndrome.  Since  then  numerous  observ- 
ers, in  this  country  and  abroad,  have  been  re- 
cording- their  experiences  and  adding  new  cases 
to  the  list  of  infectious  mononucleosis.  A more 
or  less  definite  conception  about  the  clinical  find- 
ings. course  and  laboratory  data  of  this  syndrome 
have  been  worked  out.  It  is  true,  different  au- 
thors differ  somewhat  in  their  description  of  the 
onset  and  main  clinical  findings,  nevertheless, 
when  one  goes  through  the  list  of  all  the  record- 
ed cases  he  gets  a fairly  uniform  picture  about 
the  disease  entity. 

A cross  section  of  the  majority  of  cases  re- 
corded in  the  American  and  German  literature 
brings  out  the  following  points : 

1.  Etiology:  This  so  far  is  unknown.  Schenck 
and  Pepper(37)  make  the  statement  that  the  dis- 
ease "is  usually  or  always  associated  with  a Vin- 
cent’s Angina."  They  fail,  however,  in  that  arti- 
cle to  substantiate  this  statement  by  any  data  that 
would  gave  weight  to  that  expression.  Bloedorn 
and  Houghton (2)  record  the  presence  of  the  or- 
ganisms of  Vincent’s  angina  in  three  out  of  four 
cases  reported  in  that  article.  The  same  authors, 
however,  remark  that  they  had  several  cases  of 
Vincent’s  angina  with  none  of  the  blood  findings 
seen  in  this  disease.  Longcope(12),  analyzing  his 
ten  recorded  cases,  states:  “Neither  the  bacterio- 
logic  nor  serologic  examinations  have  thrown  any 
light  on  the  cause  of  the  disease."  Vincent's  or- 
ganisms have  been  found  by  him  in  a few  of  the 
cases ; so  have  been  diphtheroid  organisms,  dif- 
ferent cocci  and  bacilli.  Blood  cultures  were 
taken  on  most  of  his  cases,  with  negative  results. 
Baader(1>  suspected  a diphtheritic  infection  in 
almost  everyone  of  his  cases,  because  of  the  ul- 
ceration ; he  failed,  though,  to  obtain  a single  posi- 
tive culture  for  Klebs-Loeffler  bacilli.  Hopp- 
man(8)  expresses  his  belief  that  there  is  a hypo- 
thetical infectious  agent  leading  to  the  abnormal 
blood  and  tissue  reaction. 


2.  Sex:  This  is  not  a factor. 

3.  Age:  The  disease  is  one  of  the  young 
adultr  most  commonly  in  the  second  and  third 
decades  of  life,  or  near  there.  This  is  so  true, 
that  if  one  sees  a case  recorded  in  the  later  stages 
of  life  he  should  question  the  diagnosis. 

4.  Clinical  Picture : 

(a)  Onset:  This  may  simulate  a good  many 
infectious  diseases.  The  more  common  com- 
plaints are : chills,  fever,  headache,  sorethroat, 
swelling  of  the  glands,  malaise,  anorexia,  cough, 
night  sweats,  skin  eruptions,  etc.  This  prodromal 
period  may  last  for  a week  or  longer.  The  tem- 
perature at  this  period  varies  from  a slight  to  a 
moderately  high  fever.  The  pulse  and  respira- 
tions are  elevated  in  proportion  to  the  tempera- 
ture. The  glandular  swelling  and  angina,  which 
are  prominent  symptoms,-  may  not  be  present  at 
this  stage. 

(b)  Further  Progress:  The  fever  and  prostra- 
tion become  more  intensified.  Maximum  tem- 
peratures of  102°-104°  are  generally  common 
now.  The  temperature  is  rather  septic  in  type, 
with  a 3-4°  variation  between  the  daily  peak  and 
base.  Most  of  the  patients  at  this  stage  com- 
plain of  soreness  of  the  throat.  The  appearance 
of  the  throat  may  vary  from  a hyperemia  to  se- 
vere ulceration  of  the  tonsils,  tonsillar  pillars, 
pharynx  or  uvula.  The  superficial  lymph-nodes 
are  now  swollen  in  a greater  or  lesser  degree. 
In  order  of  frequency  the  lymph-nodes  involved 
generally  are : Submental,  anterior  and  posterior 
cervical,  inguinal,  axillary,  and,  occasionally  the 
epitrochlear.  The  glands  may  even  be  painful 
to  the  touch.  The  spleen  is  slightly  or  moderate- 
ly enlarg-ed  in  50%-75%  of  the  cases.  Slight 
liver  enlargement  may  be  present  in  occasional 
instances.  A mild  degree  of  jaundice  may  set 
in,  though  this  phenomenon  is  relatively  rare. 
The  fastigial,  so  to  speak,  stage  lasts  for  one  to 
two  weeks.  After  this  there  is  a rapid  subsi- 
dence of  the  symptoms.  The  temperature  comes 
down  near  the  base  line,  finally  remaining  nor- 
mal. The  febrile  period  generally  lasts  2-4 
weeks.  The  adenopathy  may  persist  for  some 
time.  Complete  recovery  is  usually  the  rule. 
Complications  are  rather  uncommon. 

5.  Laboratory  Findings : 

(a)  Blood  Counts:  Infectious  mononucleosis 
cannot  be  diagnosed  with  any  degree  of  certainty 
until  proven  by  the  blood  examination.  The  hem- 
oglobin and  the  red  count  are  not  affected  in 
this  disease.  The  white  blood  counts  are  gener- 
ally ranging  from  high  normal  to  moderate  in- 
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creases ; occasionally  the  counts  may  be  quite 
high.  In  six  cases  of  Sprunt  and  Evans  the  total 
leucocyte  count  ranged  from  5,000  to  20,800. 
The  highest  count  in  Longcope’s  series  was 
20,200.  Case  7 of  Cady's  series  had  a high  count 
of  24,000.  The  average  high  counts  are  in  the 
majority  of  instances  nearer  15,000  than  30,000; 
counts  much  above  30,000  are  a rarity  in  this 
disease. 

The  differential  leucocyte  count  always  shows 
an  increase  in  the  mononuclear  cells  and  a pro- 
portional decrease  of  the  polynuclear  elements. 
The  average  percentage  of  the  mononuclear  cells 
is  around  75,  though,  considerably  higher  figures 
are  often  recorded  ; figures  above  90  are  not  in- 
frequent. The  mononuclear  cells  are  very  often 
of  the  immature  variety;  hence,  the  confusion  of 
the  earlier  observers  regarding  the  nature  of  this 
disease  from  a prognostic  standpoint ; leukemia 
was  often  suspected.  Furthermore,  a satisfactory 
subdivision  of  the  mononuclear  elements  can  not 
always  be  done  accurately ; these  cells,  while  con- 
sisting in  part  of  normal  small  and  large  lympho- 
cytes, contain  non-classifiable  and  many  border- 
line forms,  i.e.  cells  that  could  be  classified  dif- 
ferently by  different  observers.  For  this  reason 
the  schema  of  the  differential  count  records  varies 
with  different  authors.  Some  are  very  strict  to 
separate  the  monocytes  on  one  hand  and  the 
different  lymphocytes  on  the  other.  Baader.  for 
instance,  singles  out  the  monocyte  as  the  distin- 
guishing cell  in  this  disease ; in  his  presentation 
he  divides  all  the  mononuclears  into  monocytes 
and  lymphocytes.  Other  authors  put  all  the  small 
mononuclear  cells,  consisting  of  abnormal  forms 
as  well  as  mature  lymphocytes,  into  one  group, 
and  the  large  mononuclear  cells  into  another 
group  ( Longcope  ) . Still  others  are  subdividing 
all  the  mononuclear  cells  into  large,  small  and 
abnormal  forms.  I may  state  here,  that  for  the 
sake  of  simplicity  as  well  as  greater  accuracy,  no 
attempt  has  been  made  in  this  paper  to  adhere  to 
any  of  the  enumerated  subdivisions,  neither  in 
the  cited  cases  from  the  literature,  nor  in  the 
records  of  the  cases  that  are  going  to  be  described 
here. 

As  already  mentioned,  high  numbers  of  ab- 
normal mononuclear  cells  are  usually  seen  in 
the  blood  smear.  N on-granular  mononuclear 
cells  of  every  description,  seen  ordinarily  only  in 
leukemias,  may  form  the  major  part  of  the  cells 
observed.  For  this  reason  the  name  “Acute  Be- 
nign Lymphoblastosis"  has  been  suggested  as 
nuprooriate  for  this  syndrome  by  Bloedorn  and 
Houghton.  Hopmann(8)  refers  to  the  type-cells 


in  this  disease  as  “Stem-cells.”  Even  Downey <6), 
though  expressing  the  opinion  "that  much  of  the 
difficulty  in  diagnosis  has  been  due  to  inadequate 
study  of  the  blood,”  admits  that  some  types  of 
mononuclear  cells  seen  in  this  syndrome  are 
strongly  suggestive  of  leukemia. 

(b)  Other  Laboratory  Findings:  Excepting 
one  serologic  test,  all  the  laboratory  data  in  this 
disease  are  of  negative  value  only.  Depending 
on  the  clinical  manifestations,  we  often  may  have 
to  rule  out  different  possibilities,  such  as  diph- 
theria, typhoid  fever,  malta  fever,  syphilis,  tuber- 
culosis, etc.  The  only  test  that  is  of  positive  value 
is  a serologic  test  which  has  come  into  use  in  the 
last  two  years.  The  test  seems  to  be  specific  for 
this  disease  and  promises  to  meet  with  universal 
acceptance.  The  test  is  known  as  the  “Hetero- 
phile  Antibody  Reaction."  By  heterophile  anti- 
body reaction  we  mean  the  unexpected  antibody 
response  of  an  organism  to  an  antigen  which  is 
biologically  not  related  to  the  antibody.  It  may 
be  best  explained  by  the  following  illustration : 
If  an  emulsion  from  the  cells  of  a guinea  pigs 
organs  be  injected  into  a rabbit  the  rabbit  will 
develop,  along  with  the  antibodies  against  the 
guinea  pig's  cells,  also  non-specific  antibodies  in 
the  form  of  hemolysins  and  agglutinins  against 
sheep  cells.  This  phenomenon  is  explained  on 
the  basis  of  the  complexity  of  the  guinea  pig  cells 
as  an  antigen.  Tissues  of  many  other  animals 
are  capable  of  eliciting  this  antigenic  response. 
In  men  this  response  may  be  produced  or  aug- 
mented by  horse  serum  injections.  After  horse 
serum  injection  an  individual  develops  agglutin- 
ins to  sheep  cells  in  a fairly  high  titer.  In  cases 
of  serum  disease  due  to  horse  serum  this  phenom- 
enon is  still  more  intensified. 

Paul  and  Bunnell (14)  set  out  to  determine  the 
antisheep  agglutinin  titer  in  a series  of  different 
pathological  conditions  as  well  as  in  normal  indi- 
viduals. Their  findings  were  very  startling. 
They  found  that  in  different  infectious  diseases 
and  in  normal  healthy  individuals  the  agglutina- 
tion titer  was  very  low,  not  exceeding  a dilution 
of  1 - 1 (>.  In  cases  of  serum  disease  the  titer  went 
up  to  a 1-128  dilution.  So  far  their  findings  con- 
formed with  those  of  other  investigators  of  this 
subject.  They  happened  to  try  this  reaction  on 
two  cases  of  infectious  mononucleosis.  To  their 
surprise  the  agglutination  titer  was  as  high  as 
1-1024  in  one  case  and  1-512  in  the  other.  They 
concluded  that  this  reaction  is  of  specific  value  in 
this  disease.  The  findings  of  Paul  and  Bunnell 
have  been  verified  by  many  investigators.  Some 
found  even  much  higher  agglutination  titers  in 
this  syndrome.  Boveri(3\  for  example,  found  a 
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positive  agglutination  in  a dilution  as  high  as 
1-16,384. 

(c)  Histopathology : The  microscopic  appear- 
ance of  excised  glands  is  not  particularly  char- 
acteristic. In  Sprunt  and  Evans’  article  there  is 
a record  of  the  examination  of  such  a gland  by 
Drs.  McCallum  and  Bloodgood.  Dr.  McCallum 
expresses  his  opinion  in  the  following  terms : 

“There  is  nothing-  about  the  gland  which  would 
allow  anyone  to  make  a definite  diagnosis.  It  appears, 
however,  that  several  things  can  be  excluded.  It  has 
not  the  structure  of  Hodgkin’s  disease;  there  is  no 
such  tumor  growth  or  infiltration  ns  would  suggest 
strongly  lymphosarcoma.  The  condition  is  consistent 
writh  the  diagnosis  of  lymphocytic  leukemia,  but.  if 
so,  it  must  be  a very  early  stage  or  else  in  a period 
of  recovery.” 

Dr.  Bloodgood  is  also  very  undecided  in  his 
interpretation  of  the  section ; he  believes  that 
diagnosis  must  rest  upon  the  blood  picture. 
Longcope,  describing  the  histologic  appearance 
of  a gland,  stresses  the  lymphoid  hyperplasia  and 
the  proliferation  of  the  reticular  epitheliod  cells 
as  the  outstanding  feature.  He  concludes  that 
the  picture  is  strongly  suggestive  of  Hodgkin’s 
disease.  Herbert  Fox6 (7)  studied  histologic  sec- 
tions of  a tonsil  and  lymph-node  removed  from 
two  cases.  He  concludes  that  the  histology  of 
infectious  mononucleosis  is  not  very  distinctive, 
except  for  a marked  hyperplasia  of  all  the  ele- 
ments with  an  attempt,  at  the  same  time,  to  re- 
tain the  architecture  of  lymph-nodes.  According 
to  Fox,  the  picture  is  compatible  with  any  chronic 
lymphadenopathy.  Summarizing  the  histopatho- 
logic findings  of  the  above  observers,  one  gains 
the  impression  that  section  of  the  gland  does  not 
furnish  any  positive  information  in  this  disease. 

6.  Diagnosis : The  average  case  usually  pre- 
sents no  difficulty  in  diagnosis,  if  we  are  familiar 
with  this  syndrome.  Given  a case  of  a young 
adult,  male  or  female,  coming  down  with  chills, 
fever,  malaise,  moderate  prostration,  with  or 
without  sorethroat ; after  a period  of  about  one 
week,  angina  and  generalized  glandular  swell- 
ing, plus  the  mononucleosis — this  combination 
makes  the  diagnosis  certain.  The  heterophile 
antibody  reactions  may  be  utilized  as  a confirm- 
atory test.  The  rarer  manifestations,  such  as 
drenching  sweats,  particularly  night  sweats,  ex- 
anthem, icterus,  etc.,  may  make  it  imperative  to 
exclude  other  possibilities. 

7.  Differential  Diagnosis: 

(a)  Clinically  we  may  have  to  exclude  follicu- 
lar tonsillitis,  diphtheria,  influenza,  typhoid  fever, 
Hodgkin’s  disease  and  a good  many  other  febrile 
diseases.  Regarding  the  possible  confusion  of 


this  disease  with  follicular  tonsillitis,  Baader  ex- 
presses the  following  views : 

“There  is  always  a longer  febrile  period  in  this  dis- 
ease than  in  tonsillitis.  While  follicular  tonsillitis  is 
often  complicated  by  articular  rheumatism  or  glom- 
erulonephritis, yet  the  average  uncomplicated  case 
lasts  5-8  days,  often  2-3  days.  So  we  made  it  a rule 
in  any  angina,  if  the  fever  lasts  more  than  six  days, 
to  investigate  thoroughly  if  we  are  not  dealing  with 
monocytic-angina.” 

Diphtheria  may  often  be  suspected  until  the 
throat  cultures  disprove  this  possibility.  In  ev- 
ery one  of  the  cases  recorded  by  Baader  diph- 
theria was  strongly  suspected  from  the  appear- 
ance of  the  throat  and  antitoxin  was  used  in 
some  of  the  cases  even  after  a negative  report 
on  the  culture.  Typhoid  fever  is  often  consid- 
ered as  a possibility  in  the  early  stage  because  of 
the  headaches,  malaise  and  temperature  curve. 
This  diagnosis  may  seem  to  be  a certainty  when 
an  exanthem  accompanies  the  above  findings 
and  complaints.  In  case  3 of  Longcope’s  series, 
for  example,  typhoid  fever  was  the  provisional 
diagnosis  because  of  the  chills,  headache,  high 
temperature  (105.3°)  and  a maculo-papular  erup- 
tion resembling  rose  spots.  There  was  also  sore- 
ness of  the  throat,  but  this  could  be  disregarded 
by  the  average  physician  as  coincidental.  Tuber- 
culosis sometimes  is  considered  as  a probability 
in  view  of  the  cough,  night  sweats  and  cervical 
adenitis.  Hodgkin’s  disease  cannot  be  very  eas- 
ily ruled  out  in  some  cases  because  of  the  gener- 
alized glandular  enlargement,  firmness  of  the 
glands,  age  of  the  patient,  etc. 

(b)  Hematologically  the  disease  is  apt  to  be 
confused  with  acute  leukemia,  agranulocytosis, 
and  rare  infectious  or  neoplastic  processes  which 
are  accompanied  by  mononucleosis.  That  this 
disease  could  be  mistaken  for  leukemia  is  well 
exemplified  by  case  2 of  Tiirk.  In  justification 
of  that  mistaken  diagnosis  it  should  be  mentioned, 
though,  that  it  happened  long  before,  this  syn- 
drome was  established  as  a disease  entity.  The 
patient,  a young  man,  aged  20,  was  referred  to 
Turk  by  another  physician.  Complaints  and  find- 
ings were : sorethroat,  high  fever,  swollen  cervi- 
cal glands  and  splenic  enlargement.  The  physi- 
cian who  referred  the  patient  diagnosed  the  case 
at  first  as  typhoid  fever.  On  examination,  a 
leucocytosis  of  16,700  was  found.  The  differen- 
tial count  revealed  that  84.8%  of  the  cells  were 
lymphocytes  and  large  11011-granular  mononu- 
clears. “After  the  microscopic  findings,”  com- 
ments Tiirk,  “I  had  to,  according  to  our  present 
state  of  knowledge,  diagnose  this  case  as  acute 
lymphatic  leukemia.  I considered  it  my  duty  to 
inform  at  first  the  sister  and  later  the  brother  of 
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the  patient  about  the  diagnosis  and  acquaint  them 
with  the  hopelessness  of  the  prognosis.  This, 
however,  resulted  in  my  discharge  and  the  en- 
gagement of  another  physician.”  Tiirk  was  much 
chagrined  shortly  after  when  he  learned  that  the 
patient  recovered  completely.  Concluding  his 
discussion  in  this  case  Tiirk  remarked:  “This 
case,  the  way  it  came  out  and  according  to  the 
patient’s  present  condition,  cannot  possibly  be 
acute  lymphatic  leukemia ; it  does  not  find  any 
analogy  in  the  literature.”  I went  into  the  par- 
ticulars of  Turk's  case  because  it  illustrates  how 
an  expert  hematologist,  in  the  days  gone  by,  could 
be  confused  by  the  blood  picture  of  a case,  which 
in  the  light  of  our  present  knowledge,  undoubted- 
ly was  one  of  infectious  mononucleosis.  Because 
of  our  familiarity  with  the  syndrome,  we  are  not 
apt  to  confuse  this  with  acute  leukemia,  now- 
adays. Other  important  points  in  differentiation 
are  the  absence  of  anemia  and  purpuric  mani- 
festations as  well  as  the  relative  mildness  in  the 
clinical  behavior  of  such  a case  compared  to  one 
of  acute  leukemia. 

Agranulocytosis  has  only  one  common  blood 
finding  with  this  disease,  namely  the  very  low 
percentage  of  granulocytes  and  the  immature 
forms  of  the  mononuclear  cells.  On  the  other 
hand,  the  total  leucocyte  counts  differ  a great 
deal.  Leukopenia  of  the  highest  degree  is  gener- 
ally the  rule  in  agranulocytosis,  while  in  infectious 
mononucleosis  the  total  leucocyte  counts  vary 
from  normal  to  decided  elevations.  This  rule 
alone,  if  strictly  adhered  to,  will  safeguard 
against  confusing  of  the  two  entities.  Case  5 of 
Zadek(20)  illustrates  this  point.  Under  the  title 
“Agranulocytosis”,  Zadek  describes  five  cases. 
The  first  four  cases  according  to  the  description, 
undisputably  belong  to  that  category ; they  all  ex- 
hibited a distinct  leukopenia  and  all  had  a fatal 
termination.  Case  5,  on  the  other  hand,  had  a 
total  leucocyte  count  of  17,100.  This  finding 
alone  should  have  warranted  the  author  from 
classifying  it  with  the  other  four  cases.  Case  5 
made  a complete  recovery,  after  four  weeks  of 
illness.  This  case  most  likely  was  one  of  infec- 
tious mononucleosis. 

Krumbhaar's(10)  case  7 presented  a blood  pic- 
ture suggestive  of  acute  leukemia  on  one  hand, 
and  agranulocytosis  or  infectious  mononucleosis 
on  the  other.  The  outcome  was  favorable.  Krumb- 
haar  concludes  his  discussion  of  this  case  with  the 
following  remarks:  “It  is  not  impossible  that 
these  two  names  (agranulocytosis  and  infectious 
mononucleosis)  may  eventually  be  found  to  rep- 
resent different  forms  of  the  same  condition.” 

As  to  other  infections  or  neoplastic  processes 


which  are  accompanied  by  mononucleosis,  many 
such  examples  are  recorded  in  the  literature, 
some  under  appropriate  headings  and  others  un- 
der the  misleading  heading  of  infectious  mononu- 
cleosis. Undoubtedly  all  these  cases  show  a 
mononucleosis,  some  in  a very  high  degree,  but 
we  should  reserve  the  term  “Infectious  Mononu- 
cleosis” for  the  syndrome  above  described,  while 
other  types  of  cases,  should  be  recorded  separate- 
ly. The  term  "mononucleosis”,  descriptive  of  the 
blood  condition  in  such  cases,  is  permissable,  but 
the  term  “infectious  mononucleosis”  should  be 
descriptive  of  the  entire  syndrome,  clinical  as 
well  as  hematologic. 

Of  the  different  conditions  recorded  in  the 
literature  in  conjunction  with  mononucleosis  a 
few  are  noteworthy.  Marchand  cites  a fatal  case 
of  hemorrhagic  typhoid  in  which  the  transitional 
and  lymphocytic  cells  comprised  93.5%  of  all  the 
white  cells. 

Cabot's  Case  1 was  one  of  lymphangitis  and 
lymphadenitis.  The  blood  showed  a moderately 
high  leucocytosis  with  a marked  preponderance 
of  the  lymphocytic  cells.  The  patient  slowly  re- 
covered. Landon(11)  records  a case  of  infectious 
mononucleosis  with  miliary  tuberculosis  (diag- 
nosed postmortem).  The  highest  leucocyte  count 
was  3(3,800,  and  the  highest  percentage  of  mono- 
nuclears 97.  One  hardly  ever  sees  such  an  ex- 
treme mononucleosis  in  miliary  tuberculosis.  The 
patient  presented  a fairly  typical  picture  of  infec- 
tious mononucleosis.  It  may  be  possible  that  in- 
fectious mononucleosis  was  superimplanted  on  an 
old  miliary  tuberculosis. 

Hueper(9)  records  two  cases  under  the  head- 
ing "Infectious  Mononucleosis.”  Case  1 appears 
to  be  fairly  typical  for  this  disease.  Case  2,  how- 
ever, from  the  author's  description,  does  not  be- 
long to  this  category.  It  was  a case  of  an  elderly 
diabetic  who  developed  a carbuncle.  His  leuco- 
cyte count  hovered  between  50,000  and  87,000 ; 
the  percentage  of  the  mononuclears  ranging  be- 
tween 80  and  90.  This  case  of  Hueper  is  a good 
example  of  what  cases  should  not  be  included  in 
the  list  of  infectious  mononucleosis.  It  is  a case 
of  mononucleosis  of  a very  high  degree  coinci- 
dental with  a carbuncle  complicating  diabetes. 

There  is  another  type  of  rare  lymphocytic  or 
lymphoblastic  reactions  concurring  with  malig- 
nant neoplasms.  I have  recorded  such  cases  and 
cited  some  authors  on  the  same  subject  in  a pre- 
vious paper  (15). 

Sanders’(16)  case,  recorded  under  the  title  "The 
Nature  of  Lymphocytosis  of  Acute  Infection”  is 
very  similar  to  some  of  my  recorded  cases. 
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8.  Prognosis : The  outcome  is  usually  good ; 
practically  all  the  patients  recovered  completely. 
Complications  are  very  rare  in  a patient  who  has 
been  in  sound  health  before.  Certain  dormant 
ailments,  if  present,  may  come  up  to  the  surface 


and  complicate  this  disease.  One  of  Marchand’s 
cases  for  example,  who  in  the  past  had  many  fe- 
brile diseases  with  hemorrhagic  nephritis,  devel- 
oped a hemorrhagic  nephritis  during  the  course  of 
this  disease. 


(To  be  concluded  in  the  next  number.) 


A FEW  REMARKS  CONCERNING  THE  TREATMENT 
OF  APPENDICITIS* 

JAMES  MEDFORD  WILLIS,  M.  D„ 

McCook,  Nebraska. 


In  1735  is  found  the  first  authentic  reference 
to  removal  of  the  appendix  of  a human  being 
during  life.  Claudius  Amyand,  Esq.,  F.  R.  S. 
operated  on  a boy,  aged  eleven  years,  for  the 
cure  of  a discharging  sinus  in  the  right  thigh 
which  communicated  with  an  irreducible  scrotal 
hernia.  The  hernia  was  chiefly  omental  but  in 
its  interior  lay  the  appendix,  which  had  been 
nerforated  by  the  point  of  a pin  the  head  of  which 
remained  within  and  acted  as  a ball  valve.  Re- 
pair of  the  hernia  was  begun,  and  because  no 
good  use  could  be  seen  for  the  appendix,  a liga- 
ture was  tied  above  it.  and  amputation  was  per- 
formed. The  hernia  was  repaired  and  the  boy 
was  discharged  in  good  health,  wearing  a truss. 
Unfortunately,  owing  to  neglect  of  the  proper 
use  of  the  truss,  the  hernia  again  appeared  about 
six  months  later. 

Mestivier,  in  1757,  opened  a fecal  abcess  which 
was  already  in  a fluctuant  state.  The  patient  died 
subsequently,  and  at  necropsy,  it  was  found  that 
the  abscess  was  appendiceal.  This  is  the  first 
known  appendiceal  abscess  to  be  opened  by  inci- 
sion. 

In  1848,  Hancock  performed  the  first  laparo- 
tomy for  periappendiceal  abscess  before  pointing 
or  fluctuating  had  occurred.  The  operation  was 
performed  with  chloroform  anesthesia,  and  the 
patient  made  a good  recovery. 

Kronlein,  a Zurich  surgeon,  in  1884,  first  re- 
moved the  appendix  for  acute  disease.  His  pa- 
tient, however,  did  not  recover.  Thomas  G.  Mor- 
ton of  Philadelphia,  in  1887,  made  a diagnosis 
of  perityphlitis  and  unsuccessfully  removed  the 
ruptured  appendix.  In  the  same  year  H.  B. 
Sands  of  New  York  diagnosed  a case  of  appen- 
dicitis and  performed  appendectomy  with  good 
results.  From  this  time  surgeons  began  to  re- 
move the  offending  organ  even  before  the  inflam- 
matory process  had  advanced  beyond  its  earliest 
stages.  The  literature  soon  became  filled  with 

*Read  before  the  Southwest  Nebraska  Medical  Society,  McCook, 
February  13,  1936. 


names  of  those  who  strove  to  exterminate  that 
part  of  human  anatomy. 

No  man  did  more  to  bring  home  to  the  medical 
profession  throughout  the  world  the  necessity  for 
prompt  and  immediate  operation  in  acute  appen- 
dicular disease  than  did  John  B.  Murphy.  How 
often  and  in  what  arresting  language  did  he  pro- 
claim the  urgency  of  early  diagnosis  and  treat- 
ment in  such  disease ! In  one  regard,  however, 
Murphy’s  teaching  on  this  subject  was  mislead- 
ing. He  insisted  on  a rise  of  temperature  as  one 
of  the  early  and  cardinal  signs  of  acute  appendi- 
cular disease.  Murphy  did  not  distinguish  be- 
tween the  two  primary  and  fundamental  patholo- 
gical processes  which  occur  in  the  appendix — 
acute  infection  of  its  wall,  and  acute  obstruction 
of  its  lumen.  In  the  former  a rise  of  temperature 
is  natural  and  is  invariable ; in  the  latter  it  is  ab- 
sent during  the  early  phase  when  diagnosis  is  all- 
important. 

Quoting  Wilkie : "The  death-rate  from  acute 
appendicular  disease,  both  in  this  country  and  in 
Britain,  has  tended  to  increase  rather  than  to 
diminish  during  the  past  decade.  It  is  my  firm 
conviction  that  over  90  per  cent  of  the  deaths  are 
in  cases  not  of  primary  inflammation,  but  of  pri- 
mary obstruction  of  the  appendix  with  resultant 
tension,  gangrene,  and  perforation.  If  we  would 
but  visualize  this  disease  as  one  of  the  fatal  types 
of  acute  intestinal  obstruction,  with  the  afebrile 
onset  characteristic  of  such  disease,  demanding 
immediate  operation  before  the  tense,  obstructed 
organ  bursts;  if  we  would  teach  our  students  its 
underlying  pathology  and  demonstrate  its  char- 
acteristic clinical  picture — we  should  not  have  to 
deplore  a rising  death-rate  from  so-called  appen- 
dicitis." 

It  is  the  intention  of  the  writer  to  direct  his 
remarks  principally  to  the  acute  type  of  appendi- 
citis as  operation  upon  the  chronic  type  carries 
almost  no  mortality.  There  is  no  dispute  among 
surgeons  that  the  mortality  in  acute  appendicitis 
increases  in  direct  ratio  to  the  time  elapsed  after 


Volume  21 
Number  7 


TREATMENT  OF  APPENDICITIS:  WILLIS 


265 


onset  of  symptoms.  In  days  gone  by  I criticised 
my  colleages  and  myself  quite  severely  for  oper- 
ation upon  the  milder  type  of  appendicitis  or  the 
atypical  cases  without  awaiting  the  establishment 
of  a surer  diagnosis.  My  views  have  changed 
quite  markedly  upon  this  subject.  It  is  conceded 
there  always  has  been  and  probably  always  will 
be  a 10  per  cent  error  in  diagnosis  of  acute  ap- 
pendicitis. The  removal  of  the  appendix  with  the 
modern  finesse  in  technique  causes  so  little  dis- 
turbance and  for  such  a short  time  that  we  often 
entertain  the  thought  that  the  elective  removal 
of  the  uninflamed  appendix  is  just  as  logical  and 
just  as  justified  as  circumcision  or  removal  of 
tonsils. 

A brilliant  surgeon  once  said  to  me  that  when 
a patient  telephoned  to  him  that  he  or  she  had 
a pain  in  the  pit  of  the  stomach  and  vomited,  his 
diagnosis  was  appendicitis  until  it  was  proven 
otherwise.  If  we  could  always  bear  that  fact  in 
mind  we  would  not  overlook  appendicitis  nearly 
so  often.  Of  the  three  cardinal  symptoms  of  ap- 
pendicitis. pain,  tenderness,  and  leucocytosis,  pain 
is  the  only  constant  one.  Tenderness  is  absent 
in  11  per  cent  and  leucocytosis  is  absent  in  20 
per  cent.  Tension  is  present  in  only  13.3  per 
cent  and  rigidity  in  40.6  per  cent. 

MORTALITY 

One  of  the  most  enlightening  pieces  of  liter- 
ature upon  the  subject  of  appendicitis  the  writer 
has  ever  seen  is  the  result  of  a survey  made  by 
Dr.  John  O.  Bower  of  the  hospital  statistics  of 
the  city  of  Philadelphia  and  published  in  the 
monthly  bulletin  of  The  Department  of  Public 
Health  of  the  City  of  Philadelphia  from  which 
the  following  quotation  is  made.  ‘‘In  the  27  hos- 
pitals surveyed,  364  surgeons  were  operating, 
an  average  of  13  to  a hospital.  A certain  num- 
ber had  no  mortality.  In  one  hospital,  for  in- 
stance. the  mortality  rate  was  11.2  per  cent;  sev- 
eral surgeons  in  this  group  had  no  mortality. 
One  had  a mortality  of  20  per  cent  and  another 
3.3  per  cent.  The  mortality  from  appendicitis 
decreases  with  experience  of  the  surgeon.  This 
is  uniformly  true  in  the  management  of  the  ab- 
normally situated  appendix  and  in  that  all-import- 
ant factor  in  the  mortality  of  acute  appendicitis 
— general  peritonitis.  There  is  no  affection  of 
the  human  body  where  surgical  judgment  influ- 
ences the  outcome  so  frequently  or  so  markedly 
as  in  general  peritonitis. 

"In  the  eighties  when  appendicitis  was  first  rec- 
ognized as  a distinct  pathologic  entity  the  ma- 
jority of  cases  were  operated  upon  only  when 
they  had  an  associated  peritonitis.  Almost  fifty 


years  have  elapsed.  In  a city  reputed  to  be  the 
leading  medical  center  of  the  United  States  we 
find  that  44.7  per  cent  of  patients  who  enter  its 
hospital  with  appendicitis  have  a peritonitis  and 
one  out  of  every  18  dies.  The  Department  of 
Health  has  demonstrated  what  can  be  done  with 
prophylactic  medicine.  Typhoid  fever  has  been 
controlled  and  diphtheria  is  being  wiped  out.  It 
is  time  that  a campaign  of  prophylactic  surgery 
be  instituted.  The  family  physician  should  be 
the  prophylactic  surgeon.  In  addition  to  his  be- 
ing able  to  diagnose  and  advise  he  can  also  cau- 
tion his  patients  against  delay  in  seeking  medical 
advice  and  against  the  indiscriminate  use  of  laxa- 
tives. 

INFLUENCE  OF  DELAY  ON  MORTALITY 

“There  is  a common  belief  that  there  is  no  mor- 
tality in  appendicitis  if  operations  are  performed 
early,  but  this  survey  shows  that  1 in  every  3b 
dies  even  if  operation  is  performed  within  twenty- 
four  hours;  if  within  forty-eight  hours,  1 in  17 
dies;  seventy-two  hours,  1 in  13;  and  over  sev- 
enty-two hours,  1 in  9.  The  average  time  that 
elapsed  between  onset  of  symptoms  and  opera- 
tion of  those  who  lived  in  the  5,121  cases  was 
60.1  hours;  of  those  who  died,  97.7  hours.  A 
patient  in  good  physical  condition  in  99  instances 
out  of  100  is  safe  if  operated  upon  within  the 
first  12  hours.  About  one  case  in  every  100  per- 
forates or  develops  a general  peritonitis  in  less 
than  12  hours.  In  this  series,  gangrene  of  the 
appendix,  with  general  peritonis,  had  taken  place 
as  early  as  six  hours  from  the  onset  of  pain. 
Without  exception,  patients  developing  perfora- 
tion with  fulnvnating  peritonitis  before  12  hours 
have  been  given  laxatives.  In  addition  to  the  in- 
crease in  mortality  because  of  the  associated  per- 
itonitis, the  development  of  a local  peritonitis  in- 
creases the  mortality  rate.  Patients  in  whom  the 
inflammation  of  the  appendix  subsides,  to  recur 
later,  have  a higher  mortality  rate  than  those  who 
are  operated  upon  early  in  an  initial  attack ; this 
is  due  to  patients  postponing  operation  because 
of  the  previous  recovery  or  the  physic'an’s  ad- 
vising delay,  being  misled  by  the  mildness  of 
symptoms  and  signs  due  to  adhesions  or  other 
pathology,  incident  to  previous  attacks." 

In  this  same  report  Bower  also  states  that  the 
records  show  that  if  a patient,  who  has  a fulmo- 
nating  appendicitis,  is  given  a laxative  and  devel- 
ops a general  peritonitis,  he  has  one  chance  in 
seven  of  recovering.  Also  that  in  this  survey  of 
the  records  of  5,121  patients  operated  upon  over 
ninety  per  cent  of  those  that  died  had  taken  a 
laxative. 
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Tlie  author  made  a survey  of  the  records  of 
appendicitis  cases  operated  upon  by  him  during 
the  years  of  1934  and  1935.  The  following  table 
gives  the  number  of  cases  and  results. 

No.  Cases  Deaths 


Ruptured  6 1 

Gangrenous  14  0 

Acute  40  0 

Sub-Acute  and  Chronic 38  0 


Total  number  of  all  types,  98. 

The  one  death  was  in  a child  aged  three  years, 
that  was  admitted  six  days  after  onset.  It  was  in 
poor  condition  and  was  hospitalized  for  two  days 
before  operation,  then  a small  McBurney  incision 
was  made  and  a very  small  opening  made  through 
the  peritoneum  evacuating  an  abscess.  No  at- 
tempt was  made  to  remove  or  even  feel  or  visual- 
ize the  appendix.  The  child  died  24  hours  later. 
At  autopsy  it  was  found  that  a large  abscess  had 
ruptured  quite  recently  and  spread  pus  through 
the  entire  peritoneal  cavity.  It  is  the  opinion  of 
the  writer  that  the  abscess  ruptured  during 
straining  while  going  under  the  inhalation  anes- 
thetic. This  represents  a mortality  of  1.6%  of 
the  ruptured,  gangrenous,  and  acute  cases.  While 
the  author's  records  for  previous  years  are  not 
available,  I feel  confident  that  they  surely  could 
not  be  below  6 per  cent. 

The  changes  in  technique  in  recent  years  has 
been  principally  that  of  the  type  of  incision  and 
of  anesthetics.  Fully  80  per  cent  of  these  cases 
were  operated  upon  under  spinal  anesthesia  with 
a basal  anesthetic  of  nembutal  or  amytal  with 
morphine  and  scopolomine.  Three-fourths  grain 
of  ephedrin  is  given  a few  minutes  before  admin- 
istration of  the  spinal  anesthetic. 

The  McBurney  incision  was  employed  in  more 
than  90  per  cent  of  cases.  Occasionally  it  was 
necessary  to  incise  the  anterior  and  posterior 
sheath  of  the  rectus  to  obtain  more  exposure. 
This  permits  the  rectus  muscle  to  be  retracted 
medially.  An  attempt  is  always  made  to  use  ex- 
treme gentleness.  The  inflamed  appendix  is 
never  grasped  with  a forcep.  The  mesentery  of 
the  appendix  is  usually  grasped  with  a forcep 
and  if  there  seems  any  danger  of  rupturing  the 
distended  appendix  it  is  wrapped  in  a wet  sponge 
to  prevent  contamination  ; a salt  pack  is  packed 
medially  and  below  the  cecum  if  there  seems  any 
danger  of  soiling.  1 have  not  inverted  the  stump 
of  the  appendix  for  several  years.  It  was  my 
practice  to  sever  the  base  of  the  appendix  with 
the  cautery  until  about  a year  ago  but  this  prac- 
tice was  discontinued  for  the  reason  that  in  two 
cases  secondary  abscesses  developed  apparently 
due  to  sloughing  of  the  stump  and  evident  leak- 
age. Since  that  time  the  stump  has  been  tied 


with  No.  2 chromic  catgut  throwing  two  or  three 
turns  around  the  stump  to  prevent  the  ligature 
cutting  into  the  stump. 

Drainage  has  been  employed  in  all  cases  where 
contamination  has  been  suspected  and  in  those 
cases  where  there  was  free  pus  it  was  removed  by 
suction  and  gentle  sponging;  then  many  Penrose 
drains  were  placed  around  the  cecum  and  into  the 
pelvis  employing  to  some  extent  at  least,  the 
quarantine  method  of  Coffey.  In  these  frank- 
ly contaminated  cases  two  silkworm  gut  figure 
of  eight  sutures  only  were  placed  but  left  untied 
for  sometimes  a week.  It  is  easy  to  see  how  this 
affords  the  maximum  of  drainage  and  relief  of 
intra-abdominal  tension.  Mont  Reed  made  a 
survey  of  the  hospital  records  of  Cincinnati  a 
year  or  so  ago  and  found  that  the  mortality  in 
acute  appendicitis  had  been  cut  50  per  cent  in 
recent  years  by  employment  of  the  McBurney  in- 
cision. 

John  E.  Loveland  in  an  article  published  in 
the  January,  1936,  issue  of  “The  American  Jour- 
nal of  Surgery”  states  that  in  a review  of  a series 
of  1,275  cases  of  acute  appendicitis  in  The  Mid- 
dlesex Hospital,  Middletown,  Conn.,  that  the 
death  rate  had  been  reduced  from  4.3  per  cent  to 
1.9  per  cent  since  the  routine  employment  of 
spinal  anesthesia  had  been  adopted.  It  is  rea- 
sonable to  assume  that  spinal  anesthesia  should 
lower  the  mortality  for  with  spinal  anesthesia  the 
vigorous  intestinal  motility  often  seen  under  gen- 
eral anesthesia  during  induction  and  during  the 
return  to  consciousness,  often  unavoidable,  cause 
a commotion  in  the  abdominal  cavity  necessarily 
destructive  to  delicate,  newly  formed  adhesions, 
and  favoring  most  effectively  and  probably  dis- 
astrously an  extension  of  the  potential  peritonitis. 

CONCLUSIONS 

The  teaching  of  Murphy  and  others  that  the 
death  rate  in  acute  appendicitis  was  in  direct  ra- 
tio to  the  time  of  operation  after  onset  of  symp- 
toms still  holds  good. 

That  the  death  rate  had  been  lowered  very 
little  if  any  during  the  past  twenty-five  years 
until  the  employment  during  recent  years  of 
spinal  anesthesia,  the  McBurney  incision  and  oth- 
er refinements  seem  very  promising. 

That  a campaign  should  be  instituted  to  teach 
the  laity  that  to  take  a physic  during  the  presence 
of  acute  abdominal  pain  is  suicide. 

“Are  you  ill?”  asked  the  physician;  “let  me 
see  your  tongue,  please.” 

“It’s  no  use,  doctor,”  replied  the  patient;  “no 
tongue  can  tell  how  bad  I feel.” 


THE  TREATMENT  OF  ANGINA  PECTORIS  AND  CONGESTIVE 
HEART  FAILURE  BY  TOTAL  ABLATION  OF 
THE  THYROID  GLAND* 

J.  DEWEY  BISGARD,  M.  D„ 
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The  treatment  of  intractable  angina  pectoris 
and  congestive  heart  failure  by  total  excision  of 
the  normal  thyroid  gland  is  less  than  three  years 
old.  Obviously  sufficient  time  has  not  elapsed 
nor  has  a sufficiently  large  number  of  cases  so 
treated  been  studied  to  determine  the  position 
that  this  form  of  treatment  will  ultimately  occupy 
in  the  management  of  these  cases.  The  results 
thus  far,  however,  have  been  distinctly  notewor- 
thy and  particularly  so  when  judged  from  the 
point  of  view  expressed  so  well  by  Brenner, 
Donovan  and  Murtagh.  In  their  opinions,  “Any 
measure  which  promises  to  prolong,  in  fair  com- 
fort, the  lives  of  patients  with  both  congestive 
and  anginal  forms  of  heart  failure,  in  whom  the 
efficacy  of  all  other  forms  of  treatment  has  been 
exhausted,  must  command  serious  attention,  as, 
if  the  promise  is  fulfilled,  the  method  will  have 
a wide  application.” 

The  treatment  of  congestive  heart  failure  (un- 
related to  thyroid  disease)  by  total  thyroidectomy 
was  conceived  by  Blumgart  and  Berlin,  and  the 
operation  for  this  purpose  first  performed  in  De- 
cember, 1932,  by  Berlin.  They  deliberately  pro- 
duced a surgical  myxodema  in  their  cases  upon 
the  assumption  (later  substantiated)  that  a bene- 
ficial hypothyroid  state  could  be  maintained  at  a 
level  just  above  that  at  which  subjective  symp- 
toms of  myxodema  appear  by  the  daily  adminis- 
tration of  small  doses  of  thyroid  extract. 

The  rationale  of  the  procedure  was  suggested 
by  certain  clinical  phenomena  and  by  the  results 
of  an  investigation  carried  out  by  Blumgart.  It 
is  common  knowledge  that  with  thyrotoxicosis 
there  constantly  develops  cardio-circulatory  dis- 
turbances which  vary  in  degree  from  simple 
tachycardia  to  gross  cardiac  failure  and  that 
these  disturbances  occur  without  significant  path- 
ologic changes  in  the  heart  itself.  It  has  been 
shown  in  experimental  hyperthyroidism  that 
there  is  an  increase  in  the  per  minute  volume 
output  of  the  heart,  which  varies  proportionately 
with  the  cardiac  rate,  and  in  clinical  cases  that 
the  velocity  with  which  blood  circulates  is  in- 
creased. Blumgart  has  demonstrated  that  the 
velocity  of  blood  flow  varies  rather  constantly 
with  the  metabolic  rate  and  that  in  myxodema, 
blood  circulates  much  more  slowly  than  normal. 
Furthermore,  he  has  shown  that  the  velocity  is 

*Read  before  the  surgical  section  of  the  Omaha  Mid-West 
Clinical  Society,  October  30,  1935,  Omaha,  Nebraska. 


reduced  in  cases  of  cardiac  failure  regardless  of 
cause  or  of  the  metabolic  rate.  Thus  with  evi- 
dence that  the  circulatory  demands  upon  the  heart 
(the  cardiac  load)  could  be  decreased  by  a re- 
duction of  the  metabolic  rate,  Blumgart  reasoned 
that  a heart  in  congestive  failure  relieved  of  some 
of  its  load  by  total  thyroidectomy  would  be  able 
to  re-establish  equilibrium  between  supply  and 
demand  and  carry  on  in  compensation  at  the  low- 
ered metabolic  level. 

It  has  also  been  observed  that  not  infrequently 
a patient  with  myxodema  develops  attacks  of  an- 
gina pectoris  for  the  first  time  after  the  meta- 
bolic rate  has  been  elevated  to  normal  or  above 
by  the  administration  of  thyroid  extract.  The 
attacks  cease  promptly  with  a reduction  of  thy- 
roid feeding.  Classically,  the  seizures  of  true  an- 
gina pectoris  unrelated  to  thyroid  disease,  are 
brought  on  by  exertion  and  emotional  stress,  pre- 
sumably the  result  of  the  increased  demands  up- 
on the  heart  incident  to  these  factors.  It  is  the 
concensus  of  opinion  that  the  attacks  of  pain 
represent  periods  of  ischemia  (anoxemia)  of  the 
muscle  of  a portion  of  the  heart  and  that  these 
result  from  vasoconstriction  from  a transient  hy- 
peradrenalinemia  or  from  an  inability  of  the  coro- 
nary vessels  narrowed  by  arteriosclerosis  or 
spasm  to  nourish  the  muscle  adequately  to  meet 
the  increased  demands  made  upon  it  by  exer- 
tion and  by  emotional  stress. 

As  totally  thyroidectomised  cases  have  accumu- 
lated and  have  been  studied,  certain  interesting 
facts  have  developed.  It  has  been  found  that  the 
metabolic  rate  does  not  drop  appreciably,  and 
symptoms  of  hypothyroidism  do  not  appear  until 
four  to  six  weeks  after  operation,  and  yet  the 
cases  of  angina  pectoris  which  have  been  bene- 
fited have  experienced  relief  from  anginal  at- 
tacks immediately  after  operation,  weeks  before 
the  metabolic  demands  upon  the  heart  have  been 
lessened.  Berlin  explains  this  immediate  relief 
by  the  fact  that  during  the  removal  of  the  thy- 
roid gland,  the  superior  cardiac  nerves  are  di- 
vided, thus  interrupting  afferent  pain  impulses. 
He  believes  that  hypothyroidism,  however,  is  re- 
sponsible for  the  lasting  effect. 

Cutler  and  Schnitker  believe  that  total  thyroid- 
ectomy relieves  anginal  attacks  by  altering  the 
adrenalin  effect  upon  the  heart.  They  suggest 
that  the  heart  is  rendered  less  sensitive  to  adren- 
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alin.  They  found  that  whereas  the  subcutaneous 
injection  of  from  0.3  to  1.0  cubic  centimeters  of 
a 1-1000  solution  of  adrenalin  produced  severe 
attacks  of  angina  pectoris  in  their  patients  before 
operation,  it  produced  either  no  pain  or  greatly 
modified  attacks  when  administered  as  early  as 
24  or  48  hours  after  operation.  It  has  been 
shown  experimentally  by  Sawyer  and  Brown  that 
the  tachycardia  response  to  adrenalin  in  the  iso- 
lated perfused  heart  is  increased  by  the  addition 
of  thyroxin  and  is  less  than  normal  in  hearts  of 
animals  which  had  previously  been  totally  thy- 
ro’dectomized. 

The  author  has  reported  elsewhere  a case  of 
angina  pectoris  in  a man  of  69  with  a large  de- 
generated adenomatous  goiter  in  which  the  left 
lobe  was  removed  entirely  but  the  right  one  only 
subtotally.  There  followed  immediately  complete 
relief  from  anginal  seizures.  This  relief  has  per- 
sisted to  date,  now  8 months  after  operation.  In- 
terestingly, the  B.M.R.  before  operation  was 
minus  32  and  is  now  minus  4.  Obviously,  relief 
in  this  case  has  resulted  from  some  factor  inde- 
pendent of  the  basal  metabolic  level. 

There  have  been  reported  in  the  literature  near- 
ly 200  cases  which  have  been  totally  thyroidec- 
tomized  for  the  relief  of  either  congestive  heart 
failure  or  angina  pectoris.  None  have  had  any 
clinical  or  histological  evidence  of  thyroid  disease 
and  all  had  previously  been  completely  incapac- 
itated with  symptoms  intractable  to  medical  man- 
agement. The  results  in  the  two  most  import- 
ant series  follow : 


Mixter,  Blumgart  and  Berlin — 

Classification  of  75  cases: 

Rheumatic  heart  disease 29 

Arteriosclerotic  heart  disease 36 

Hypertensive  heart  disease 6 

Congenital  heart  disease 2 

Syphilitic  heart  disease 1 

Cor  pulmonale  1 

Results  in  69  cases  observed  6 months  to  2 years: 
Angina  pectoris — 23  cases: 

Complete  relief  35% 

Moderate  improvement  50% 

No  improvement  15% 

Operative  mortality  0 

Congestive  failure — 46  cases: 

Satisfactory  improvement  (restored 

compensation)  55% 

Moderate  improvement  26% 

No  improvement  7% 

Operative  mortality  12% 

Cuter  and  Schnitker — 

Results  in  21  of  29  cases  of  angina  pectoris: 

Excellent  10 47.6% 

Good  4 19% 

Fair  5 24% 

Poor  2 9.5% 


These  results  are  very  impressive  when  one 
realizes  that  many  of  these  cases  which  were  pre- 
viously bed  fast  are  now  ambulatory  and  a few 


have  returned  to  their  former  occupations.  It 
has  been  found  that  the  basal  metabolic  rate  can 
be  lowered  to  a level  between  minus  20  and  30 
without  the  development  of  subjective  symptoms 
of  myxodema  and  that  daily  doses  of  thyroid  ex- 
tract gr.  14  are  usually  sufficient  to  maintain  this 
basal  level. 

Blumgart  has  summarized  from  his  experi- 
ence the  following  favorable  and  unfavorable  in- 
dications for  treatment  by  total  thyroidectomy. 
Favorable — patients  with 

1.  Normal  basal  metabolic  rates. 

2.  Evidence  of  some  cardiac  reserve  (improvement 
with  bed  rest). 

3.  Disease  stationary  or  only  slowly  progressive. 
Unfavorable — patients  with 

1.  Rapidly  progressing  disease. 

2.  Terminal  or  extremely  advanced  disease. 

3.  Active  infection  (pulmonary  or  endocardial). 

4.  Renal  insufficiency. 

5.  Coronary  thrombosis. 

6.  Very  low  basal  metabiloc  rates.  (Myxodema). 

The  technic  of  the  operation  will  not  be  dis- 
cussed except  to  point  out  the  desirability  of  its 
performance  with  local  anesthesia  and  the  dan- 
gers encountered.  Scrupulous  care  must  be  ex- 
ercised to  avoid  injury  to  the  recurrent  laryngeal 
nerves  and  the  removal  of  the  parathyroid  bodies. 
After  one  lobe  has  been  removed,  and  before  pro- 
gressing with  the  other  side,  the  operation  should 
be  interrupted  while  a laryngoscopist  inspects  the 
vocal  cords.  If  the  cord  on  the  operated  side  does 
not  move  normally,  it  is  unwise  to  continue  the 
operation,  and  subject  the  other  nerve  to  the  dan- 
ger of  injury. 

As  each  lobe  of  the  gland  is  removed,  it  should 
be  inspected  carefully  for  the  presence  of  para- 
thyroid tissue,  and  if  found,  such  tissue  should 
be  re-implanted  into  the  muscles  of  the  neck. 

There  is  no  evidence  that  the  degree  of  hypo- 
thyroidism maintained  in  these  cases  produces 
any  ill  effects  upon  the  body.  They  do,  however, 
develop  an  unimportant  reduction  in  the  number 
of  red  blood  cells,  but  no  symptoms  of  anemia 
and  a lowering  of  gastric  acidity. 

(Bibliography  in  Reprints.) 


INFANT  FEEDING:  HISTORICAL  BACK- 
GROUND AND  MODERN  PRACTICE 

Grover  F.  Powers,  New  Haven,  Conn.  ( Jour- 
nal A.  M.  A.,  Sept.  7,  1935),  gives  a historical 
summary  of  the  practice  of  infant  feeding  and 
discusses  the  formulation  of  the  infant's  diet  in 
modern  practice,  the  rules  for  devising  milk  form- 
ulas, infant  mortality  and  the  psychologic  era. 
He  believes  that  while  the  importance  of  an  un- 
derstanding of  the  emotional  aspect  of  the  feed- 
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ing  of  infants  is  too  little  appreciated  and  that 
the  chief  problem  at  present  arises  in  this  domain, 
no  real  achievement  in  the  newer  knowledge  of 
nutrition  is  thereby  ignored.  The  most  impor- 
tant aspect  of  the  emotional  problem  in  infant 
feeding  is  recognition  that  the  problem  exists 
and  to  a large  degree  may  be  prevented  if  the 
physician  has  insight  and  understanding  of  the 
personality  of  the  mother  and  takes  pains  to  pre- 
pare her  to  meet  situations  that  are  bound  to  oc- 
cur in  every  case.  The  physician  may  need  the 
assistance  of  a psychologist  or  a psychiatrist  or 
both  in  therapy,  but  the  burden  of  prevention  is 
wholly  that  of  the  physician  who  guides  the  feed- 
ing. Here,  if  anywhere,  “an  ounce  of  prevention 
is  worth  a pound  of  cure.”  But  prevention  means 
understanding,  insight,  tact  and  patience.  The 
physician  must  have  all  these  qualities,  and  he 
must  devote  a great  deal  of  time  to  the  handling 
of  these  cases.  Dr.  Marian  Putnam  states  that 
her  most  serious  cases  are  those  in  which  a tact- 
less, brusque  physician  has  scolded  or  otherwise 
occasioned  resentment  or  feelings  of  guilt  and  in- 
adequacy on  the  part  of  the  mother.  “Never 
show  irritation  at  an  unreasonable  mother”  is  al- 
ways a safe  rule  for  the  physician  to  follow. 


NONUNION  IN  FRACTURE  OF  SHAFT 
OF  HUMERUS:  REPORT  OF 
FIVE  CASES 

James  Warren  Sever,  Boston  ( Journal  A.  M. 
A Feb.  2,  1935),  is  of  the  opinion  that  delayed 
union  and  nonunion  occur  more  often  in  the 
middle  third  of  the  shaft  of  the  humerus  after 
transverse  fracture  than  in  any  other  long  bone. 
Spiral  fractures  that  involve  this  region  may  be 
slow  to  unite,  but  so  far  he  has  known  of  no  non- 
unions, or  pseudarthroses.  Of  the  five  cases  that 
he  reports,  three  occurred  in  his  practice  and  two 
are  the  misfortunes  of  others.  He  believes  that 
one  should  report  failures  as  well  as  successes 
and  that  there  must  be  some  intrinsic  cause  for 
nonunion  in  fractures  of  the  humerus  that  is  not 
wholly  understood.  Trauma,  from  the  accident 
itself,  may  so  destroy  the  power  of  bone  repair 
that  union  is  delayed  or  prevented.  Interference 
with  the  blood  supply  through  the  tearing  of  the 
nutrient  artery  may  be  another  factor.  Lack  of 
adequate  fixation,  which  is  of  the  greatest  im- 
portance, is  another  probable  cause;  and  in  the 
operative  repair,  primary  internal  as  well  as  sec- 
ondary external  fixation  is  essential  for  a long 
period.  However,  it  is  practically  impossible  to 
immobilize  the  humerus  completely  in  any  type 
of  external  apparatus.  In  spite  of  an  adequate 
consideration  of  all  these  factors,  recurrent  non- 


union may,  and  does,  occur  in  a certain  percent- 
age of  cases.  Lack  of  callus  formation  and  inter- 
position of  tissue  are  often  factors  that  must  be 
considered.  After  his  experience  in  the  reported 
cases,  the  author  believes  that  the  only  operation 
probably  worth  doing  is  that  advocated  by  Camp- 
bell and  Henderson ; namely,  the  massive  or  on- 
lay graft,  followed  by  a sufficiently  long  period 
of  fixation  to  ensure  union  and  to  carry  one  by 
the  period  of  absorption  and  possible  fracture  of 
the  graft.  Even  this  operative  procedure  is,  how- 
ever, not  infallible. 


MANAGEMENT  OF  PERFORATED 
APPENDICITIS 

John  F.  Gile  and  John  P.  Bowler,  Hanover, 
N.  H.  ( Journal  A.  M.  A.,  Dec.  8,  1934),  present 
a series  of  901  cases  including  a controlled  and 
an  uncontrolled  group  on  which  is  based  a dis- 
cussion of  the  management  of  perforated  appen- 
dicitis of  three  types : gangrenous  appendicitis 
with  local  peritonitis  (associated  in  the  majority 
of  cases  with  early  perforation),  appendiceal  ab- 
scess, and  perforation  with  general  peritonitis. 
This  entire  series  has  been  managed  on  a pro- 
gram of  operation  immediately  following  an  ob- 
vious or  reasonably  founded  diagnosis  of  appen- 
dicitis. The  authors  are  convinced  that  immedi- 
ate operation  in  early  peritonitis  has  aborted  the 
transfer  of  some  of  these  early  cases  to  the  group 
of  diffuse  and  more  long-standing  peritonitis, 
which  carries  a considerable  increase  in  mortal- 
ity ; that  appendiceal  abscess  represents  a lesion 
originally  and  throughout  its  duration  restricted 
to  a localized  process  by  the  morphology  of  the 
right  lower  abdomen  of  the  patient  and  presents 
no  emergent  needs ; and  that  late  general  periton- 
itis involves  a mortality  that  is  enormous.  But 
excepting  those  cases  which  when  first  seen  ob- 
viously remain  in  this  group  those  cases  concern- 
ing which  it  will  be  difficult  to  arrive  at  a deci- 
sion regarding  delay  and  preoperative  treatment. 
They  discuss  their  steps  in  management  which 
they  believe  are  so  orthodox  and  to  which  so  lit- 
tle addition  can  be  made  that  improvement  in 
mortality  rate  must  come  from  the  possibility  of 
extending  in  the  treatment  of  appendicitis  in  gen- 
eral those  factors  which  are  concerned  in  their 
group  of  controlled  cases  : early  observation,  early 
diagnosis  and  early  operation.  It  is  almost  axio- 
matic that  no  item  of  health  instruction  in  the 
public  school  system  can  offer  greater  possibilities 
in  the  saving  of  lives  than  a campaign  concerning 
abdominal  pain,  laxatives  and  ice  bags  in  their 
relation  to  peritonitis. 
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SOME  HIGHLIGHTS  FROM  THE  A.  M.  A., 
HOUSE  OF  DELEGATES 

From  the  several  addresses  given  before  the 
House  of  Delegates  at  Kansas  City  and  out  of 
the  many  problems  before  that  body,  we  have  col- 
lected a number  of  the  outstanding  propositions 
advanced  and  of  the  actions  taken  for  the  bene- 
fit of  our  readers. 

From  the  address  of  Speaker  Van  Etten: 

It  is  not  the  function  of  your  Speaker  to  recommend 
action  of  any  kind,  but  it  is  within  his  privilege  to 
urge  you  to  exercise  all  of  your  constitutional  priv- 
ileges and  to  function  as  fully  as  your  ability  permits. 
Laissez  faire  is  a worn  out  phrase  but  it  is  still 
stupidly  employed  by  far  too  many  physicians.  This 
is  not  a specific  criticism  of  this  'body  only,  but  a le- 
gitimate criticism  of  a very  large  body  of  our  citizen- 
ship. It  is  lamentable  that  the  physicians  of  the 
United  States,  who  constitute  the  most  highly  educat- 
ed professional  group  of  any  country,  fail  so  miser- 
ably in  the  exercise  of  citizenship.  James  Bryce  listed 
as  hindrances  to  citizenship  “indolence,  private  self 
interest,  and  party  spirit.” 

****** 

Every  physician  should  employ  all  his  abilities  in 
the  promotion  of  the  public  health.  Every  physician 
is  politically  potential.  Every  physician  will  find 
responsive  hearing  in  every  home  which  he  visits  if 
he  will  take  the  trouble  to  educate  himself  sufficient- 
ly to  be  able  to  discuss  intelligently  matters  of  local 
or  national  polity  which  concern  the  health  of  the 
community.  He  must  acquire  much  more  than  a 
superficial  knowledge  of  political  machinery  and  must 
take  his  place  therein.  Dignified  aloofness  is  stupid- 
ity dictated  by  laziness. 

****** 

Unanimity  is  often  colorless  and  uninspiring  and  is 
often  viewed  with  suspicion  of  some  undefined  com- 


pulsion. For  three  thousand  years  since  Icarus  and 
his  wings  fell  into  the  sea,  man  has  persistently  tried 
to  fly  and  has  finally  conquered  the  air.  For  two 
thousand  years  physicians  have  faithfully  kept  the 
hippocratic  oath  and  through  its  influence  have  con- 
tinually polished  their  shining  armor.  They  have 
climbed  the  hills  and  descended  into  the  shadows 
and  have  climbed  the  hills  again,  always  trying  to 
press  onward  toward  the  prize  of  their  high  calling, 
which  is  the  conquest  of  disease.  There  are  elements 
in  this  country  which  are  working  for  a totalitarian 
state.  There  are  others  who  would  preserve  the  es- 
sential values  of  individualism.  There  are  those  who 
would  promote  a social  system  in  which  government 
would  dominate  all  professional  and  educational  ef- 
fort. It  is  not  easy  to  see  clearly  through  so  many 
obscurant  influences  but  we  must  make  serious  ef- 
forts in  this  House  to  think  courageously  and  inde- 
pendently toward  whatever  is  best  for  American  med- 
icine and  for  the  American  people. 

From  address  of  President  McLester : 

The  thing  which  above  all  others  interests  medical 
men  in  America  today  is  the  preservation,  unimpaired, 
of  established  methods  of  practice,  methods  by  which 
American  medicine  has  reached  its  present  preemi- 
nent position.  I am  conscious  of  the  fact  that  ever’ 
address  delivered  to  you  during  the  past  three  years 
has  dealt  with  this  subject,  often  exclusively,  and 
realize  that  the  time  has  perhaps  come  to  discuss  oth- 
er things.  There  is,  however,  something  yet  to  be 
said  and  with  your  indulgence  I should  like  briefly 
to  continue  this  discussion  in  order  to  say  a word 
not  only  of  congratulation  but  also  of  stimulation. 

There  have  been  times  during  the  past  two  years 
when  it  appeared  that  disaster  was  just  ahead,  when 
government,  in  its  effort  to  extend  social  reform,  ap- 
peared ready  to  reach  out  for  control  of  medical  prac- 
tice, and  those  who  are  familiar  with  the  results  of 
such  governmental  control  in  other  countries  contem- 
plated this  step  with  grave  misgivings.  But  the  lead- 
ership exercised  by  you  over  a united  medical  profes- 
sion and  its  influence  on  public  opinion  were  wise  and 
effective  and  no  such  change  was  accomplished.  I 
think  it  can  be  said  that  the  American  Medical  As- 
sociation has  successfully  and  usefully  challenged  the 
attempts  of  social  scientists,  who,  without  recognition 
of  the  medical  and  scientific  considerations  involved, 
would  revolutionize  the  organization  of  medical  care 
on  a social  and  economic  basis.  The  professional  in- 
dependence of  the  American  physician  has  been  pre- 
served. 

****** 

Many  medical  men  feel  that  the  care  of  the  indi- 
gent must  necessarily  become  in  greater  degree  a 
charge  on  local  tax  funds.  Physicians  certainly  are 
not  weary  of  helping  the  unfortunate  and  of  giving 
their  services  gratis,  but  there  is  a growing  feeling 
that  the  problem  has  become  too  large  for  that  kind 
of  solution.  If,  then,  the  care  of  the  indigent  is  to  be 
recognized  as  in  greater  degree  a governmental  re- 
sponsibility, what  relation  is  to  be  worked  out  be- 
tween medical  men  and  governmental  authorities,  in 
order  that  purely  medical  considerations  shall  remain 
in  the  hands  of  the  medical  men  and  not  of  lay  au- 
thorities? And  who  is  to  certify  indigence?  The 
problem  has  been  worked  out  satisfactorily,  I am 
told,  in  some  communities.  How  can  the  principles 
used  there  be  applied  and  worked  out  elsewhere? 
In  this  question  alone  there  are  a dozen  sharp  prob- 
lems. 

From  the  message  of  President-elect  Mason: 

A majority  of  the  men  whom  I have  met  in  this 
country  felt  that  they  had  no  great  disapproval  of 
the  adoption  of  sickness  insurance  carried  out  by  the 
local  medical  societies  if  it  had  the  approval  of  the 
majority  of  the  members.  However,  on  the  other 
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hand,  they  were  almost  unanimous  in  their  disapprov- 
al of  the  adoption  of  sickness  insurance,  either  of 
the  voluntary  or  of  the  compulsory  variety,  as  a 
whole. 

From  the  Report  of  the  Board  of  Trustees: 

In  reference  to  the  resolution  relative  to  obviating 
the  evil  of  radio  broadcasting  of  medical  misinfor- 
mation— There  is  a general  recognition  of  the  danger 
of  such  advertising,  and  the  leading  broadcasting 
chains  have  announced  censorship  of  medical  adver- 
tising to  go  into  effect  at  once  with  the  elimination 
of  advertising  of  cathartics,  laxatives  and  other  med- 
icinal preparations,  just  as  soon  as  current  contracts 
expire. 

The  subject  of  radio  advertising  is,  of  course,  also 
involved  in  the  proposed  new  foods  and  drugs  legis- 
lation. In  many  local  communities,  steps  are  being 
taken  to  bring  pressure  to  bear  on  the  management 
and  ownership  of  these  stations,  with  a view  to  elim- 
inating false  medical  advertising.  This  is  a reform  in 
which  progress  must  of  necessity  be  slow.  We  are, 
however,  continuing  our  efforts  through  popular  edu- 
cation, using  Hygeia  and  the  Bureau  of  Health  and 
Public  Instruction,  as  well  as  the  informational  serv- 
ice supplied  by  the  Bureau  of  Investigation  in  the 
headquarters. 

From  Report  of  the  Committee  on  Medical 
Education : 

Your  committee  wishes  .to  emphasize  the  import- 
ance of  the  teaching  of  medical  economics  in  medical 
schools  and  would  also  stress  the  necessity  of  deans 
of  medical  faculties  developing  in  their  teaching  staff 
individuals  especially  competent  for  this  purpose. 
****** 

Your  committee  commends  the  plans  for  the  study 
of  graduate  training  of  physicians  in  its  various 
phases  and  regards  graduate  training  as  one  of  the 
most  pressing  problems  facing  the  medical  profession 
at  the  present  time. 

From  Report  of  Reference  Committee  on  Ex- 
ecutive Session : 

1.  That  a committee  be  appointed  to  continue  a 
study  of  Birth  Control  and  to  report  further  to  the 
House  of  Delegates. 

2.  Steps  should  be  taken  by  some  responsible 
group  to  develop  standards  for  judging  contraceptive 
materials. 

3.  Your  committee  desires  to  record  its  disapproval 
of  propaganda  directed  to  the  public  by  law  bodies, 
organized  solely  for  the  purpose  of  disseminating 
(without  consideration  or  restraint)  contraceptive  in- 
formation. Your  committee  deplores  the  support  of 
such  agencies  by  members  of  the  medical  profession. 
We  feel  that  an  entirely  false  sense  of  values  with 
respect  to  the  important  function  of  childbearing  and 
of  parenthood  has  been  created  by  the  activities  of 
such  organizations. 

From  Report  of  Reference  Committee  on  Leg- 
islation and  Public  Relations : 

“The  subject  of  fees  based  on  mileage  requires  fur- 
ther study.  We  believe  there  are  inequalities  due 
to  conditions  involving  time  and  cost  of  transporta- 
tion. It  is  recommended  that  each  state  and  county 
society  study  this  problem  in  its  respective  area  in 
order  that  readjustments  may  be  made  that  will  re- 
lieve the  profession  as  a whole  from  the  implications 
of  unfair  charges  in  the  rural  districts.”  Your  com- 
mittee recommends  that  the  Bureau  of  Medical  Eco- 
nomics of  the  American  Medical  Association  be  re- 
quested to  prepare  a brief  statement  based  on  the  in- 
formation obtained  from  the  survey  and  studies  now 


being  conducted,  this  information  to  be  forwarded  to 
the  secretaries  of  the  constituent  associations  in  such 
form  that  it  may  be  printed  in  state  journals,  or  that 
if  desired  a sufficient  number  of  copies  be  supplied 
so  that  they  may  be  distributed  to  the  component 
county  societies. 


YOUR  PRESIDENT  DISCUSSES  COM- 
MUNITY HOSPITALS  THROUGH 
RESETTLEMENT  SERVICE 

During  the  past  week  a proposal  by  the  gov- 
ernment through  the  so-called  Resettlement 
service  to  build  a community  hospital  at  Frank- 
lin, Nebraska,  came  to  my  attention.  Mr.  Smith, 
our  executive  secretary,  visited  the  offices  of  this 
government  service  here  in  Lincoln  and  obtained 
certain  information  as  well  as  a folder  describing 
such  a hospital  now  in  operation  at  Elk  City, 
Oklahoma. 

Mr.  Smith  learned  that  stock  is  sold  to  mem- 
bers of  the  community  at  fifty  dollars  a share 
up  to  such  an  amount  as  will  provide  the  money 
to  build  the  plant.  In  case  the  prospective  mem- 
ber can’t  finance  his  share  buying  the  government 
is  willing  to  loan  him  the  fifty  dollars. 

After  the  plant  is  built  each  family  pays  twen- 
ty-five dollars  a year  dues  which  covers  the  fol- 
lowing for  the  whole  family  consisting  of  “ 

husband,  wife  and  all  unmarried  children  below 
twenty-one  regardless  of  their  number.”  (There 
are  several  other  combinations  defined  as  “fam- 
ily” including  some  children  over  twenty-one  and 
other  related,  dependent  persons). 

“The  physicians,  surgeons,  specialists,  dentists 
and  nurses  on  the  staff  of  the  hospital  render  the 
following  services  free  of  charge  to  each  member 
of  the  hospital  association  and  his  family  for 
twenty-five  dollars  per  year  as  follows : 

“Service  No.  1 — Free  Examinations. 

“Service  No.  2 — Free  Medical  Treatment. 

“Service  No.  3 — Free  Room,  Board  and  General 
Nursing. 

“Service  No.  4 — Free  Special  Nurse. 

“Service  No.  5 — Free  Surgical  Operations. 

“Service  No.  6 — Free  Confinements. 

“Service  No.  7 — Free  Dental  Care. 

“Extra  for  Medicine,  Serums  and  Anesthetics.” 

Each  “service”  is  then  taken  up  at  greater  length 
and  closer  observation  proves  many  of  them  not  as 
“free”  as  one  would  be  led  to  believe  by  the  front 
page.  It  is  worth  while  to  quote  at  least  one  descrip- 
tion of  the  “freest”  variety. 

“Service  No.  1”  “Free  Examinations” 

“All  examinations  are  free.  This  includes: 

Free  Consultations 

Free  Prescriptions 

Free  Physical  Examinations 

Free  Laboratory  Examinations,  Blood,  Urine,  Sput- 
um, etc. 

“It  is  worth  the  amount  of  the  dues  to  have  the 
family  examined  once  a year.  A stitch  in  time  saves 
nine.  An  ounce  of  prevention  is  worth  a pound  of 
cure.  Most  diseases  are  preventable  and  good  health 
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is  for  the  most  part  purchasable.  The  human  body 
is  like  an  automobile  and  its  requires  inspection  at 
least  once  a year.” 

Strangely  enough  the  descriptions  of  the  “services” 
abound  with  such  statements  as  “The  treatment  of  a 
single  illness,  pneumonia,  typhoid  fever,  rheumatism, 
appendicitis,  etc.,  is  worth  much  more  than  the  an- 
nual dues  of  twenty-five  dollars ” 

It  seems  to  me  that  if  it  is  “worth  much  more,” 
much  more  should  be  paid  for  it. 

Statements  such  as  the  following  seem  to  point  to 
the  position  of  the  doctor  in  the  minds  of  the  promot- 
ing agency: 

"Members  beware!  Many  doctors  who  have  sink- 
ing institutions  are  ready  to  turn  their  hospitals  into 
cooperative  institutions  to  save  themselves  from  fore- 
closure and  to  re-establish  themselves  in  lucrative 
positions.  They  generally  demand  long  prices  for 
what  they  have  and  long  time  contracts  as  heads  of 
their  respective  hospitals.  . . . Doctors  should  be  re- 
sponsive to  the  will  of  the  members  and  a long  time 
contract  giving  a doctor  or  a number  of  doctors  a 
long  time  monopoly  on  their  jobs  will  render  them 
too  independent  of  the  members.” 

Does  this  sound  like  socialistic  medicine  to 
you?  It  does  to  me.  I hope  our  Nebraska  doc- 
tors will  remember  that  no  such  institution  can 
take  root  and  survive  if  our  doctors  will  not  co- 
operate with  it.  We  want  to  adjust  the  practice 
of  medicine  to  the  conditions  of  the  times  but 
we  must  remain  free  to  practice  medicine  as  our 
consciences  dictate  to  us. 

- — Geo.  W.  Covey. 


SOME  MEDICAL  SUPERSTITIONS  AND 
OLD  HOME  REMEDIES* 

Less  than  a century  ago  people  believed  in 
witchcraft  and  some  communities  in  the  eastern 
states  supported  “witch  doctors.” 

Pow-wowing  was  much  believed  in  for  the 
cure  of  certain  maladies.  Pow-wowing  was  re- 
sorted to  to  check  the  growth  of  tumors,  to  stop 
bleeding  and  to  cure  chorea.  Erysipelas  was 
treated  by  passing  a fire  brand  or  a kitchen  coal 
shovel  with  red-hot  coals  on  it,  across  the  ery- 
sipelatous area  and  fairly  close  to  it.  We,  as  a 
child,  saw  this  done,  an  incantation  being  recited 
meanwhile. 

Mumps  was  thought  curable  by  rubbing  the 
face  against  a hog  trough.  Warts  were  removed 
by  various  ways.  A boyhood  friend  states  that 
warts  on  his  hands  when  a little  boy  were  cured 
by  a pow-wower  rubbing  spittle  on  them  and 
then  giving  him  a penny,  telling  him  he  had  now 
bought  the  warts  from  him  and  they  would  dis- 
appear. They  disappeared.  Later  in  his  boy- 
hood he  developed  a large  wart  on  his  hand  and 
was  told  that  if  he  stole  a bacon  rind  and  rub- 
bed the  wart  with  it,  and  bury  the  rind  under  the 

♦This  was  prepared  before  a recent  publication  on  old  home 
remedies  was  issued. 


eaves  of  a building,  the  wart  would  disappear. 
This  wart  also  disappeared. 

The  witch  doctor  cured  “bewitched”  cattle  and 
horses  by  throwing  a spell  over  the  person  who 
had  bewitched  the  stock.  One  way  was  to  bore 
an  augur  hole  through  the  feed  trough,  drive  a 
spigot  into  the  hole  and  daily  drive  it  a bit 
harder.  If,  in  a few  days,  someone  became  ill, 
as  if  with  the  colic  or  with  what  was  then  called 
inflammation  of  the  bowels,  the  community  in  an 
undertone  said : “There,  I thought  so,”  or  “I  told 
you  so !”  The  writer  remembers  such  a witch 
doctor  in  the  community  in  which  his  boyhood 
was  passed. 

Home  remedies  in  days  of  yore  may  have  had 
some  virtue  as  the  following:  Sheep  dung  tea 
was  used  to  bring  out  measles.  One  of  my  pre- 
ceptors told  me  seriously  that  he  thought  it  had 
some  virtue,  for  sheep  dung  contained  nitrate  of 
potassium,  saltpeter,  and  saltpeter  was  a diuretic. 
Brandy  toddy  was  used  for  the  same  purpose. 
The  writer  had  the  personal  experience  of  taking 
brandy  to  bring  out  the  eruption  and  woke  up 
many  hours  later  in  “full  bloom.” 

Catnip  tea  is  even  now  used  for  baby's  colic. 
Tea  made  of  soot  was  used  by  some  for  colic  in 
babes.  Since  soot  is  charcoal  in  impalpable  pow- 
der form  it  may  have  had  slight  virtue.  Baby 
sore  mouth  was  treated  with  garden  sage  tea, 
swabbed  in  the  oral  cavity.  Sage  contains  tan- 
nin and  may,  therefore,  have  been  useful.  Sage 
tea  with  a little  alum  added  was  used  for  sore 
throat — acute  pharyngitis  or  tonsillitis. 

Chilblains  were  treated  by  soaking  in  an  in- 
fusion of  white  oak  bark.  Infusion  of  fresh 
horse  manure  was  also  used  for  the  same  pur- 
pose. Most  people  remember  the  use  of  a chew 
of  tobacco  applied  to  a fresh  cut.  It  is  not  be- 
lieved that  this  remedy  had  any  antiseptic  virtue, 
but  infections  following  its  use,  if  any,  must 
have  been  rare,  for  they  were  unheard  of.  Small 
festering  sores  were  treated  by  applying  shoe- 
makers wax,  softened  by  chewing.  Sores  so 
treated  are  said  to  have  healed  readily. 

Our  grandmothers  made  a tea  of  the  garden 
thyme  for  the  relief  of  whooping  cough.  Take 
an  ounce  of  thyme  and  a pint  of  boiling  water, 
let  it  set  for  twenty  minutes,  strain  and  add  sugar 
for  sweetening.  Dose,  one  or  two  teaspoonfuls 
every  two  or  three  hours  according  to  the  age  of 
the  patient. 

For  epilepsy  a turtle  dove  was  beheaded,  the 
blood  collected  and  given  to  the  patient  to  drink. 

A barbarous  treatment  for  pneumonia  was  to 
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kill  a chicken,  at  once  disembowel  it  and  apply 
chicken's  raw  surface  to  the  patient’s  chest  while 
chicken  was  still  warm.  This  was  done  in  rural 
Nebraska  within  a generation. 


HOW  MANY  BEDS  FOR  THE  CARE  OF 
THE  TUBERCULOUS  SHOULD  BE 
PROVIDED  AND  MAINTAINED  AT 
PUBLIC  EXPENSE  IN 
NEBRASKA? 

At  the  present  time  no  one  probably  should  at- 
tempt to  answer  this  question  definitely.  It  will 
probably  be  generally  admitted  that  we  do  not 
have  enough  to  adequately  meet  the  present  de- 
mand. It  is  likewise  probable  that  there  is  a gen- 
eral belief  and  understanding  that  the  official 
program  for  the  care  of  the  tuberculous  in  this 
state  has  not  been  quite  as  progressive,  satisfac- 
tory, and  creditable  as  might  have  been  desirable. 
The  statistical  showing  to  the  effect  that  the  inci- 
dence and  death  rate  in  tuberculosis  in  Nebraska 
compares  favorably  with  other  states  does  not 
constitute  a suitable  defense  or  excuse. 

It  is  encouraging  and  noteworthy  that  the  Ne- 
braska State  Board  of  Control,  the  Tuberculosis 
Committee  of  the  Nebraska  State  Medical  Asso- 
ciation, the  State  Department  of  Health  and  the 
Nebraska  Tuberculosis  Association  are  at  the 
present  time  engaged  in  a cooperative  attempt 
to  formulate  a program  which  will  be  based  upon 
reliable  information  as  to  what  the  present  situ- 
ation is  with  reference  to  the  number  of  cases 
of  tuberculosis  and  as  far  as  possible  arrive  at 
an  intelligent  estimation  of  the  needs  for  the  fu- 
ture with  reference  to  hospital  facilities.  This 
information  of  necessity  must  be  largely  provided 
by  the  medical  profession.  Any  plan  or  program 
which  may  be  contemplated  or  which  may  eventu- 
ate should  properly  be  in  a large  measure  the  re- 
sult of  the  interest  and  efforts  of  the  medical 
profession. 

Each  physician  in  the  state  is  most  urgentlv  re- 
quested and  it  would  seem  should  deem  it  his  true 
responsibility  to  reply  as  early  as  possible  to  the 
questionnaires  which  have  recently  been  mailed  to 
him  in  connection  with  the  beginning  of  this 
fact-finding  survey.  The  purpose  of  these  ques- 
tionnaires and  the  manner  of  assembling  the  data 
therein  contained  was  explained  in  a letter,  re- 
cently addressed  to  each  physician  in  the  state  by 
Dr.  George  W.  Covey,  the  president  of  the  Ne- 
braska State  Medical  Association.  The  statisti- 
cal compilation  is  to  be  made  in  the  office  of  the 
executive  secretary  of  the  Medical  Association 
and  then  made  available  to  the  State  Board  of 
Control. 


In  the  hand  of  this  Board  rests  the  control  and 
the  policies  pursued  by  the  institutions  maintained 
for  the  care  and  treatment  of  our  sick  charges. 
This  Board  naturally  should,  and  properly  does, 
desire  the  advice  and  counsel  of  the  physicians 
of  the  State  with  reference  to  the  problems  in- 
volved in  the  matter  of  a building  program,  the 
necessary  and  suitable  equipment,  the  medical 
personnel,  and  the  actual  care  and  treatment  pro- 
vided for  the  patients  in  these  institutions. 

Is  it  necessary  even  to  ask  whether  they  should 
and  will  receive  it? 

The  situation  constitutes  a responsibility  and 
an  opportunity  in  which  the  medical  profession 
of  the  state  should  exert  its  best  efforts.  The 
provisions  by  the  state  for  the  care  and  treat- 
ment of  the  tuberculous  should  be  in  accordance 
with  the  present  modern  understanding  and  med- 
ical knowledge  of  the  disease. 

A moderate  building  program,  with  some  in- 
crease in  capacity,  the  installation  of  modern  di- 
agnostic equipment  and  facilities,  with  provision 
for  the  employment  of  proven  surgical  procedures 
in  treatment,  are  at  present,  obvious  necessities 
in  our  State  Hospital. 

The  State  Hospital  for  Tuberculosis,  in  addi- 
tion to  providing  proper  care  and  modern  treat- 
ment, should  function  to  some  extent  as  a diag- 
nostic center  in  a specialized  field  and  serve  as 
an  effective  teaching  influence  in  the  develop- 
ment of  our  knowledge  of  tuberculosis. 

It  does  not  follow  nor  should  it  be  implied  that 
the  size  and  extent  of  a State  hospital  and  its 
program  will  progressively  increase  or  expand, 
absorbing  the  business  of  the  private  physician 
and  eliminating  the  private  ‘“patient.” 

If  and  when  our  present  knowledge  of  tuber- 
culosis, with  reference  to  infection,  the  accom- 
plishment of  early  diagnosis,  by  the  use  of  mod- 
ern diagnostic  methods,  and  the  detection  of  the 
previously  unrecognized,  chronic  “spreader,"  is 
legitimately  applied  and  employed  in  private  prac- 
tice. the  need  for  more  and  more  beds,  to  be  oc- 
cupied by  the  far  advanced  “consumptive”  such 
as  has  always  predominated  in  our  sanitarium 
population  will  have  ceased. 

May  the  writer  cautiously  venture  the  humble 
opinion  that  a larger  portion  of  the  public  than 
many  of  us  may  realize  are  ready  and  receptive 
for  this  type  of  medical  service. 

— John  F.  Allen,  Omaha. 

Doctor:  “You  are  badly  in  need  of  change.” 

Patient : “I  know  it,  doctor,  but  I guess  I can 
raise  enough  to  pay  your  fee.” 
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SPEAKERS'  BUREAU  AND  POSTGRAD- 
UATE COURSES 

Plans  are  now  under  way  for  the  establish- 
ment of  a Speakers’  Bureau  and  a number  of 
postgraduate  courses  over  the  state  which  will 
start  sometime  early  this  fall  under  the  direction 
of  the  executive  secretary.  We  are  planning  be- 
fore the  fall  meetings  of  the  county  societies 
start,  to  have  in  the  hands  of  each  county  secre- 
tary blank  forms  which  are  to  be  filled  out  after 
each  county  society  meeting. 

These  forms  will  provide  information  regard- 
ing the  scientific  programs  given  at  each  meet- 
ing and  their  speakers  so  that  a permanent  record 
may  be  made  of  each.  They  will  also  carry  in- 
formation as  to  all  business  transactions  at  coun- 
ty society  meetings,  which  information  is  also 
important  to  your  central  office  in  keeping  in 
close  contact  with  the  county  societies  and  we 
hope  that  we  may  have  the  close  cooperation  of 
all  county  secretaries  in  handling  these  reports. 

The  Speakers  Bureau  will  be  set  up  from  the 
reports  by  the  county  secretaries  of  those  who  are 
giving  scientific  programs  at  the  various  meet- 
ings. This  will  make  it  possible  for  an  inter- 
change of  speakers  between  county  societies  and 
we  also  hope  to  have  a list  of  speakers  in  the  vari- 
ous counties  and  districts  of  the  state  who  will  be 
available  to  give  talks  at  various  times  before  lay 
organizations,  such  as  Parent-Teachers  associa- 
tion, Chambers  of  Commerce,  Rotary  clubs,  Ki- 
wanis  clubs,  and  any  other  organization  before 
which  we  can  profitably  present  the  message  of 
organized  medicine. 

It  is  hoped  that  a postgraduate  course  can  be 
held  in  each  councilor  district,  beginning  in  Sep- 
tember or  October  of  this  year,  giving  us  a total 
of  twelve  courses  running  in  the  state  at  the  same 
time.  The  courses  to  be  presented  will  probably 
consist  of  forty  hours  each  and  will  be  given  four 
hours  a week  for  a period  of  ten  weeks.  The 
courses  are  not  as  yet  planned,  but  are  under 
consideration  by  the  council  on  medical  educa- 
tion. The  courses,  as  laid  out,  will  be  on  a va- 
riety of  subjects  and  will  be  well  arranged  to 
meet  the  requirements  of  the  practicing  physician. 
We  will  endeavor  to  secure  outstanding  men  to 
present  these  various  subjects.  The  cost  has  not 
as  yet  been  determined,  but  it  is  quite  likely  that 
it  will  run  between  $20  and  $25  for  the  entire 
course  of  forty  hours. 

We  hope  to  have  the  cooperation  of  the  entire 
medical  profession  in  the  state  in  reference  to 
these  courses  and  to  the  Speakers’  Bureau  and 
will  be  glad  to  receive  suggestions  at  any  time 


regarding  them.  We  will  also  be  glad  to  receive 
correspondence  from  any  doctor  as  to  what  type 
of  course  and  what  subjects  they  would  like  to 
have  discussed. 

— M.  C.  Smith,  Executive  Secretary. 


THE  BASIC  SCIENCE  LAW  IN 
NEBRASKA,  AFTER  EIGHT 
YEARS 

(Abstracted  from  a paper  read  before  the  Annual 
Conference  on  Medical  Education,  Medical  Licensure 
and  Hospitals,  Chicago,  February  18,  1936,  by  H.  J. 
Lehnhoff,  Lincoln,  Nebr.). 

Before  the  passing  of  the  Basic  Science  Law 
in  Nebraska  the  members  of  the  so-called  cults 
were  increasing  in  numbers  from  year  to  year. 
These  so-called  cults  did  not  include  merely  oste- 
opaths and  chiropractors.  Other  methods  of 
healing  were  knocking  at  our  door,  such  as 
physical  therapeutists,  electrotherapeutists,  differ- 
ent types  of  masseurs,  neuropaths,  bone-setters, 
etc.  Members  of  these  groups  located  in  differ- 
ent areas  of  the  state.  There  was  no  well  de- 
fined, practical  means  to  control  their  activities. 
By  and  by  their  numbers  grew.  It  was  felt  that 
they  finally  would  appeal  to  the  legislature  for 
recognition,  in  which  case  they  would  probably 
become  intrenched  in  an  established  law.  It  is  a 
well  known  fact,  not  only  in  Nebraska  but  in 
many  other  states,  that  the  public  did  not  always 
react  favorably  to  open  opposition  by  the  medical 
profession  to  the  legal  recognition  of  these  differ- 
ent schools.  The  profession  was  not  held  up  as 
a promoter  of  public  welfare,  but  far  more  often 
was  looked  on  as  a large  group  of  selfish  perse- 
cutors— persecutors  of  a pitiable  few.  In  fact, 
the  medical  profession  in  Nebraska  had  just 
about  come  to  the  conclusion  that  to  oppose  these 
schools  openly  and  publicly  was  not  the  better 
part  of  wisdom. 

Other  means  of  meeting  the  problem  were 
sought.  The  Basic  Science  Law  had  an  appeal. 
It  attacked  no  group  or  no  individual,  specifi- 
cally or  directly.  It  had  a general  application. 
It  was  as  fair  with  one  school  as  with  another, 
no  matter  what  its  origin,  its  theory  or  its  prac- 
tice. Applicants  from  all  schools  were  subjected 
to  the  same  basic  tests  of  ability.  The  public 
was  not  particularly  critical  of  a policy  of  this 
nature. 

The  osteopaths  themselves  recognized  this 
characteristic  in  the  basic  science  proposal.  The 
chairman  on  national  affairs  of  the  American 
Osteopathic  Association,  made  the  following 
statement  in  the  May  1929  issue  of  the  journal  of 
that  organization : 
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The  Basic  Science  bill  is  the  most  difficult  legisla- 
tion that  has  ever  confronted  our  profession,  for  it 
appeals  to  disinterested  minds  and  seems  absolutely 
fair  to  all  concerned. 

The  osteopaths  in  Nebraska  as  a whole  did  not 
oppose  the  law. 

The  object  of  the  law  was  to  raise  the  stand- 
ards of  service  rendered  to  the  sick  by  all  per- 
sons representing  any  method  or  school  of  heal- 
ing. It  sought  not  only  to  raise  the  requirements 
of  knowledge  of  basic  sciences  in  medicine  bv  all 
those  professing  to  heal  but  also  to  equalize  these 
requirements  more  or  less.  They  were  deemed 
necessary  in  order  to  establish  a standard  of  abil- 
ity that  would  warrant  any  individual  to  go  forth 
and  treat  those  suffering  from  any  disease.  The 
law  set  up  a means  for  determining  by  nonsec- 
tarian, nonmedical  boards  the  knowledge  achieved 
in  the  more  scientific  fundamentals  by  those  ap- 
plicants who  seek  licenses  to  practice  their  par- 
ticular methods  of  healing.  It  was  not  the  in- 
tention of  the  law  either  to  raise  or  to  lower  the 
standards  already  established  by  the  three  recog- 
nized schools  of  medicine : namely,  eclecticism, 
homeopathy  and  allopathy.  Applicants  from  these 
schools  seeking  licenses  in  Nebraska  had  for  some 
years  been  subjected  to  tests  which  revealed 
whether  or  not  the  applicant  had  a knowledge 
of  the  basic  sciences  that  met  certain  require- 
ments. No  additional  knowledge  as  regards 
these  basic  sciences  was  demanded  by  the  new 
law. 

****** 

The  advantages  are,  in  a word,  that  the  enact- 
ment and  enforcement  of  the  law  have  achieved 
the  anticipated  goal.  The  law  has  raised  the 
standards  of  the  healing  cults  in  general.  It  has 
discouraged  the  attempts  on  the  part  of  undesir- 
ables in  the  cults  to  gain  licenses  in  the  state  of 
Nebraska. 

****** 

A number  of  osteopaths  succeeded  in  passing 
the  examination  of  the  Basic  Science  Board  and 
consequently  were  granted  a license.  Like  the 
applicant  in  medicine,  an  applicant  in  osteopathy 
who  had  passed  the  examination  of  the  Basic 
Science  Board  would  have  no  difficulty  in  pass- 
ing that  of  the  Board  in  Osteopathy.  The  fact 
that  two  or  three  applicant  in  osteopathy  succeed 
annually  in  passing  the  examination  of  the  Basic 
Science  Board  speaks  well  for  that  school.  It 
also  illustrates  the  point  that  the  object  of  the 
Basic  Science  Law  is  not  to  reject  applicants 
from  any  particular  school  but  rather  to  protect 
the  public  from  the  unqualified  applicants  of  all 
schools. 

****** 


No  applicants  from  the  chiropractic  school  ap- 
peared before  the  Chiropractic  Board  after  the 
Basic  Science  Law  became  effective. 


Representatives  from  other  peculiar  and  un- 
recognized cults  are  not  seeking  Nebraska  as  a 
field  in  which  to  apply  their  particular  methods 
of  healing. 

CONCLUSIONS 

1.  The  medical  profession  in  Nebraska  has 
reacted  favorably  toward  the  accomplishments  of 
the  Basic  Science  Law.  They  believe  that  the 
law  has  rendered  a real  service  to  the  public. 

2.  The  public  also  has  accepted  the  law  and 
its  results,  with  practically  no  criticism. 

3.  Those  states  operating  under  a multiplic- 
ity of  boards  are  justified  in  considering  the 
enactment  of  a law  of  this  character. 


THYROIDECTOMY  FOR  ANGINA  PEC- 
TORIS: CASE  OE  ANGINA  PECTORIS 
ASSOCIATED  WITH  NONTOXIC 
GOITER  RELIEVED  BY  TOTAL 
ABLATION  OF  LEFT  LOBE 
OF  THYROID  GLAND 

In  the  light  of  recent  information  on  relief  of 
angina  pectoris  following  thyroidectomy  T.  Dew- 
ey Bisgard,  Omaha  ( Journal  A.  M.  A.,  May  9, 
1936),  attempts  to  analyze  the  mechanism  of  re- 
lief in  his  patient  who  presented  an  unusual  clin- 
ical picture  of  angina  pectoris  associated  with  an 
old  substernal  degenerated  adenomatous  goiter 
and  with  a hypometabolic  state  without  symptoms 
of  myxedema.  In  consideration  of  a preopera- 
tive metabolic  rate  of  minus  32  (decidedly  inac- 
curate), it  seemed  unwise  to  deprive  the  patient 
totally  of  thyroid  tissue,  and  since  the  pain  had 
always  been  confined  to  the  left  side  it  seemed 
probable  in  the  light  of  the  experience  of  Lvon 
and  Horgan  that  it  might  be  relieved  by  subtotal 
thyroidectomy,  the  left  lobe,  however,  being  re- 
moved completely.  This  procedure  gave  not  only 
immediate  but  also  prolonged  (now  eleven 
months)  relief  from  angina  pectoris,  and  the  re- 
lief developed  not  as  a result  of  hypothyroidism 
but  rather  in  the  presence  of  sufficient  thyroid 
tissue  to  maintain  a normal  metabolic  rate.  No 
determinations  were  made  of  the  rate  of  blood 
flow  before  or  after  operation,  but  if  the  metabol- 
ic rate  is  an  index  to  the  rate  of  flow,  it  is  rea- 
sonable to  assume  that  the  velocity  was  increased 
rather  than  decreased.  Disregarding  this  spec- 
ulation, the  fact  remains  that  there  has  been  pro- 
longed relief  in  the  presence  of  a normal  meta- 
bolic rate  and  that  a reduction  in  the  metabolic 
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demands  on  the  heart  has  played  no  part.  Inter- 
ruption of  the  sympathetic  nervous  innervation 
of  the  left  lobe  of  the  gland  obviously  was  ac- 
complished at  operation,  and  if  this  represents 
the  mechanism  of  relief  in  this  case  it  differs 
from  that  observed  by  Weinstein  and  his  asso- 
ciates for  abnormal  sensory  manifestations  and 
attacks  of  angina  pectoris  did  not  return  in  a 
few  weeks  and  have  not  recurred  to  date.  Only 
by  virtu  re  that  there  exists  direct  nervous  com- 
munication between  the  heart  and  the  thyroid  in- 
dependent of  the  sympathetic  or  other  nerve 
trunks  and  that  these  pass  from  the  heart  up- 
ward in  the  adventitia  of  the  aorta,  innominate 
carotid,  and  superior  and  inferior  thyroid  arteries 
can  the  author  explain  the  prolonged  relief  of 
angina  pectoris  in  his  case  and  in  the  cases  re- 
ported by  Lyon  and  Horgan.  No  studies  of 
sensit’vity  to  epinephrine  were  made  in  his  case. 
However,  since  there  was  at  all  times  sufficient 
circulating  thyroid  secretion  to  maintain  a normal 
metabolic  rate,  the  theory  of  relief  of  angina  pec- 
toris from  a reduction  of  sensitivity  to  epineph- 
rine. as  advocated  by  Levine,  Cutler  and  their 
associates,  seems  inapplicable.  It  is  probable 
that  some  change  did  occur  in  the  interrelation- 
ship of  the  thyroid  and  adrenals,  and  equally 
probable  in  the  interrelationship  of  all  members 
in  the  endocrine  system.  In  support  of  this  con- 
tention are  the  changes  that  occurred  after  oper- 
ation in  the  metabolic  rate  (an  elevation  from 
minus  30  per  cent  to  minus  5 per  cent)  and  in 
the  metabolism  of  sugar,  which  shifted  from  pre- 
operative abnormality  to  postoperative  normality. 


MEDICO-LEGAL: 

Is  The  Laborer  Worthy  of  His  Hire? 

Is  there  any  good  reason  why  a physician 
should  render  gratuitous  service  pertaining  to 
the  physical  or  mental  condition  of  one  of  his 
patients,  because  the  patient  is  employed  by  some 
corporation  or  carries  insurance  in  some  com- 
pany? Or,  if  the  patient  has  agreed  with  said 
corporation  or  company  to  furnish  any  medical 
report  required  by  them,  is  there  any  reason  why 
the  physician  should  consider  himself  a party  to 
such  an  agreement?  Is  there  any  moral,  profes- 
sional or  legal  reason  why  a physician  should 
lender  a medical  report  of  a physical  and  labora- 
tory examination,  and  give  an  opinion  of  the  pa- 
tient’s disability,  insurability,  physical,  mental  or 
moral  fitness  to  any  third  party  without  permis- 
sion from  his  patient  to  do  so  and  without  re- 
ceiving reasonable  compensation  for  this  service? 

Representatives  of  corporations  and  insurance 
companies  have  developed  a practice  of  consult- 


ing the  physician  regarding  injured  individuals 
who  are  patients.  Within  limitations  there  should 
be  no  charges  for  this.  But  when  valuable  tech- 
nical data  and  opinion  is  furnished,  the  physician 
should  receive  payment  for  his  services.  The 
doctor  should  be  a cultured  gentleman  but  he 
should  not  allow  himself  to  be  imposed  upon  by 
those  able  to  pay.  And  what  is  more  to  the 
point,  he  will  be  able  to  collect  reasonable  com- 
pensation for  his  service  if  he  has  the  foresight 
to  do  so. 

Another  source  of  loss  is  the  treatment  of  in- 
jured workmen  under  the  Workmen’s  Compen- 
sation Law.  When  this  act  was  passed  by  the 
legislature,  the  question  of  compensation  for 
medical  service  was  carefully  considered.  Those 
who  enacted  the  law  determined  that  it  was  in- 
advisable to  incorporate  into  the  act  a fixed 
schedule  of  fees  for  medical  services.  They  there- 
fore provided  that  the  compensation  for  medical 
service  should  be  reasonable  and  not  to  exceed 
the  regular  charges  made  for  such  service  in 
similar  cases.  Part  III  48-120-Medical  Aid, 
states : — “The  employer  shall  be  liable  for  rea- 
sonable medical  and  hospital  services  and  medi- 
cines as  and  when  needed,  subject  to  the  approval 
of  the  compensation  commissioner,  not  however 
to  exceed  the  regular  charge  made  for  such  serv- 
ice in  similar  cases,  etc.”  The  only  authority 
delegated  to  the  Labor  Commissioner  in  this 
paragraph,  or  any  other,  is  the  determination  of 
whether  or  not  the  employer  is  liable.  If  there  is 
no  liability  the  employer  escapes  the  payment  of 
any  charges  for  medical  service,  if  there  is  lia- 
bility, the  employer  is  liable  for  “reasonable  medi- 
cal and  hospital  service  and  medicines,  as  and 
when  needed,  not,  however  to  exceed  the  regular 
charges  made  for  similar  cases,”  etc.  But  in  either 
event  the  employee  is  liable  to  the  physician  for 
the  medical  services  rendered. 

Some  physicians  have  stood  by  the  provisions 
of  the  law  in  making  charges  for  service  and 
when  required  to  do  so  have  been  sustained  by 
the  courts.  Other  physicians  through  ignorance, 
or  innocuous  desuetude — or  for  some  other  rea- 
son have  submitted  to  an  ex  cathedra  fee  sche- 
dule imposed  upon  them  by  a self  appointed 
group  of  individuals  acting  without  any  consti- 
tuted authority. 

Lmquestionably  medicine  has  certain  moral  ob- 
ligations. The  rendering  of  free  service  to  those 
able  to  pay  is  not  one  of  these  obligations.  And 
such  laissec  faire  methods  are  not  healthful. 
Human  nature  plays  just  about  the  same  role  in 
the  lives  of  doctors  as  it  does  in  the  lives  of  non- 
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medical  men.  The  medical  society  would  be  a 
more  potent  force  if  used  collectively  for  more 
concrete  material  benefits  of  all  its  members. 

— Czar  Johnson,  Lincoln. 


EDITORIAL  PARAGRAPHS 

The  exact  Nebraska  registration  at  the  recent 
Kansas  City  meeting  was  347. 

Lost,  Strayed  or  Kidnaped — The  publicity 
committee  of  the  Woman’s  Auxiliary  of  the  Ne- 
braska State  Medical  Association.  Has  not  been 
heard  of  for  several  months. 

The  California  Supreme  Court  has  decided 
that  competent  technicians  such  as  nurses,  may 
give  anaesthetics — this  is  a case  brought  to  en- 
join a nurse  from  giving  anaesthetics. 

Almost  half  of  those  delinquent  at  the  time 
of  the  annual  meeting  in  April  have  since  that 
time  paid  their  dues  and  were  reinstated  before 
the  last  of  May.  The  defection — if  any— be- 
cause of  the  change  in  the  amount  of  dues,  is 
therefore  not  so  large. 

The  matter  of  postgraduate  courses  available 
to  the  general  practitioner  within  his  own  council- 
or district  has  been  discussed  for  a number  of 
years  and  is  now  being  developed  by  and  through 
our  executive  secretary.  This  is  a matter  that 
should  and  must  appeal  to  all  active  practitioners. 
Postgraduate  instruction  brought  to  your  own 
community  is  surely  worth  while  and  we  predict 
great  interest  in  its  development. 

The  editorial  by  Dr.  John  F.  Allen,  president 
of  the  Nebraska  Tuberculosis  Association,  on  the 
Tuberculosis  Survey  in  this  issue  should  spur  ev- 
ery Nebraska  physician  to  fill  out  and  send  in 
his  Questionnaire  to  the  executive  secretary 
promptly.  If  the  physician  has  no  living  cases 
send  in  a report  to  that  effect.  This  will  avoid 
follow-up  letters  being  sent  out.  Do  your  duty 
as  a physician  and  member  of  the  Association. 

The  first  surgical  operation  ever  done  in  the 
confines  of  what  is  now  the  United  States,  says 
a writer  in  the  Texas  Medical  Journal  for  May, 
1936,  was  done  by  Cabeza  de  Vaca,  in  1535  in 
what  is  now  the  state  of  Texas.  It  consisted  of 
the  removal  of  an  arrow  that  had  penetrated  the 
shoulder  and  lodged  above  the  heart.  This  goes 
back  to  the  days  of  a Paracelsus,  da  Vinci,  and 
Vesalius  and  was  almost  a hundred  years  before 
the  Mayflower  sailed  from  Southampton. 

Dr.  Charles  Gordon  Heyd,  New  York  City, 
was  elected  Vice  President  of  the  American  Med- 


ical Association  at  the  Kansas  City  meeting.  Un- 
der the  By-Laws  of  the  A.  M.  A.,  if  the  Pres- 
ident is  incapacitated  the  Vice  President  becomes 
Acting  President.  With  the  critical  illness  of 
President  Mason  this  places  Dr.  Heyd  in  a posi- 
tion where  he  must  officiate  as  President.  It 
brings  to  us  forcibly  the  importance  that  attaches 
to  the  selection  of  vice  presidents  in  any  organ- 
ization. 

The  Scottsbluff  County  Medical  Society  has 
been  haled  into  court  in  an  action  wherein  Dr. 
J.  P.  Weyrens  is  plaintiff.  It  appears  that  the 
county  society  voted  not  to  accept  the  half-rate 
fee  offered  by  the  Nebraska  State  Relief  Com- 
mittee for  medical  service  to  the  indigent.  Dr. 
Weyrens,  a member  in  good  standing,  demurred 
and  thereupon,  in  spite  of  the  action  of  the  so- 
ciety, personally  agreed  to  and  did  care  for  the 
indigent  at  the  half  rate  offered  by  the  Relief 
Committee.  The  society  voted  the  expulsion  of 
Weyrens.  Hence  the  action.  Weyrens  obtained 
a temporary  injunction  and  the  “mills  of  the 
Gods”  have  begun  to  grind. 


OBITUARY 

Herschel  P.  Hamilton,  Omaha;  native  of  Kentucky; 
retired  surgeon;  University  of  Louisville,  1887;  in 
practice  in  Omaha  since  1888;  after  doing  a general 
practice  for  three  years  he  spent  a year  in  London 
in  special  study  of  surgery  and  following  his  return 
he  devoted  himself  to  general  surgery;  affiliated  with 
the  teaching  staff  of  Creighton  University  and  with 
the  department  of  clinical  surgery  for  over  twenty 
years;  for  many  years  active  member,  Nebraska  State 
Medical  Association;  a very  fine  type  of  man,  quiet, 
reserved  and  always  faithful;  died  after  a very  short 
illness  May  28,  1936,  aged  seventy-seven  years. 

RESOLUTIONS 

WHEREAS:  Divine  providence,  on  May  28,  1936, 
removed  from  the  roll  of  the  Evangelical  Covenant 
Hospital  Chief  of  Staff,  Emeritus  DR.  H.  P.  HAMIL- 
TON. 

THEREFORE:  Be  it  resolved  that  we  mourn  his 
loss  and  extend  our  deep  sympathy  to  the  bereaved 
wife  of  our  beloved  co-worker. 

FURTHERMORE:  That  a copy  of  these  resolutions 
be  spread  on  our  records,  and  published  in  the  Bulle- 
tin of  the  Omaha- Douglas  County  Medical  Society 
and  the  Nebraska  State  Medical  Journal. 

Emma  Warner- Demaree,  Roca,  Nebr.;  Northwest- 
ern University  Woman’s  Medical  College,  1895;  widow 
of  the  late  Dr.  Henry  C.  Demaree,  with  whom  during 
his  lifetime  she  jointly  engaged  in  practice;  former 
member,  Nebraska  State  Medical  Association;  died 
June  14,  1936,  aged  eighty-four  years. 

Alfred  Elder,  Falls  City,  Nebr.;  native  of  Crab 
Orchard,  Ky.;  attended  at  some  time  Eclectic  Medi- 
cal College  of  Chicago  and  is  said  to  have  been  grad- 
uated from  the  Ensworth  Medical  College,  date  un- 
known; in  practice  at  Barada  for  many  years,  is  re- 
puted to  have  been  a typical  enthusiast  in  his  medi- 
cal work  and  is  thought  to  have  been  the  oldest  phy- 
sician in  active  practice  at  time  of  death;  died  May 
28,  1936,  following  an  auto  accident — being  run  over 
by  an  automobile  while  crossing  the  street — aged 
ninety-five  years. 
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TUBERCULOSIS  ABSTRACTS 

INSTITUTIONAL  TUBERCULOSIS 

The  staff  of  the  Minnesota  State  Sanatorium  have 
carried  on  an  investigation  of  the  incidence  of  tu- 
berculous infection  in  the  institutions  under  the  di- 
rection of  the  State  Board  of  Control.  The  study  be- 
gan September  1,  1934,  when  a program  of  tuberculin 
testing  and  X-raying  all  reactors,  was  inaugurated 
for  both  inmates  and  employees  and  has  been  contin- 
ued since  that  time.  Old  Tuberculin,  1/1000,  was 
used,  paper  films  employed  with  celluloid  in  doubtful 
cases,  and  one  man  was  detailed  from  the  Sanatorium 
staff  to  make  all  the  tests  and  read  the  reactions. 

"The  Minnesota  State  Board  of  Control,  responsible 
for  the  care  of  state  wards,  interested  itself  in  the 
survey  to  determine  the  incidence  of  tuberculous  in- 
fection and  disease  as  a preliminary  step  in  the  de- 
velopment of  a logical  control  program.  The  investi- 
gation of  tuberculosis,  of  both  infection  and  disease, 
was  carried  out  for  the  purpose  of  identifying  those 
infected  at  the  present,  those  showing  definite  evi- 
dence of  parenchymal  disease,  and  those  who  show 
the  presence  of  tubercle  bacilli  in  their  sputum.  It 
was,  therefore,  hoped  that  this  survey  would  furnish 
information  upon  which  the  Board  of  Control  might 
build  its  future  tuberculosis  program  in  Minnesota." 

During  the  six  years  preceding  the  beginning  of 
this  project  the  institutional  population  had  increased 
20  per  cent,  while  the  tuberculous  cases  diagnosed 
increased  over  100  per  cent  in  the  same  period. 

“Because  of  the  intimate  association  in  institu- 
tional life,  exposure  from  unknown  and  unisolated 
positive-sputum  cases  must  necessarily  be  greater 
than  would  occur  from  such  cases  in  the  average 
community.  Such  close  association  exists  among  all 
of  the  15,994  inmates  and  2,400  employees.  Visit- 
ing of  friends  and  relatives,  as  well  as  parole  cases 
leaving  the  institutions  for  home,  increases  the  num- 
ber of  individuals  exposed  through  contact  beyond 
those  associated  with  the  cases  in  the  institution. 

“If  the  institution  is  a reservoir  of  infection,  the 
many  thousands  of  visitors  associating  with  unknown 
inmate-cases  each  year  only  add  to  the  necessity  of 
protective  measures  being  carried  out.  It  would  ap- 
pear, from  the  incidence  of  tuberculosis  as  well  as 
the  deaths  from  this  disease  in  state  institutions,  that 
these  dependents  form  one  of  the  reservoirs  of  infec- 
tion in  the  state  which  should  be  corrected  as  part 
of  the  state's  program  of  tuberculosis  eradication 
among  its  citizens.” 

The  number  of  inmates  in  state  hospitals  and 
asylums  and  schools  for  the  feeble-minded  and  epi- 
leptic was  11,617,  of  which  82  per  cent  reacted  posi- 
tively to  the  tuberculin  test.  This  appears  to  be  ex- 
cessive in  a state  with  a low  death  rate  from  tuber- 
culosis. Of  the  reactors  11.2  per  cent  showed  evidence 
of  pulmonary  disease  in  their  X-rays.  Two  and  four- 
tenths  per  cent  of  the  reactors  had  positive  sputum, 
or  just  under  two  per  cent  of  the  total  number  of 
inmates. 

Difficulty  was  encountered  in  collecting  specimens 
of  sputum  because  of  the  large  number  of  deterior- 
ated persons  among  the  inmates.  For  this  reason 
routine  examination  of  stools  for  tubercle  bacilli  was 
also  made..  While  as  stated  2.4  per  cent  of  reactors 
showed  positive  sputum,  8.8  per  cent  of  this  group 
carried  the  bacilli  in  their  stools. 

The  examination  was  extended  to  include  the  2,430 
employees  in  the  institutions  studied.  Of  these  72  per 
cent  reacted  positively  to  the  tuberculin  test,  3.7  per 
cent  were  found  on  X-ray  to  have  parenchymal  tu- 
berculosis and  0.66  per  cent  had  bacilli  in  their 
sputum. 

It  is  evident  that  the  supply  of  tuberculosis  cases 
in  these  institutions  is  derived  from  two  sources, 
those  active  at  the  time  of  admission,  those  infected 


after  becoming  inmates.  Thirty-three  per  cent  of 
the  deaths  occurred  one  year  or  less  following  admis- 
sion, suggesting  the  probability  that  the  disease  was 
active  at  the  time  they  were  committed.  On  the  other 
hand  fifty-one  per  cent  of  deaths  among  the  inmates 
over  24  years  of  age  were  in  patients  who  had  been 
in  the  institutions  five  years  or  more  before  the  de- 
velopment of  manifest  tuberculosis.  These  may  clear- 
ly be  assumed  to  represent  cases  resulting  from  con- 
tact with  existing  and  perhaps  unrecognized  cases 
within  the  hospital. 

During  the  six  years  preceding  the  present  study 
there  had  been  a total  of  538  deaths  from  tuberculosis. 
Of  these  461  had  no  employment  in  connection  with 
the  work  of  the  institution.  Of  the  remainder,  how- 
ever, “fourteen  did  occupational  therapy;  seven 
worked  in  the  laundry;  forty-three  were  occupied  in 
ward  work;  one  did  tailoring;  six  worked  on  the 
farm;  one  in  the  kitchen,  three  in  the  dining-room, 
and  one  in  the  bakery.”  Aside  from  the  direct  con- 
tacts between  the  more  restricted  inmates  these  cir- 
culating spreaders  were  certainly  in  a position  to  in- 
fect many  others. 

These  observations  lead  to  the  inevitable  conclusion 
that  there  is  a public  health  problem  in  connection 
with  institutional  tuberculosis  which  requires  aggres- 
sive handling.  “The  study  of  the  death  reports  points 
to  the  fact  that  protection  of  the  inmate  body  in  the 
future  can  be  accomplished  to  a large  extent  by  diag- 
nosing the  cases  before  or  immediately  following 
commitment,  and  providing  the  necessary  isolation 
quarters  for  clinical  cases  to  the  end  that  their  asso- 
ciation with  the  uninfected  can  be  prevented.” 

Obviously  the  first  step  in  a program  to  protect 
a community  against  its  institutional  reservoirs  of 
tuberculosis  is  the  testing  of  all  individuals  entering 
either  as  inmates  or  employees  and  X-raying  the 
positive  reactors.  At  the  same  time  segregation 
should  be  arranged  for  all  those  now  in  the  institu- 
tion who  show  evidence  of  parenchymal  infection.  It 
is  suggested  that  in  Minnesota  the  present  medical 
staff  could  assume  most  of  the  additional  work  in- 
volved with  the  exception  of  the  Mantoux  testing  and 
reading  of  X-ray  plates.  These  should  devolve  as  a 
continuous  duty  upon  the  Director  of  Tuberculosis  of 
the  State  Board  of  Control. 

In  the  careful  study  of  about  fifteen  thousand  indi- 
viduals 245  were  found  to  have  demonstrable  tubercle 
bacilli.  These  should  be  segregated  and  under  the 
special  care  of  staff  members  skilled  in  the  care  of 
actively  infectious  disease.  In  addition  there  were 
found  to  be  1,164  case  whose  X-rays  showed  definite 
evidence  of  parenchymal  involvement  and  who  might 
be,  or  might  become,  actual  spreaders  of  the  disease. 
Provision  for  the  isolation  and  special  study  of  these 
cases  is  of  similar  importance  in  a comprehensive  plan 
of  control.  Only  by  culling  positive  sputum  cases 
and  those  showing  parenchymal  lesions  on  admission, 
at  the  same  time  discovering  resident  cases  before 
they  become  infectious,  can  this  public  health  menace 
to  a community  be  eradicated. 

The  desirability  of  a wide  application  of  the  evident 
conclusions  from  this  study  requires  emphasis.  Fur- 
ther efforts  to  control  tuberculosis  must  take  the 
form  of  direct  attack  on  specific  foci  of  infection.  In 
thousands  of  publicly  maintained  and  doubtless  in 
private  institutions  as  well,  opportunity  for  the  occult 
spread  of  tuberculosis  may  exist.  Pending  further 
local  studies  to  determine  the  conditions  which  prevail 
in  other  communities  the  program  outlined  may  well 
be  introduced  widely  as  an  approved  procedure  in 
preventive  medicine. 

- — -A  study  of  the  Incidence  of  Tuberculosis  in  State 
Institutions  in  Minnesota,  Herbert  A.  Burns,  M.  D. 
Am.  Rev.  of  Tuberc.,  June,  1936. 
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The  May  meeting'  of  the  Madison-Six  County  Medi- 
cal Society  was  held  at  Wausa  on  the  26th.  Dinner 
was  served  in  the  city  hall  and  the  scientific  meeting 
followed.  Some  thirty-five  were  in  attendance. 

The  program:  Dr.  Joe  Dvorak,  Sioux  City,  “Eye 
' Changes  in  General  Disease";  Dr.  R.  N.  Martin,  Sioux 
City,  “Therapy  in  the  Toxemias  of  Pregnancy”;  Dr. 
Arch  F.  O’Donoghue,  Sioux  City,  “Injuries  to  the 
Spine,"  illustrated  with  lantern  slides. 

Dr.  Dvorak  stressed  the  need  for  early  treatment 
of  strabismus  of  the  young  child  and  the  diagnosis 
of  glaucoma  of  the  aged;  Dr.  Martin  gave  the  newer 
treatment  of  the  toxemias  of  pregnancy;  Dr.  O’Don- 
I oghue  gave  the  points  in  diagnosis  and  modern  treat- 
ment of  spinal  injuries. 

On  Sunday,  May  24,  Dr.  W.  D.  Mackechnie  was 
host  to  the  members  of  the  Southwestern  Nebraska 
Medical  Society  at  Indianola.  Following  was  the  pro- 
gram : 

1:00  p.  m. — Dinner  at  the  Masonic  Temple  dining 
I room. 

2:00  p.  m. — Paper  on  “Anemia,”  presented  by  Dr. 

I John  C.  Thompson  of  Lincoln. 

3:00  p.  m. — Golf  game. 

7:00  p.  m. — Dutch  lunch  at  Dr.  Mackechnie’s  office. 

The  Dawson  County  Medical  Society  met  at  Lexing- 
j ton,  May  25.  The  new  Community  hospital  was  in- 
I spected,  a dinner  enjoyed  at  the  Cornland  hotel  and 
a paper  was  presented  on  the  “Modern  Treatment  of 
Burns,”  by  Dr.  R.  D.  Bryson  of  Calloway,  followed  by 
a discussion  of  “Plastic  Surgery  as  an  Aftermath  of 
Burns,”  by  Dr.  W.  D.  Collins  of  St.  Louis,  a guest. 

The  Burt,  Washington  and  Dodge  Counties  Medical 
Society  met  at  Tekamah,  May  26.  Dinner  was  served 
in  the  Presbyterian  church.  Dr.  Edward  R.  Stewart 
of  Blair  was  honored,  having-  practiced  medicine  for 
fifty  years.  Dr.  Herbert  H.  Davis  and  Dr.  George 
Platt,  Omaha,  put  on  the  program.  About  thirty- five 
physicians  attended  the  meeting. 

The  Tri-County  Medical  Society  met  at  Kimball, 
June  7.  Dr.  Adolph  Sachs,  Omaha,  spoke  on  “Dis- 
eases of  the  Heart”  and  also  on  “Diabetes.”  Physi- 
cians were  present  from  points  in  Colorado  and  also 
from  Nebraska  points  outside  of  the  Tri-County  dis- 
trict. 

The  regular  meeting  of  the  Gage  County  Medical 
Society  was  held  at  the  society’s  library,  Beatrice, 
May  7,  following  dinner  at  the  Paddock  hotel.  Dr. 
Margaret  Koenig  of  the  Child  Welfare  bureau  talked 
on  the  work  of  that  group  with  crippled  children 
throughout  the  state.  Drs.  F.  W.  Buckley  and  J.  R. 
Moritz  gave  interesting  and  instructive  papers  on 
“Functional  and  Organic  Menstrual  Disturbances.” 

The  Merrick- Hall- Howard  County  Medical  Society 

had  its  annual  banquet  as  guests  of  the  Sisters  of 
St.  Francis,  at  St.  Francis  hospital.  May  19.  A musi- 
cal program  followed.  Elaborate  floral  decorations 
were  a feature  of  the  event. 

The  May  meeting  of  the  Sixth  Councilor  District 
Medical  Society  was  held  at  York  on  the  25th.  New 
officers  elected  for  the  year:  Dr.  William  Sandusky, 
Seward,  president;  Dr.  B.  N.  Greenberg,  York,  secre- 
tary-treasurer. About  thirty-five  attended  the  meet- 
ing. The  program:  Symposium  on  Fever  Therapy: 

“Medical  Aspects,”  E.  Simmons,  M.  D.,  Omaha; 
“Neurologic  Aspects,”  A.  E.  Bennett,  M.  D.,  Omaha; 
“Urologic  Aspects,”  C.  A.  Owens,  M.  D.,  Omaha.  Mo- 
tion pictures. 

The  Tenth  Councilor  District  Medical  Society  en- 
joyed a highly  scientific  meeting  Thursday,  May  28, 
1936,  at  Ingleside,  with  Superintendent  J.  C.  Nielsen 
as  host.  There  were  twenty-eight  members  present 


representing  each  county  in  the  district.  After  a Dutch 
luncheon  which  was  in  reality  a banquet,  with  Presi- 
dent Guy  Clark  of  Bertrand  officiating  as  toastmaster, 
who  introduced  the  two  able  luncheon  speakers,  Geo. 
W.  Covey,  president  of  the  State  Association,  and 
M.  C.  Smith,  executive  secretary,  of  Curtis.  After  a 
short  intermission  the  doctors  assembled  in  the  hos- 
pital library  and  enjoyed  an  excellent  scientific  pro- 
gram by  Adolph  Sachs,  M.  D.,  of  Omaha,  on  “Dia- 
betes”; George  W.  Covey,  M.  D.,  of  Lincoln,  on  “Cor- 
onary Occlusion;  Some  New  Thoughts  on  the  Restor- 
ation of  Blood  Supply  to  the  Infarcted  Heart”;  and 
P.  H.  Bartholomew,  M.  D.,  of  Lincoln,  on  “Public 
Health  Work  and  the  Maternal  and  Child  Health 
Program  in  Nebraska.” 


HUMAN  INTEREST  TALES 

Dr.  C.  T.  Ingham,  Wayne,  submitted  to  an  operation 
in  May. 

Dr.  Olga  Stastny,  Omaha,  was  Memorial  Day  speak- 
er at  Brainard. 

Dr.  Freeda  M.  Clark,  formerly  of  Tilden,  has  lo- 
cated at  Chambers. 

Dr.  Louis  Pohl  has  succeeded  Dr.  J.  R.  Cameron  in 
practice  at  Bennett. 

Dr.  Carl  Amick,  Loup  City,  is  about  to  open  a 
hospital  in  a new  building. 

Dr.  Lloyd  Fochtman  and  Miss  Carolyn  Johnson, 
Cozad,  were  married  in  June. 

Dr.  F.  E.  Way,  Wahoo,  suffered  a second  cerebral 
hemorrhage  last  month. 

Dr.  Paul  Baker,  for  the  past  two  years  in  practice 
at  Axtell,  has  located  at  Scottsbluff. 

Dr.  G.  F.  Johnson,  Alliance,  was  chosen  chief  of 
staff  of  St.  Joseph’s  hospital,  Alliance. 

Dr.  L.  W.  Bowman,  for  many  years  in  practice  at 
Alliance,  has  moved  to  McAllen,  Texas. 

Dr.  A.  L.  Miller,  Kimball,  gave  a travel  talk  on  a 
recent  world  trip  before  the  Sidney  Rotary  club. 

Before  the  Ashland  Rotary  club,  recently,  Dr.  E.  C. 
Henry,  Omaha,  spoke  on  the  subject  of  “Rotary.” 

Dr.  W.  S.  Bartholomew,  who  left  Lebanon  about 
three  years  ago  for  Manzanola,  Colo.,  has  returned. 

Dr.  A.  W.  Anderson,  Lexington,  has  been  appointed 
state  director  of  the  Nebraska  Tuberculosis  Associa- 
tion. 

Dr.  K.  F.  McDermott  has  succeeded  to  the  field 
so  long  occupied  by  the  late  Dr.  F.  W.  Johnson,  Ful- 
lerton. 

Dr.  A.  A.  Arehart,  Monterey,  Calif.,  with  his  wife 
visited  David  City,  the  doctor’s  boyhood  home,  last 
month. 

Dr.  and  Mrs.  R.  A.  Frary,  Stanton,  motored  to  Lo 
Angeles  last  month,  taking  Mrs.  Frary’s  parents  t > 
the  coast. 

Dr.  Millard  Langfeld,  for  a number  of  years  Omaha 
City  Health  officer,  was  superceded  June  1st  by  Dr. 
Floyd  Kinyoun. 

Dr.  R.  P.  Carroll  and  family,  Laurel,  are  on  a trip 
to  a number  of  national  parks,  the  San  Diego  and 
Dallas  expositions. 

Dr.  Norton  Francis,  son  of  Dr.  H.  W.  Francis,  Ban- 
croft, has  accepted  a position  as  chief  beach  physi- 
cian at  Atlantic  City. 

Dr.  H.  Winnett  Orr,  Lincoln,  was  inducted  into  the 
presidency  of  the  American  Orthopedic  Association 
at  the  recent  meeting  at  Milwaukee. 

Dr.  and  Mrs.  C.  D.  Evans,  Sr.,  Columbus,  cele- 
brated their  Golden  Wedding  anniversary,  May  27. 
Several  hundred  friends  participated. 

Dr.  W.  O.  Colburn,  Lincoln,  was  taken  ill  at  the 
Kansas  City,  A.  M.  A.  meeting,  and  later  was  a ser- 
iously ill  patient  in  a Lincoln  hospital. 

Dr.  T.  N.  Duncan,  physician  at  Cody  for  many 
years,  but  more  recently  health  officer  in  Michigan, 
has  returned  to  Cody  to  engage  in  practice. 

Dr.  Howard  Royer  has  sold  his  equipment  at  Scotia 
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to  Dr.  A.  Kaffka,  hailing  from  Council  Bluffs,  and 
will  go  to  New  York  and  St.  Louis  for  special  work. 

An  unique  birthday  gift  came  to  Dr.  W.  E.  Stewart, 
Stratton,  recently,  a quilt  with  the  names  worked 
thereon  of  432  persons  at  whose  birth  the  doctor  of- 
ficiated. 

Dr.  Eleanor  Hamilton  of  New  York  City  visited  her 
former  home  town,  Omaha,  recently.  She  is  on  the 
staff  of  the  New  York  Infirmary  for  Women  and 
Children. 

Dr.  F.  J.  Schwertley,  well  known  Omaha  physician, 
has  recently  completed  a law  course  and  was  gradu- 
ated from  the  Creighton  Law  school.  He  will  con- 
tinue in  the  practice  of  medicine,  the  law  ciurse  hav- 
ing been  taken  to  satisfy  an  urge. 

At  the  request  of  Mayor  Butler,  Omaha,  an  ad- 
visory committee  suggested  by  the  Omaha-Douglas 
County  Medical  society  has  been  appointed  as  fol- 
lows: Dr.  F.  J.  Schleier,  Dr.  J.  J.  Keegan,  Dr.  J.  Fred- 
erick Langdon,  Dr.  B.  M.  Riley,  dean  of  medicine, 
and  Dr.  C.  W.  M.  Poynter,  dean  of  the  Nebraska  Uni- 
versity school  of  medicine. 


BOOKS  RECEIVED 

PASSIVE  VASCULAR  EXERCISES  AND  THE 
CONSERVATIVE  MANAGEMENT  OF  OBLITERA- 
TIVE ARTERIAL  DISEASES  OF  THE  EXTREMI- 
TIES, by  Louis  G.  Herrmann,  A.  B.,  M.  D.,  Assistant 
Professor  of  Surgery,  College  of  Medicine  of  the  Uni- 
versity of  Cincinnati  and  the  Cincinnati  General  Hos- 
pital, Director  of  the  Vascular  Disease  Clinics  of  the 
Cincinnati  General  Hospital  and  the  Christian  R. 
Holmes  Hospital  of  the  University  of  Cincinnati.  288 
pages,  16  mo.,  cloth  cover,  illustrated  with  80  en- 
gravings and  4 colored  plates.  Published  by  J.  B. 
Lippincott  Company,  East  Washington  Square,  Phila- 
delphia, Pa. 


Early  promoters  of  the  tuberculosis  movement 
hoped  that  tuberculosis  might  at  least  be  curbed. 
Today  some  are  advocating  that  the  object  should 
lie  to  eradicate  disease  rather  than  merely  to 
maintain  partial  control.  It  is  a grave  matter 
however,  says  Wade  H.  Frost,  in  an  article  in 
the  American  Review  of  Tuberculosis,  to  hold 
out  to  the  public  the  expectation  of  eradicating 
such  a disease  as  tuberculosis  unless  the  expecta- 
tion rests  upon  sufficiently  solid  ground.  This 
ground  he  examines  critically  and  suggests  that 
further  search  be  made  for  every  item  of  infor- 
mation that  might  throw  light  on  the  subject. 
Abstracts  of  the  paper  follow.  “We  might  sug- 
gest that  more  health  consciousness  on  the  part 
of  people  in  general,  and  youth  in  particular,  is 
desirable  and  should  be  mandatory." — Editorial, 
Colorado  Medicine,  April,  1936. 

— Editorial,  Colorado  Medicine,  April,  1936. 


ABRACADABRA 

Sir  Henry  Irving  had  the  worst  scrawl  on  rec- 
ord. It  is  related  that  he  once  wrote  out  a note 
asking  the  box-office  manager  at  the  Lyceum  to 
give  his  friend  the  bearer,  two  seats.  When  it 
was  presented  the  box-office  manager  shook  his 
head.  “Sorry,”  he  said,  “but  we  don't  make  up 
prescriptions  here.” — New  Y ork  M orning  T ele- 
graph. 
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INJURIES  OF  THE  HAND— WITH  PARTICULAR  REFERENCE 
TO  THE  IMMEDIATE  TREATMENT* 

SUMNER  L.  KOCH,  M.  D„ 

From  the  Department  of  Surgery,  Northwestern  University 
Medical  School, 

Chicago,  Illinois. 


In  considering  the  subject  of  injuries  of  the 
hand  two  facts  seem  to  us  particularly  signifi- 
cant: first,  such  injuries,  due  to  the  hazards  of 
industry  and,  particularly,  to  the  constantly  in- 
creasing hazards  of  motor  traffic  are  steadily 
increasing  in  number  and  severity ; second,  the 
physician  who  first  sees  the  patient  has  of  all  the 
best  opportunity  to  secure  for  him  a satisfactory 
result.  With  compound  injuries,  as  in  practically 
every  other  field  of  surgery,  a successful  outcome 
invariably  depends  on  the  judgment  and  skill 
with  which  the  primary  surgical  procedure  is 

*Read  before  the  Nebraska  State  Medical  Association,  Lin- 
coln, Nebraska,  April  7,  1935. 


carried  out.  If  because  of  failure  to  recognize 
the  exact  nature  of  the  injury  treatment  is  inade- 
quate; if  because  of  lack  of  care  in  the  prepara- 
tion of  the  field  of  operation  or  because  of  some 
error  in  technique,  wound  infection  develops ; if 
because  of  the  incorrect  choice  of  method  of  re- 
pair the  operation  fails  too  often  very  little  can 
be  accomplished  by  any  subsequent  treatment, 
no  matter  how  skillful  it  may  be. 

Because  of  the  importance  of  the  treatment 
which  the  patient  receives  immediately  after  the 
injury  we  have  a definite  obligation  to  teach  our 
students  and  interns  sound  principles  of  wound 
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treatment,  and  to  make  certain  that  such  instruc- 
tion is  not  omitted  in  our  teaching  of  surgery. 
Not  long  ago  the  chief  surgeon  of  one  of  our 
large  western  railways  said  that  in  his  opinion 
the  teaching  of  surgery  in  the  medical  school 
might  well  be  confined  to  so-called  minor  surg- 
ery, and  that  major  surgery  should  be  taught  in 
the  hospital  as  the  graduate  passes  through  his 
internship  and  residency.  There  is  much  to  be 
said  for  this  point  of  view.  Too  often  our  stu- 
dents think  of  surgery  only  as  operative  surgery 
— the  treatment  of  surgical  lesions  of  the  appen- 
dix, the  gallbladder,  the  thyroid,  etc. ; and  when 
they  are  confronted  for  the  first  time  with  a ser- 
ious compound  injury  they  are  quite  at  a loss  as 
to  the  wisest  method  of  treatment.  A specific 
case  may  help  to  emphasize  this  point:  A boy  of 
11  years  was  admitted  to  the  surgical  service  of 
one  of  our  large  public  hospitals  in  the  early  eve- 
ning, shortly  after  he  had  sustained  an  extensive 
lacerated  wound  across  the  right  side  of  the  face. 
The  facial  nerve  had  been  divided  at  the  lower 
angle  of  the  wound,  and  both  upper  and  lower 
eyelids  lacerated  at  the  upper  medial  end  of  the 
wound  which  extended  from  the  angle  of  the  jaw 
obliquely  across  the  face  to  the  eye.  Imbedded 
in  the  tissues  were  splinters  of  wood  from  the 
dirty  board  which  had  been  accidentally  hurled 
against  him  by  a passing  automobile  as  he  was 
playing  in  the  street.  The  junior  surgical  intern 
who  admitted  the  patient  called  his  senior  for 
instructions.  The  answer  came  back,  “Put  on  a 
wet  dressing  and  have  the  attending  man  see  him 
in  the  morning.”  Needless  to  say  by  morning 
the  large,  grossly  contaminated  wound  had  be- 
come a large  infected  wound  and  the  opportunity 
for  carrying  out  the  most  helpful  surgical  treat- 
ment had  gone  beyond  recall. 

What  are,  then,  the  principles  of  treatment  of 
a compound  injury?  They  are  first  of  all,  ob- 
viously, arrest  of  hemorrhage  by  some  method 
that  does  not  add  trauma  and  contamination, 
and  treatment  of  shock.  As  far  as  bleeding  is 
concerned  a sterile  forceps  can  crush  a bleeding 
vessel  and  be  left  in  place  temporarily,  when  liga- 
tion can  do  no  more  and  when  performed  as  a 
hurried  measure  under  unsuitable  conditions  can 
possibly  be  a means  of  adding  infection  to  the 
open  wound.  A sterile  dressing,  bandaged  or 
held  with  pressure,  will  stop  most  bleeding,  but 
often  simple  methods  are  forgotten  in  the  urge 
to  do  the  utmost  for  the  patient  at  the  earliest 
possible  moment. 

The  next  step  is  a careful  examination  of  the 
patient,  not  of  the  wound,  to  determine  the  ex- 
tent of  injury.  Its  importance  hardly  needs 


emphasis ; yet  one  of  the  most  common  sins  of 
omission  that  one  sees  in  connection  with  in- 
juries of  the  hand  is  the  failure  to  make  a care- 
ful examination  of  the  hand  before  operative 
treatment  is  carried  out,  and  so,  the  failure  to 
recognize  the  presence  of  serious  injuries,  par- 
ticularly of  nerves  and  tendons,  until  the  most 
opportune  moment  for  surgical  treatment  is  past. 

In  the  actual  treatment  of  an  injured  hand, 
three  considerations  seem  to  us  of  primary  im- 
partance,  as  eminently  desirable  and  surgically 
sound.  They  are : first,  careful  cleansing  of  the 
wound  and  conversion  of  the  contaminated 
wound  into  a clean  wound ; second,  repair  of  the 
injured  structures;  third,  closure  of  the  wound. 
Such  treatment  is  not  always  possible,  and  yet 
if  one  constantly  strives  to  accomplish  these 
things,  it  is  surprising  how  often  it  can  be  done. 

In  the  cleansing  and  pre-operative  preparation 
of  an  open  wound,  seen  shortly  after  the  injury 
has  been  sustained,  we  have  come  to  use  nothing 
but  soap  and  water,  except  for  the  occasional 
preliminary  use  of  benzene  or  some  similar  fat 
solvent  for  surfaces  covered  with  grease  or 
greasy  dirt.  In  this  procedure  theory  has  fol- 
lowed practice — not  only  our  own  practice  but 
that  of  many  men  all  over  the  world.  We  learned 
some  years  ago,  as  did  many  other  surgeons, 
that  wounds  which  were  vigorously  cleansed  and 
vigorously  “sterilized”  with  iodine,  alcohol,  and 
other  antiseptics  did  not  heal  kindly,  often  be- 
came infected,  and  that  complete  healing  was  fre- 
quently delayed  by  the  presence  of  persistent 
sinuses.  As  methods  of  preoperative  prepara- 
tion became  simpler  and  less  drastic  the  results 
improved,  and  eventually  we  came  to  realize  that 
if  we  did  not  traumatize  the  delicate  living  tis- 
sues exposed  in  an  open  wound,  either  mechan- 
ically or  chemically,  and  if  we  used  as  our  cleans- 
ing agent  one  which  would  not  injure  living  tis- 
sue our  chances  of  rendering  the  wound  surgical- 
ly clean  and  of  securing  healing  by  primary  un- 
ion were  greatly  increased. 

The  use  of  soap  and  water  to  cleanse  the  deli- 
cate tissues  of  an  open  wound  seems  to  us  en- 
tirely logical.  Man  has  used  soap  and  water  for 
centuries  to  cleanse  the  ounter  surface  of  the 
body  simply  because  it  is  the  most  effective  and 
at  the  same  time  the  least  injurious  method  at 
his  command.  It  seems  reasonable,  therefore, 
to  use  it  for  cleansing  the  delicate  tissues  under- 
neath the  body  surface  which  have  not  the  resist- 
ance to  injury  which  skin  and,  to  a less  extent, 
mucous  membrane  have  developed  by  constant 
contact  with  the  outside  world.  Unfortunately, 
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in  past  years  we  have  concentrated  so  much  at- 
tention on  the  introduction  of  bacteria  into  an 
open  wound  that  we  have  lost  sight  of  two  sim- 
ple but  important  facts : first,  that  any  chemical 
substance  at  our  command  at  the  present  time 
which  kills  bacteria  kills  living  tissue  as  well ; 
and  secondly,  that  if  the  vitality  of  the  tissues  is 


as  to  insure  cleansing  of  the  deepest  portions  of 
the  wound.  It  is  only  by  patience,  thoroughness 
and  gentleness  that  one  can  convert  a contami- 
nated wound  into  one  which  is  surgically  clean 
and  which  can  be  closed  with  safety. 

The  next  step  is  excision  of  devitalized  tissue 
and  repair  of  injured  tissues.  The  excision  of 


(d)  (e)  (f) 

Fig.  1.  Glass  cut  of  volar  surface  of  left  wrist  with  division  of  median  nerve  and 
superficial  flexor  tendons.  Soap  and  water  cleansing,  immediate  nerve  and  tendon 
suture,  and  accurate  closure  of  wound.  Healing  by  primary  union.  (Journal-Lancet. 
1935,  Vol.  55,  570-1). 

a-b-c.  Appearance  of  hand  on  third  day  ; hand  splinted  in  semiflexion  at  wrist  so 
as  to  relieve  tension  on  sutured  nerves  and  tendons. 

d-e-f.  Result  three  months  later.  At  that  time  there  was  already  some  return  of 
sensation  in  the  area  of  median  nerve  distribution  and  partial  return  of  function  of  the 
opponens  pollicis,  the  muscle  which  helps  to  rotate  the  thumb  so  that  it  faces  the  fingers 
and  which  is  supplied  by  the  median  nerve. 


not  diminished  by  mechanical  and  chemical  trau- 
ma they  can  withstand  and  overcome  bacteria  if 
the  bacteria  are  not  too  numerous  and  not  of 
overwhelming  virulence. 

In  preparing  an  open  wound  for  operation  it 
is  our  custom  to  cover  the  wound  itself  with 
sterile  gauze  and  first  cleanse  a wide  area  around 
it.  Hairy  surfaces  are  shaved,  and  the  skin 
made  as  clean  as  possible.  Finally,  the  wound 
itself  is  gently,  patiently  and  thoroughly  cleansed 
with  soap  and  water  applied  with  sterile  gauze 
held  in  gloved  hands.  If  necessary,  the  wound 
edges  are  held  apart  with  sterile  retractors  so 


hopelessly  injured  tissues — debridement  — needs 
no  comment.  Repair  of  injured  tissues — the  re- 
duction of  fractured  bones,  the  repair  of  torn 
ligaments  and  joint  capsules,  the  suture  of  di- 
vided nerves  and  tendons  (Fig.  1) — logically 
follows  the  conversion  of  a contaminated  wound 
into  a clean  wound. 

When  the  injured  structures  are  repaired  the 
final  step  is  closure  of  the  wound.  Tt  seems  en- 
tirely illogical  to  cleanse  a wound,  to  repair  in- 
jured structures  and  then  leave  the  wound  ex- 
posed to  the  infection  which  will  inevitably  enter 
it  from  the  adjacent  skin  and  from  the  outside 
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world  if  it  is  left  open  for  only  a few  clays.  If 
there  has  been  little  loss  of  skin  and  subcutaneous 
tissue  the  closure  of  the  wound  offers  no  diffi- 
culty. If  the  loss  of  skin  and  subcutaneous  tis- 
sues has  been  so  great  that  apposition  of  wound 
edges  is  impossible  covering  tissue  must  be  se- 
cured from  some  other  part  of  the  body.  In 
such  cases  the  use  of  a graft  of  intermediate 
thickness,  of  a free  full  thickness  graft  (Fig.  2) 
or  of  a pedunculated  flap  (Fig.  3)  may  afford 
a solution  of  the  problem.  The  important  thing 


pairing  the  injured  tissues  in  such  a case,  and 
instead  of  converting  the  open  wound  into  a 
closed  wound  one  would  cleanse  the  injured  tis- 
sues carefully  and  adopt  a policy  of  watchful 
waiting,  being  particularly  careful  not  at  any 
time  to  add  infection  from  an  outside  source.  One 
of  the  most  important  principles  in  the  care  of 
any  wound,  and  one  often  forgotten,  is  to  avoid 
adding  infection  from  without ; and  this  requires 
the  same  zeal  and  the  same  care  that  the  surgeon 
uses  in  the  operating  room  to  avoid  wound  in- 


fa)  (b)  (c)  (d)  (e) 

Fig.  2.  The  use  of  free  full  thickness  grafts,  completely  dissected  away  from  the  abdominal  wall,  and  sutured  immediately 
after  the  injury  over  the  raw  surfaces  left  by  a crushing  wound  of  the  dorsum  of  the  metacarpus  and  of  the  ring  finger. 
(Bulletin  of  the  American  College  of  Surgeons.  1934,  Vol.  18.  26.) 

a-b.  Immediately  after  injury  ; the  lacerated  and  torn  extensor  tendons  are  visible  over  the  proximal  portion  of  the  meta- 
carpus. 

c-d-e.  Result  three  months  after  operation.  Healing  took  place  by  primary  union  except  over  one  small  area  where  the 
larger  graft  lay  over  bare  tendons  and  where  its  blood  supply  was  therefore  inadequate.  Over  the  granulation  tissue  which 
eventually  covered  this  area  a second  small  graft  was  placed  four  weeks  after  the  primary  operation. 


is  that  the  principle  should  be  kept  in  mind,  for 
it  is  the  thoughtful  surgeon  who  recognizes  the 
‘‘psychological  moment,”  and  who  does  not  have 
to  regret  when  the  most  opportune  time  is  past 
that  the  possibility  of  closure  of  the  open  wound 
by  a graft  or  flap  did  not  occur  to  him. 

If  sufficient  time  has  elapsed  after  the  injury 
for  infection  to  develop — in  other  words,  when 
bacteria  which  have  been  introduced  at  the  time 
of  injury  or  which  have  entered  the  open  wound 
from  the  adjacent  skin  have  begun  to  invade  the 
tissues,  a period  which  usually  does  not  exceed 
three  or  four  hours — the  most  opportune  mom- 
ent for  treatment  is  past.  Operations  which  can- 
not be  performed  with  safety  immediately  after 
injury  must  be  deferred,  often  for  a considerable 
period.  If  the  “safe  interval”  is  passed  and  the 
patient  is  first  seen  from  six  to  twelve  hours 
after  the  injury  much  can  still  be  gained  by  care- 
ful soap  and  water  cleansing  of  the  open  wound, 
but  surgical  procedures  such  as  tendon  suture, 
skin  grafting,  etc.,  carry  a definite  risk  of  spread- 
ing infection  more  widely,  or  of  locking  up  in- 
fection within  a closed  wound.  Instead  of  re- 


fection in  the  clean  surgical  case.  If  in  the  open 
wound  signs  of  spreading  infection  develop  it 
must  be  treated  as  any  spreading  infection — with 
warm  wet  dressings  to  aid  in  localization,  with 
bed  rest  and  forced  administration  of  fluids.  If 
no  infection  develops,  or  if  a low  grade  local  in- 
fection of  limited  extent  follows  the  injury  ev- 
erything possible  is  done  to  hasten  wound  heal- 
ing. "Everything  possible”  includes  the  applica- 
tion of  skin  grafts  in  cases  in  which  there  has 
been  extensive  loss  of  skin  and  superficial  tissue 
just  as  soon  as  a clean  granulating  surface  can 
be  obtained.  If  in  patients  with  burns,  or  crush- 
ing injuries  with  extensive  destruction  of  skin, 
every  effort  is  made  to  secure  a clean  granulating 
surface  over  which  skin  grafts  can  be  applied  at 
the  earliest  possible  moment  time  will  be  saved, 
scar  tissue  formation  kept  at  a minimum,  and.  in 
fortunate  cases,  subsequent  procedures  to  provide 
normal  covering  tissue  may  not  be  required  ( Fig. 

4). 

Secondary  operations.  In  patients  with  in- 
juries which  cannot  be  adequately  treated  with 
safety  when  the  patient  is  first  seen  secondary 
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operation  can  be  performed  after  a suitable  period 
of  time  has  elapsed.  To  determine  the  length  of 
this  suitable  period  is  often  difficult.  We  have 
gradually  come  to  the  following  conclusions:  If 
the  wound  heals  without  infection  and  without 
wound  discharge  operation  can  be  performed 
with  safety  three  weeks  after  the  injury;  if  there 


r 


has  been  a slight  or  a superficial  infection  one 
should  wait  for  two  or  three  months ; if  there 
has  been  frank  suppuration  one  should  wait  for 
six  months  after  healing  has  taken  place;  if 
spreading  infection  has  developed,  and  if  a hemo- 
lytic streptococcus  has  been  the  active  agent,  one 
must  wait  for  twelve  months  after  the  wound  is 
healed  before  attempting  any  secondary  operative 
procedure.  If,  on  the  other  hand,  one  attempts 
secondary  operation  before  wound  reaction  and 


induration  have  subsided  and  before  bacteria  deep 
in  the  tissues  have  been  overcome  by  the  phago- 
cytes and  bacteriolytic  properties  of  the  blood  and 
body  tissues  one  or  both  of  two  things  can  hap- 
en  : the  secondary  operation  fails  because  tissues, 
nerves  and  tendons  particularly — are  so  in- 
durated and  fused  that  separation  and  identifica- 


(d)  (e) 

Fig.  3.  The  use  of  a pedunculated  flap  to  cover  the  dorsum 
of  the  hand  five  days  after  a scraping  injury  which  involved  the 
metacarpal  bones  and  all  the  tissues  superficial  to  them. 
(Courtesy  of  Dr.  Michael  Mason.)  Immediate  soap  and  water 
cleansing.  Application  of  flap  delayed  because  critical  condi- 
tion of  patient  made  administration  of  anesthetic  immediately 
after  injury  inadvisable,  and  because  a severely  comminuted 
supracondylar  fracture  of  the  left  arm  further  complicated  the 
problem  of  treatment.  (Journal-Lancet,  1935,  Vol.  55,  572). 
a-b.  Immediately  after  injury. 

c.  Appearance  of  hand  two  weeks  after  amputation  of  little 
finger  and  insertion  of  hand  under  pedunculated  flap  on  an- 
terior surface  of  right  thigh. 

d-e.  Hand  eight  weeks  after  injury. 

tion  are  difficult,  and  accurate  union  without 
tension  impossible ; or  recrudescence  of  latent  in- 
fection takes  place,  and  this  infection  of  the  op- 
erative wound  nullifies  the  carefully  performed 
surgical  procedure.  That  good  results,  on  the 
other  hand,  can  be  obtained  by  secondary  opera- 
tion, accurately  performed  and  after  an  interval 
long  enough  to  assure  a surgical  field  free  from 
infection,  many  surgeons  can  attest. 

I would  like  to  discuss  very  briefly  three  types 
of  secondary  operation  that  are  of  proved  value 
following  injuries  of  the  hand.  They  are:  (1) 
substitution  of  normal  skin,  or  of  skin  and  sub- 
cutaneous tissue  for  dense  and  contracting  scar 
tissue;  (2)  the  suture  of  divided  nerves  and  ten- 
dons; (3)  the  substitution  of  tendon  grafts  for 
destroyed  tendons. 
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Providing  normal  covering  tissue  to  replace  a 
defect  that  has  resulted  from  injury  has  been  re- 
ferred to  already  in  discussing  the  immediate 
treatment  of  injuries.  The  same  procedures — 
the  use  of  a graft  of  intermediate  thickness,  a 


patient  reaches  the  operating  room.  In  the  oper- 
ating room  a blood  pressure  cuff  is  applied  to  the 
arm,  and  the  hand  and  forearm  again  carefully 
washed  with  soap  and  water  just  before  the  ster- 
ile linen  is  applied.  The  nose  as  well  as  the 


a 


b 


c 


d 


e 


Fig.  4.  Large  raw  surface,  resulting  from  crushing  injury,  covered  with  two  large  grafts  of  intermediate  thickness 
as  soon  as  infection  was  under  control.  (Kentucky  M.  J.,  1936,  Vol.  34,  105.) 

a-b.  Appearance  of  hand  ten  weeks  after  injury  and  seven  weeks  after  patient  was  first  seen  with  grossly  infected 
and  neglected  wounds. 

c-d-e.  Appearance  of  hand  three  months  after  skin  graf  ting.  The  grafts  healed  by  primary  union  and  formed  an 
entirely  satisfactory  covering  for  the  raw  surface. 


graft  which  contains  a part  of  the  corium  and 
which  can  be  obtained  with  a razor  or  a large 
microtome-like  knife;  the  use  of  a free,  full 
thickness  graft  (Fig.  5),  which  includes  the  en- 
tire thickness  of  the  skin,  but  is  free  from  subcu- 
taneous tissue  and  is  carefully  dissected  away 
from  its  original  site  and  accurately  sutured  over 
the  raw  surface ; and  the  pedunculated  flap, 
which  permits  the  transfer  of  subcutaneous  tissue 
as  well  as  skin — are  of  very  definite  value  in  the 
later  treatment  of  injuries  of  the  hand.  The  in- 
dications for  the  various  types  of  graft  and  the 
technique  of  their  application  have  been  carefully 
described  by  Blair  and  Brown  and  their  associ- 
ates, by  Davis,  Garlock  and  other  able  writers. 

The  second  type  of  secondary  operation — the 
suture  of  divided  nerves  and  tendons  is  equally 
familiar  to  you.  Here,  as  in  the  transplantation 
of  tissue,  many  technical  details  are  of  great  im- 
portance. First  of  these  again  is  care  to  elimi- 
nate the  possibility  of  infection,  for  no  single  fac- 
tor is  so  important  in  securing  a successful  re- 
sult as  healing  by  primary  union.  The  hand  is 
carefully  cleansed  with  warm  soapy  water  the 
evening  before  operation.  It  is  then  covered  with 
a sterile  dressing  which  is  not  taken  off  until  the 


mouth  of  everyone  who  enters  the  operating 
room  is  masked,  for  we  are  convinced  by  Me- 
leney's  studies  and  by  our  own  clinical  observa- 


Fig.  5.  Free  full  thickness  graft  for  burn  contracture  of 
right  hand  of  twenty  years’  duration.  Patient  had  been  oper- 
ated upon  twice  previously.  (Kentucky  M.  J.,  1936,  Vol.  34, 
106). 

Above.  Condition  before  operation. 

Below.  Result  one  year  after  operation.  Note  fusion  of 
little  and  ring  fingers  before  operation,  and  ability  to  separate 
them  after  operation. 
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tions  that  wound  infection  can  result  from  viru- 
lent bacteria  entering  the  wound  from  the  un- 
covered nose  of  surgeon,  nurse  or  assistant. 
When  possible  a general  anesthetic — nitrous  ox- 
ide ethylene  or  ether — is  used  in  the  treatment  of 
the  severely  injured  hand,  so  as  to  avoid  inject- 
ing fluid  into  tissues  which  have  already  been 
injured,  and  so  as  not  to  make  the  blood  pressure 
band  a source  of  discomfort  to  the  patient. 

Just  before  the  incision  is  made  the  arm  is  held 
elevated  for  a few  minutes  and  the  field  of  opera- 
tion made  bloodless  by  inflating  the  blood  pres- 
sure band  to  240  mm.  One  cannot  perform  ac- 


been  identified  and  freed  the  tendons  are  taken  in 
turn.  Every  effort  is  made  to  perform  a sharp, 
clean  cut  dissection,  to  avoid  tearing  of  tissues 
and  traumatism  with  forceps  and  blunt  instru- 
ments. If  traction  on  them  is  necessary,  nerves 
and  tendons  are  held  with  moist  gauze  sponges 
rather  than  with  sharply  pointed  tissue  forceps ; 
when  they  are  freed  and  identified  they  are  pro- 
tected with  gauze  or  cotton  soaked  in  warm  salt 
solution  until  the  dissection  is  completed. 

When  dissection  of  the  nerves  and  tendons  is 
completed  the  constriction  is  released  and  any 
bleeding  vessels  are  ligated.  The  arm  is  then 


Fig.  6.  The  technique  of  tendon  suture.  (Surgery,  Gynecology  and  Obstetrics,  1933, 
Vol.  56,  10). 

a.  The  method  of  choice  in  that  it  leaves  free  from  foreign  body  irritation  that 
portion  of  the  tendon  where  rapid  and  uninterrupted  growth  of  tendon  fibers  must  occur 
if  firm  union  is  to  take  place. 

b.  An  alternative  method  which  is  often  successfully  used,  but  which  experimentally 
does  not  give  as  favorable  results  as  method  a. 

c.  A still  less  desirable  method  of  tendon  approximation,  which  may  be  necessary 
when  the  excision  of  fibrosed  and  fragmented  tendons  would  make  end-to-end  apposition 
of  the  remaining  portions  impossible,  and  when  the  length  and  difficulty  of  the  opera- 
tion make  the  use  of  tendon  grafts  inadvisable. 


curate  and  satisfactory  nerve  and  tendon  suture 
unless  the  field  is  free  from  blood,  nor  can  one 
avoid  traumatizing  delicate  tissues  when  constant 
and  repeated  sponging  is  necessary. 

If  possible  the  operative  incision  is  made  in 
such  a way  as  to  avoid  cutting  across  flexion 
creases  and  so  as  to  permit  one  to  lay  a flap  of 
skin  and  subcutaneous  tissue  across  the  line  of 
nerve  and  tendon  suture.  In  other  words,  in 
cases  of  median  and  ulnar  nerve  injury  one  tries 
to  avoid  a vertical  incision  along  the  middle  of 
the  volar  surface  of  the  forearm,  an  incision 
which  is  very  difficult  to  close  over  the  deeper 
tissues  which  have  been  repaired,  particularly 
when  it  is  necessary  to  flex  the  hand  at  the  wrist 
to  avoid  excessive  tension  on  the  sutured  nerves 
and  tendons. 

In  dissecting  free  the  injured  nerves  and  ten- 
dons one  works  toward  the  site  of  injury  from 
normal  tissue  above  and  below  the  wound,  for 
he  soon  becomes  hopelessly  lost  if  he  tries  by 
direct  attack  to  identify  important  anatomical 
structures  which  are  bound  together  in  a mass  of 
fibrous  tissue.  When  the  injured  nerves  have 


elevated  again  and  the  constriction  reapplied  to 
check  the  persistent  oozing  that  can  be  stopped 
only  by  constriction  or  by  pressure. 

Tendons  are  sutured  first,  and  if  possible  end- 
to-end  (Fig.  6).  Nerves  are  then  sutured  end- 
to-end  with  the  very  finest  of  silk  suture  ma- 
terial, that  includes  only  the  epineurium.  Finally 
the  subcutaneous  tissues  are  united  with  fine 
black  silk  and  the  skin  with  fine  needles  and 
fine  suture  material  that  do  not  leave  holes  in  the 
skin  through  which  bacteria  can  enter  the  deeper 
tissues. 

The  sutured  wound  is  covered  with  a large 
dressing  of  sterile  gauze  and  bandaged  under 
moderate  pressure ; only  when  the  bandage  has 
been  applied  is  the  constriction  released  and  the 
blood  allowed  to  flow  back  into  forearm  and 
hand.  A light  aluminum  splint  is  applied  to  hold 
the  hand  and  forearm  in  such  a position  that 
there  is  little  or  no  tension  on  the  sutured  nerves 
and  tendons.  The  splint  is  gradually  straightened 
and  usually  dispensed  with  at  the  end  of  three 
weeks. 

Two  or  three  days  after  operation  gentle  move- 
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terest  themselves  in  the  problems  associated  with 
the  care  of  compound  injuries. 

In  the  secondary  treatment  of  injuries  a num- 
ber of  surgical  procedures  — transplantation  of 
skin  and  subcutaneous  tissue,  suture  of  divided 
nerves  and  tendons,  substitution  of  tendon  grafts 
for  destroyed  or  fibrosed  tendons — are  of  proven 
value.  It  is  of  first  importance  that  such  pro- 
cedures should  be  performed  at  the  proper  time, 
i.  e.,  only  after  inflammatory  reaction  and  indura- 
tion have  disappeared  and  after  infection  in  the 
deeper  tissues  no  longer  persists  to  endanger  the 
result  of  a well  performed  operation. 


Fig.  7.  Use  of  a tendon  graft  to  replace  distal  segment  of  flexor  pollicis  longus  divided  at 
the  level  of  the  metacarpophalangeal  joint  three  months  before  operation.  The  proximal  segment 
had  retracted  upward  above  the  level  of  the  wrist.  (Annals  of  Surgery,  1933,  Vol.  98,  567-8.) 

a.  Diagram  of  operative  procedure  ; the  graft  is  indicated  by  the  portion  of  the  tendon  with 
transverse  lines. 

b-c-d-e.  Result  six  months  after  operation. 
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The  treatment  of  an  injured  hand  requires  ex- 
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sees  the  patient  immediately  after  the  injury  has 
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portunity for  securing  for  the  patient  a favorable 
result,  and  for  that  reason  the  young  surgeon  and 
the  general  practitioner,  particularly,  should  in- 
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A wild-looking  man  rushed  into  the  dentist's 
office,  planked  himself  into  a chair,  and  cried 
out,  “Do  you  give  people  gas  here?” 

The  dentist  replied  that  he  did. 

“Can  a fellow  feel  anything  at  all  when  he 
takes  it?”  asked  the  sufferer. 

“No,”  answered  the  tooth  artist,  “Which  tooth 
is  it?” 

"It  isn’t  a tooth,”  cried  the  man.  "I  want  you 
to  pull  a porous  plaster  off  my  chest." — Humorist. 
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Fractures  of  the  spine  have  become  more  com- 
mon during  the  past  ten  years,  due  partly  to  the 
misuse  of  automobiles  and  partly  to  better  diag- 
nosis by  the  medical  profession,  aided  by  the 
more  frequent  use  of  x-rays.  The  old  treatment 
of  prolonged  rest  on  a hard  bed  has  been  aban- 
doned, and  so  many  new  forms  of  treatment 
have  been  offered  that  I can  only  review  the 
modern  principles  of  treatment  with  the  methods 
of  application  that  I have  found  to  be  the  most 
rational  and  uniformly  satisfactory.  Bohler(1)  has 
reminded  us  that  the  modern  principles  of  treat- 
ment of  fractures  of  the  spine  are  the  same  as  in 
other  fractures:  (a)  Reduction  of  displacement 
and  deformity,  (b)  Maintenance  of  fixation  in 
good  position  until  bony  union  has  obtained, 
(c)  Restoration  of  full  function  in  the  shortest 
possible  time. 

The  treatment  of  all  fractures  of  the  spine 
should  begin  on  the  spot  where  the  accident  oc- 
curs before  the  diagnosis  is  made,  when  the  real 
nature  of  the  injury  is  only  suspected(2).  This 
first  part  of  the  treatment  is  vital  to  the  patient 
and  is  usually  administered  by  fellow  workmen  or 
first-aid  workers.  Every  back  injury  may  be  a 
serious  fracture  of  the  spine  and  on  this  account 
should  be  kept  in  the  prone  position  until  seen 
by  the  surgeon.  In  this  way  additional  damage 
may  be  prevented,  and,  if  transported  face  down- 
ward, the  deformity  may  even  be  reduced  during 
transportation.  Boy  scouts,  girl  scouts,  nurses, 
policemen,  and  all  first-aid  workers  should  be 
taught  to  “ transport  back  injuries  face  dozvn - 
ward.” 

I.  FRACTURES  OF  THE  CERVICAL  BODIES 

The  mortality  in  fractures  of  the  cervical  spine 
with  cord  injury  is  80  per  cent,  according  to 
Simon(3),  and  the  medical  profession  is  perhaps 
too  conscious  of  this  high  percentage.  “Ex- 
pectant’’, or  “conservative,”  treatment  with  head 
traction  is  unfair  to  the  patient  in  the  light  of 
modern  surgical  accomplishments.  When  com- 
plete paralysis  is  present,  one  can  only  seldom  be 
certain  whether  it  is  due  to  severance  of  the  cord, 
or  pressure  upon  it  by  fragments,  or  pressure  of 
hemorrhage  and  edema.  Any  of  these  conditions 
can  produce  block,  but  all  of  them  except  actual 
cord  severance  can  be  relieved  by  reduction  of  the 
fracture.  It  is  imperative,  as  Bohler  (1>  has  em- 
phasized, that  “every  fracture  and  dislocation  of 
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the  cervical  spine  should  be  reduced  as  soon  as 
possible  and  then  immobilized  by  a firm  appliance 
until  broken  bones  and  torn  ligaments  have 
united.” 

Immediate  reduction  of  these  fractures  under 
local  anesthesia  by  means  of  fixed  head-traction, 
counter-traction,  and  manual  manipulation  is 
most  satisfactory.  Usually  the  hematoma  of  the 
fractured  body  connects  with  the  hematoma  of 
the  ruptured  inter-  and  supra-spinous  ligaments 
and  the  injection  of  15  cc.  of  one-half  of  1% 
novocain  posteriorly  is  not  difficult  with  the  pa- 
tient carefully  turned  on  his  side.  By  means  of  a 
head  sling  and  pulleys,  traction  can  be  applied  to 
the  head  steadily  under  manual  and  x-ray  control, 
and  there  is  little  danger  of  injuring  the  cord. 
A plaster  cast  should  be  applied  as  soon  as  good 
position  is  obtained. 

The  above  treatment  has  narrowed  the  field 
of  laminectomy  considerably,  but  there  are  still 
cases  with  depressed  fragments  in  which  opera- 
tion offers  the  only  hope  of  improvement.  There 
is  experimental,  and  clinical,  evidence  by  Naff- 
ziger(4)  indicating  that  delayed  operations  offer 
less  help  than  those  performed  in  the  first  few 
hours ; yet  ten  weeks  after  injury  laminectomy 
gave  restoration  of  cord  function  in  one  of  the 
author’s  cases.  When  laminectomy  has  to  be 
considered,  the  prognosis  is  already  grave,  and, 
because  the  mortality  of  the  operation  is  high,  the 
final  decision  to  operate  should  be  made  by  the 
patient  and  his  relatives,  after  the  facts  have 
been  explained  to  them. 

After  reduction  and  immobilization  of  the  frac- 
ture, cases  with  partial  or  complete  cord  block 
may  require  leg  traction  for  a few  weeks,  but 
they  should  be  ambulatory  in  their  casts  as  soon 
as  possible.  Cases  without  cord  involvement  can 
usually  walk  the  following  day,  and  such  exer- 
cise combats  muscular  atrophy  and  joint  stiff- 
ness. Immobilization  in  the  plaster  cast  should 
be  continued  at  least  twelve  weeks,  and  then  a 
brace  should  be  employed  for  protection  during 
an  additional  twelve  weeks. 

II.  FRACTURES  OF  THORACIC  AND  LUMBAR 
BODIES 

Expectant  treatment  is  no  longer  justifiable  in 
compression  fractures  of  the  dorsal  or  lumbar 
spine  providing  deformity  exists.  Thomson (5) 
reported  correction  of  the  deformity  in  this  type 
of  fracture  by  traction  and  hyperextension  in 
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1928,  and  Davis(6)  in  1929  reported  his  method 
of  manipulation  of  such  cases  by  hyperextension 
under  anesthesia.  Since  then  many  hyperexten- 
sion frames,  trick  beds,  and  even  automobile  jacks 
have  been  offered  the  gullible  for  treatment  of 
these  fractures.  The  simplest  and  most  rational 
procedure  is  that  of  Watson  Jones(7)  which  re- 
quires no  special  apparatus  and  no  anesthesia, 
only  an  opiate.  Bolder  uses  a similar  modifica- 
tion with  local  anesthesia  followed  by  a close  fit- 
ting plaster  jacket.  A proper  jacket  not  only 
maintains  hyperextension  but  supports  the  torso 
by  its  axillary  lift  from  the  iliac  crests.  In  such 
a dressing  the  patient  may  be  ambulatory  in  a 
week  which  restores  his  morale  and  usually  pre- 
vents functional  disorders.  The  jacket  should  be 
worn  until  consolidation  of  the  fracture  is  com- 
plete, which  is  usually  three  to  six  months,  and 
during  this  period  graduated  exercises  should  be 
given  to  maintain  tone  in  the  muscles,  especially 
the  musculature  of  the  torso.  Usually  a light 
brace  of  the  Osgood  or  Goldthwait  type  should 
be  used  while  at  work  or  riding  in  vehicles  until 
bony  consolidation  is  firm.  Obvious  rupture  of 
the  anterior  longitudinal  ligament  is  the  only 
contra-indication  to  this  method  of  treatment  as 
Watson  Jones(7)  has  pointed  out. 

III.  FRACTURES  OF  THE  DORSAL  AND  LUMBAR 

VERTEBRAE  WITH  PARALYSIS 

Fractures  of  the  dorsal  and  lumbar  vertebrae 
with  partial  or  complete  paralysis  require  the 
same  complete  reduction  of  deformity  and  effi- 
cient fixation.  Deformity  should  be  reduced  as 
soon  as  possible  in  these  cases.  Rarely,  some  de- 
pressed fragments  of  bone  cannot  be  replaced  by 
the  above  methods  and  operation  is  required ; 
occasionally,  as  reported  by  Dandy,  the  nucleus 
pulposus  may  be  extruded  from  the  intervertebral 
disc  into  the  neural  canal  and  require  operative 
removal  to  relieve  symptoms  of  cord  pressure. 

IV.  FRACTURES  OF  THE  SPINOUS  PROCESSES 

These  fractures  occur  most  frequently  in  the 

cervico-dorsal  region  where  they  are  most  super- 
ficial and  difficult  to  x-ray  clearly.  They  are 
often  overlooked,  when  not  associated  with  frac- 
tures of  the  vertebral  bodies,  and  frequently  go 
on  to  non-union  with  persistent  pain.  Fresh 
cases  are  treated  by  adhesive  strapping,  rest  in 
bed,  and  external  heat.  Excision  of  the  loose 
spinous  process  in  cases  of  non-union  had  best 
be  postponed  while  litigation  is  pending.  In 
some  cases  of  non-union  of  the  spinous  process, 
the  inter-spinous  and  supra-spinous  ligaments  are 
ruptured  and  do  not  unite  until  sutured.  These 
ligaments  are  important  because  they  become  the 
ligamentum  nuchae. 


V.  FRACTURES  OF  TRANSVERSE  PROCESSES 

Treatment  of  these  cases  is  simple,  and  usually 
rest  in  bed  for  three  weeks  with  physiotherapy 
is  sufficient.  Sometimes  they  heal  by  fibrous 
union  which  causes  no  disability  as  a rule.  Frac- 
tures of  the  transverse  process  of  the  fifth  lum- 
bar may  cause  nerve  impingement  and  require 
excision.  The  operation  requires  considerable 
skill  and  should  not  be  undertaken  without  care- 
ful study. 

VI.  FRACTURES  OF  THE  SACRUM 

Rest  in  bed  with  adhesive  strapping  and  the 
application  of  external  heat  is  the  usual  treat- 
ment in  fractures  of  the  sacrum.  Unless  the 
sacral  plexus  is  involved,  the  patient  is  usually 
ambulatory  with  the  support  of  a proper  ortho- 
pedic appliance  in  a week  or  ten  days. 

VII.  FRACTURES  OF  THE  COCCYX 

Fractures  of  the  coccyx  are  quite  common  and 

troublesome.  In  fresh  cases  manual  reposition, 
strapping,  and  the  protection  of  a belt  comprise 
the  necessary  treatment.  Hot  sitz  baths  often 
relieve  the  discomfort  in  chronic  cases.  Occa- 
sionally the  coccyx  has  to  be  removed  when  pain 
persists,  but  operation  should  be  reserved  for  se- 
vere cases,  as  often  the  pain  persists  after  care- 
ful removal  of  the  coccyx. 

VIII.  TREATMENT  OF  HEALED  FRACTURES 
WITH  PERSISTENT  PAIN 

Osgood (8)  has  called  attention  to  the  pain 
which  is  produced  by  the  static  strain  of  incom- 
pletely reduced  fractures  and  the  necessity  for 
postural  correction  to  relieve  such  pain.  Exact 
restoration  of  alignment  is  very  important  in 
these  cases  because  of  the  static  strain  and  sec- 
ondary arthritic  changes.  Even  though  hyper- 
extension does  not  fully  expand  the  telescoped 
body,  it  may  widen  the  intervertebral  spaces  and 
permit  compensatory  expansion  of  the  discs. 
When  good  correction  of  the  normal  alignment 
has  not  been  secured,  pain  from  static  strain  and 
arthritis  may  be  expected  with  some  permanent 
partial  disability.  Some  of  such  cases  do  not  re- 
turn to  work  for  a year  or  more,  and  others 
never  return  to  heavy  work.  This  type  of  case, 
when  not  complicated  by  severe  spondylitis  or 
questionable  litigation,  can  be  relieved  by  a prop- 
er fusion  operation.  Severe  fracture-dislocations 
which  cannot  be  completely  reduced  also  should 
be  fused. 

SUMMARY 

1.  Any  back  injury  may  be  a fracture — 
therefore  back  injuries  should  be  transported  face 
downward. 

2.  Deformity  of  vertebral  fractures  can  be, 
and  should  be,  reduced. 
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3.  Fixation  in  hyperextension  should  be 
maintained  until  bony  union  obtains. 

4.  Certain  rupture  of  the  anterior  longitud- 
inal ligament  is  the  only  contra-indication  to  the 
hyperextension  treatment. 

5.  Laminectomy  is  only  rarely  advisable. 

G.  Fusion  operation  relieves  pain  of  malalign- 
ment strain. 
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The  purpose  of  this  paper  is  not  to  bring  forth 
anything  new,  the  literature  is  full  of  material 
on  this  subject  and  with  views  that  are  essen- 
tially alike.  However,  I deem  it  worthwhile  to 
attempt  to  again  discuss  acute  intracranial  in- 
juries in  the  hope  that  it  may  stimulate  further 
interest. 

Due  to  the  modern  machine  age  in  which  we 
are  living  and  our  rapid  modes  of  transportation, 
the  number  of  head  injuries  have  increased  by 
leaps  and  bounds.  Most  of  these  cases  have  been 
well  treated  as  far  as  life  is  concerned,  but  im- 
provement could  be  made  as  far  as  future  func- 
tion is  concerned. 

In  order  to  properly  consider  and  treat  any 
intracranial  condition,  it  is  essential  that  one  have 
a knowledge  of  the  anatomy  of  the  cranium  and 
contents,  and  secondly,  a clear  understanding  of 
the  physiology  of  the  brain  circulations.  I con- 
sider the  latter  one  of  the  important  factors  in 
the  diagnosis  and  treatment  of  these  conditions. 

When  we  consider  that  the  brain  is  enclosed, 
in  the  adult,  in  a non-elastic  dense  box,  and  that 
the  contents  of  this  box  is  subject  to  sudden 
changes,  then  we  must  understand  what  takes 
place.  Further,  we  know  that  the  brain  within  its 
structure  contains  a water-like  fluid  and  that 
this  fluid  bathes  and  acts  as  a cushion  between 
its  outer  surface  and  the  skull,  and  that  this 
fluid  normally  is  at  a constant  pressure,  then  it 
stands  to  reason  that  the  two  important  factors 
to  consider  in  intracranial  injuries  are: 

1.  The  extent  of  damage  to  the  intracranial  con- 
tents. 

2.  Increased  intracranial  pressure. 

The  damage  to  intracranial  contents  may  be 
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so  slight  that  the  brain  may  be  able  to  accom- 
modate itself  to  the  injury  by  replacing  fluid. 
However,  when  the  injury  is  more  severe  then  we 
have  a definite  increase  in  intracranial  pressure, 
which  may  be  due  to  the  following  conditions : 

1.  Local  or  general  trauma  with  or  without  frac- 
ture of  the  skull,  which  may  cause  lacerations  or 
contusions  or  both,  of  the  intracranial  contents  lead- 
ing to  the  inflammatory  changes,  causing  swelling, 
oedema  and  increased  intracranial  pressure. 

2.  Hemorrhage  or  haematoma  displacing  intra- 
cranial contents. 

This  increased  intracranial  pressure  must  be 
at  the  expense  of  the  cerebral  tissues,  pushing 
them  downward  toward  the  point  of  least  resist- 
ance, the  foramen  magnum,  the  medulla  being 
made  to  feel  the  brunt  of  this  pressure  causes  a 
disturbance  of  the  vital  centers  located  there. 

There  are  certain  general  observations  that 
can  be  made  that  may  be  valuable  in  determining 
the  extent  of  injury  and  outlining  treatment,  and 
they  are  as  follows : 

1.  Blood  pressure. 

2.  Pulse  rate. 

3.  Respiration. 

4.  Temperature. 

Blood  pressure  in  acute  intracranial  injuries 
is  of  utmost  importance.  There  seems  to  be  a 
distinct  ratio  between  the  intracranial  pressure 
and  the  blood  pressure.  In  rapidly  increasing 
intracranial  pressure  there  is  likewise  an  increas- 
ing blood  pressure.  This  usually  spells  hemor- 
rhage and  operative  measures  will  have  to  be 
resorted  to  to  save  life.  In  my  practice,  the 
blood  pressure  is  taken  regularly  and  at  frequent 
intervals,  depending  upon  the  severity  of  the 
case. 

A slow  pulse  usually  denotes  increased  intra- 
cranial pressure.  This  is  significant,  especially 
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with  a rise  in  blood  pressure.  It  may  get  as 
low  as  dO  to  50  per  minute. 

With  increased  intracranial  pressure,  respira- 
tion becomes  deep  and  stertorous,  and  if  the  pres- 
sure is  not  relieved,  Cheyne-Stokes  type  of  res- 
piration appears  with  the  accompanying  end  re- 
sults. 

Temperature  usually  depends  upon  the  amount 
of  tissue  damage.  If  the  temperature  rises  rap- 
idly to  as  high  as  105  or  more,  the  prognosis 
is  bad. 

The  exception  of  the  foregoing  four  signs  is 
in  the  patient  immediately  after  an  acute  intra- 
cranial injury,  when  he  is  in  shock.  Then  the 
blood  pressure  is  low,  the  pulse  rate  rapid,  res- 
pirations very  shallow  and  the  temperature  nor- 
mal or  subnormal. 

It  must  be  remembered  that  a very  important 
subjective  symptom  of  all  traumatic  injuries  of 
the  brain  and  its  membranes  is  headache.  It  fol- 
lows primarily  as  an  initial  headache,  after  every 
contusion  and  concussion  of  the  brain.  The 
headache  also  appears  where  neither  two  are 
present,  but  where  there  is  an  involvement  of 
the  meninges  due  to  trauma. 

TREATMENT 

Every  case  of  cranial  injury  should  have  a 
complete  physical  examination  and  complete  neu- 
rological examination  including  eye-ground  ex- 
amination. X-ray  examination  should  also  be 
made  for  fracture,  however,  none  of  these  things 
should,  be  done  if  the  patient  is  in  shock.  The 
usual  treatment  for  shock  should  prevail  first  of 
all.  It  is  wise  to  adopt  a policy  of  watchful  wait- 
ing. The  period  of  observation  must  not  be 
prolonged  too  long  if  the  patient  is  in  or  grad- 
ually slips  into  coma  with  developing  localizing 
symptoms. 

The  old  method  of  rushing  a patient  to  the 
x-ray  at  once  to  determine  if  a fracture  of  the 
skull  is  present,  is  placing  an  unnecessary  hazard 
upon  the  patient.  I have  maintained  for  years 
that  a fracture  of  skull  is  a good  thing,  probably 
having  saved  many  a life.  Even  the  orthopedists 
minimize  fractures  of  the  skull. 

Just  recently,  for  instance,  I heard  Professor 
Charles  Scudder,  at  the  College  of  Surgeons’ 
meeting  in  Omaha,  in  discussing  the  “Essential 
Requirements  for  the  Adequate  Care  of  Fracture 
in  Hospitals,"  state  that  a fracture  of  the  skull 
was  of  minor  importance,  but  what  happened  to 
the  intracranial  contents  with  or  without  fracture 
was  of  utmost  importance. 


I also  believe  that  every  case  of  suspected  in- 
tracranial injury  should  have  a spinal  puncture 
done,  knowing  full  well  that  there  is  much  op- 
position to  this  procedure  among-  the  Xeuro- 
Surgeons.  However,  with  care,  I believe  it  is 
justifiable  procedure  and  of  great  diagnostic  val- 
ue, especially  if  blood  is  found  in  the  fluid.  Blood 
acts  as  an  irritant  to  the  meninges.  The  reason 
for  taking  this  attitude  is,  that  in  the  chronic  post- 
traumatic  cases,  this  evidence  is  of  value.  No 
more  fluid  should  be  removed  than  is  absolutely 
necessary  to  determine  the  condition  of  the  fluid. 
At  the  same  time  a measurement  can  be  made  of 
the  intracranial  pressure.  Many  intracranial  in- 
juries do  not  reveal  any  x-ray  findings  nor  pre- 
sent any  symptoms  of  an  injury,  but  after  years, 
suddenly  there  is  a flare-up  and  then  it  is  dif- 
ficult to  determine  the  cause.  Many  cases  of 
intracranial  injuries  are  never  recognized. 

As  far  as  treatment  is  concerned,  intracranial 
injuries  may  be  placed  into  three  classes. 

1.  Those  cases  where  no  treatment  will  be  of 
avail. 

2.  Cases  requiring  immediate  or  early  operation. 

3.  Cases  that  may  be  treated  symptomatically  by 
dehydration,  etc. 

Group  1 — Are  those  cases  with  extreme  intra- 
cranial damage.  In  these  cases  medullary  com- 
pression signs  are  present,  they  are  in  coma,  res- 
piration is  stertorous,  pupils  fixed  and  they  us- 
ually die  within  a few  hours  regardless  of  what 
is  done  for  them. 

Group  2 — These  cases  require  immediate  or 
early  operation  after  shock  has  subsided.  First 
of  importance  is  the  rupture  of  the  middle  men- 
ingeal artery.  There  is  usually  a period  of  un- 
consciousness with  or  without  hemiplegia  of  the 
opposite  side  of  the  body.  The  paralysis  usually 
begins  at  the  face  and  spreads  to  the  arm  and 
leg.  In  these  cases  you  have  the  characteristic 
rise  in  blood  pressure,  slow  pulse  with  rapid 
breathing.  These  cases  should  be  immediately 
operated  by  a subtemporal  decompression,  evacu- 
ation of  the  clot  and  ligation  of  the  torn  artery. 
In  this  class  of  cases  it  is  absolutely  contraindi- 
cated to  relieve  increased  pressure  by  spinal  punc- 
ture— may  result  in  immediate  death  or  encour- 
age further  bleeding. 

Under  the  same  group  comes  those  cases  that 
have  a ruptured  arachnoid,  with  or  without  frac- 
ture of  the  skull.  These  cases  leak  into  the  sub- 
dural space  and  the  fluid  is  not  absorbed.  They 
may  have  been  unconscious,  then  gained  con- 
sciousness and  then  gradually  become  drowsy  and 
unconscious  again.  They  may  have  convulsions 
or  localized  signs  of  a hemiplegia,  and  are  very 
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much  like  those  cases  of  middle  meningeal  hem- 
orrhage. The  treatment  is  immediate  operation 
by  subtemporal  decompression,  and  here  I would 
like  to  state  that  by  subtemporal  decompression 
1 mean  the  removal  of  a portion  of  bone  under 
the  temporal  muscle  and  the  opening  of  the  dura. 
In  the  last  several  years,  I have  seen  two  decom- 
pressions, where  the  dura  was  not  opened  and 
left  open.  The  decompression  should  be  as 
large  an  area  of  bone  as  possible  with  a wide 
opening  in  the  dura  under  the  temporal  muscle. 

There  is  another  group  of  cases  that  require 
early  operation  and  they  are  cases  of  compound 
fractures  of  the  skull  and  depressed  fractures  of 
the  skull.  In  the  compound  fracture  cases,  the 
head  should  be  shaved  and  the  opening  in  the 
scalp  and  fascia  removed  by  free  excision,  the 
bone  fragments  removed,  and  if  there  is  a lacera- 
tion in  the  brain,  that  should  be  widely  excised, 
the  same  as  in  any  other  debridement  operation. 
The  wound  should  be  closed  without  drainage. 

In  the  depressed  fracture  cases,  the  fracture 
should  be  elevated  and  the  sub-cortical  structures 
should  be  investigated  to  see  if  there  was  any 
damage  to  them.  The  general  after-care  of  these 
cases  is  the  same  as  in  the  third  group  of  cases, 
which  will  follow. 

Group  3 — Are  those  cases  of  marked  contu- 
sions, lacerations  and  small  hemorrhages  between 
the  membranes  with  cerebral  oedema.  The  ma- 
jority of  all  head  cases  fall  into  this  class.  These 
cases  come  in  varying  states  of  consciousness, 
complaining  always  of  headache.  The  blood  pres- 
sure may  be  normal  or  somewhat  increased,  but 
never  rises  to  the  heights  of  those  cases  men- 
tioned in  Group  1.  These  people  may  remain  un- 
conscious from  several  days  to  several  weeks. 
There  are  few  localizing  signs  and  these  are  not 
constant.  The  majority  of  these  cases  die  be- 
cause of  cerebral  compression  due  to  the  oedema, 
and  the  treatment,  therefore,  is  to  decrease  in- 
tracranial pressure. 

At  the  present  time  there  is  still  an  argument 
as  to  the  method  of  treatment  in  reducing  intra- 
cranial pressure.  The  pressure  may  first  be  re- 
lieved by  dehydrating  fluids,  such  as  glucose  or 
sucrose  and  by  the  use  of  magnesium  sulphate. 
Secondly,  by  removing  cerebral  spinal  fluid  by 
lumbar  or  ventricular  punctures,  and  thirdly  by 
enlarging  the  cranial  cavity  by  the  so-called  de- 
compression operation. 

Personally,  I have  used  50  cc.  of  a 50%  solu- 
tion of  glucose  intravenously  for  a number  of 
years,  immediately  following  the  accident,  and 
repeated  it  every  three  to  four  hours.  To  this 


glucose  solution,  1 add  31  grains  of  hexamethy- 
lenetatramine,  especially  in  those  cases  of  com- 
pound fractures  and  simple  fractures  through  the 
sinuses.  At  the  same  time  I limit  the  fluid  in- 
take. If  this  is  not  sufficient,  I use  four  ounces 
of  a 30%  solution  of  magnesium  sulphate  as  a 
retention  enema  every  four  to  five  hours,  as  ad- 
vocated by  Dr.  Sachs  of  St.  Louis.  This  is  used 
as  a retention  enema  and  must  be  retained,  me- 
chanically, in  the  rectum  for  at  least  ten  min- 
utes. Of  late,  I have  substituted  for  glucose, 
100  cc.  of  a 50%  solution  of  sucrose  intraven- 
ously every  eight  hours.  It  has  been  shown  that 
glucose  dehydrates  for  only  a short  time  and 
after  three  hours  it  causes  an  increase  in  pressure, 
whereas,  sucrose  does  not  have  this  secondary 
reaction  and  the  dehydrating  effect  lasts  about 
eight  hours. 

1 use  the  barbitrates  for  pain  and  restlessness, 
especially  sodium  pentobarbital.  I do  not  use 
morphine  or  any  morphine  derivatives,  believing 
that  it  is  dangerous  and  contraindicated.  In 
those  cases  where  there  is  a fracture  with  the 
cerebral  spinal  fluid  leaking  through  the  ears 
and  nose,  in  addition  to  the  use  of  large  doses  of 
hexamethylenetetramine,  we  daily  instill  such 
solutions  as  argyrol.  20%  solution,  tincture  of 
merthiolate  or  any  other  antiseptic  of  that  nature. 

In  a number  of  cases  I have  used  the  second 
method,  that  of  removing  cerebral  spinal  fluid  by 
lumbar  puncture,  and  this  was  done  once  daily, 
for  I felt  morally  certain  that  I would  not  have 
a prolapse  into  the  foramen  magnum,  with  excel- 
lent results.  However,  I have  always  been  hesitant 
to  use  this  method  for  fear  that  I would  have  sud- 
den death.  I have  seen  this  happen  twice  after 
a spinal  puncture. 

The  third  method  of  operative  decompression 
does  not  have  a very  large  field.  Where  the  case 
does  not  show  improvement  and  the  pressure  is 
not  relieved,  then  it  may  be  advisable  to  try  a 
decompression.  However,  with  the  foregoing 
methods  it  is  hardly  ever  necessary  to  use  the  op- 
erative method. 

Personally,  I am  convinced,  that  every  cranial 
injury,  however  slight,  should  be  carefully  ob- 
served and  kept  under  observation  for  a long 
period  of  time.  I am  convinced  from  my  en- 
cephalographic  studies  in  chronic  cases,  with  and 
without  convulsions,  that  many  insignificant  in- 
juries may  cause  much  damage. 

DISCUSSION 

DR.  J.  J.  KEEGAN,  (Omaha):  Dr.  Hohlen  just  told 
men  to  get  up  and  give  him  h — 1.  I do  not  think  I 
can  do  that  because  I am  in  accord  with  what  he  has 
given  in  his  paper. 
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I would  like  to  take  this  opportunity  to  emphasize 
the  danger  of  morphine  in  any  state  of  disturbed 
consciousness,  whether  or  not  it  is  from  head  injury 
or  of  infectious  or  toxic  origin.  The  restlessness  of 
a man  fighting  to  regain  consciousness  is  a warning 
of  impending  coma  and  not  an  indication  of  pain. 
Other  sedatives  are  safer  because  morphine  depresses 
the  respiratory  center  seriously  in  these  cases.  I 
am  convinced  there  are  many  head  injury  patients 
who  die  as  a result  of  too  liberal  morphine  adminis- 
tration. The  restlessness  of  intracranial  pressure 
should  never  be  treated  by  morphine  as  it  masks  lo- 
calizing pupillary  signs  and  if  given  in  large  enough 
dose  to  quiet  the  patient  promptly  induces  deep  coma. 

I can  cite  such  a case  recently  seen.  A man  out- 
state  received  a head  injury  and  fractured  femur.  He 
regained  consciousness  but  on  the  second  day  be- 
came more  irrational.  Because  of  this  and  an  un- 
satisfactory position  of  the  femur,  he  was  started  to 
Omaha  with  one  half  grain  of  morphine.  He  ar- 
rived 5 hours  later  in  a dying  condition,  all  reflexes 
gone,  stertorous  breathing,  temperature  106  degrees 
rectally.  Both  Dr.  Schrock  and  myself  thought  there 
was  no  possibility  of  recovery,  but  gave  stimulants, 
hypertonic  glucose  and  later  forced  fluids  when  the 
possibility  of  morphine  collapse  was  recognized  from 
his  pin-point  pupils  and  the  referring  physician’s  re- 
port. He  survived  long  enough  to  permit  elimination 
of  the  morphine  and  then  recovered  gradually. 

In  regard  to  hypertonic  solutions,  it  is  my  impres- 


sion that  larger  doses  must  be  given  to  have  much 
dehydration  effect  in  head  injuries.  A minimum  of 
100  c.c.  of  50%  glucose  or  300  c.c.  of  50%  sucrose 
should  be  given,  and  better  150  c.c.  or  500  c.c.  re- 
spectively. The  bladder  should  be  watched  after  this 
therapy  in  unconscious  patients  as  the  diuresis  fills 
it  rapidly  and  continued  restlessness  may  be  due  to 
bladder  distress. 

A cerebrospinal  fluid  fistula  from  nose  or  ear  fol- 
lowing head  injury  is  a serious  complication,  liable 
to  lead  to  fatal  meningitis.  Dr.  Hohlen  mentioned 
repeated  spinal  taps  in  these  cases  to  keep  the  pres- 
sure down  and  permit  sealing  of  the  opening.  I be- 
lieve this  principle  is  good  although  some  fear  the 
danger  of  reversing  the  current  and  drawing  in  in- 
fection. This  fear  argument  does  not  impress  me 
for  in  the  beginning  the  tissues  are  fresh  and  not 
yet  infected.  It  is  extremely  important  to  close  the 
opening  before  secondary  tissue  infection  sets  in  from 
the  nose.  My  practice  is  to  do  everything  necessary 
to  reduce  the  fluid  pressure  to  zero,  elevate  the  head, 
limit  fluids,  give  hypertonic  glucose  every  eight  to 
twelve  hours  or  do  spinal  puncture  if  necessary. 
Eighty  per  cent  of  these  fistulas  will  close  within  a 
few  days  under  this  active  pressure  reduction  treat- 
ment. The  few  who  persist  five  days  in  spite  of 
such  treatment,  should  be  operated  upon  through  a 
small  craniotomy  to  place  a postage  stamp  implant 
of  fascia  lata  over  the  dura  tear.  If  the  fistula  is 
allowed  to  continue,  fatal  meningitis  develops  during 
the  second  week. 
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There  are  two  fairly  common,  distinctly  self- 
induced  entities  in  the  field  of  dermatology, 
which  we  wish  to  call  to  your  attention  and  il- 
lustrate by  a few  selected  and  abstracted  case 
records.  The  first  of  these  entities  we  refer  to 
as  “neurotic  excoriations,”  which  is  an  obsession- 
al neurosis,  and  to  the  second  as  “dermatitis  fac- 
titia,”  a form  of  malingering. 

NEUROTIC  EXCORIATIONS 

Neurotic  excoriations  are  produced  by  the  pa- 
tient without  intent  to  deceive.  In  this  type  of 
eruption,  traumatic  lesions  are  produced  as  a re- 
sult of  a compulsion  neurosis,  just  as  abdominal 
distress,  pseudo-paralysis,  or  other  symptoms  may 
be  on  a neurotic  basis.  The  cutaneous  picture  is 
quite  characteristic  and  readily  recognized  with 
a little  experience.  The  patient’s  story  of  her 
difficulty  may  also  be  quite  suggestive  of  the 
true  nature  of  her  trouble : Some  patients  will 
recall  some  incident  from  which  all  symptoms 
date,  as  close  association  or  contact  with  another 
person  subsequently  found  to  have  a parasitic 
disease.  Not  uncommonly,  from  such  an  initial 
or  other  unknown  stimulus,  a patient  will  begin 
to  feel  bugs,  have  crawling  sensations,  see  in- 
sects on  her  skin,  clothing,  in  her  hair,  or  on  fur- 
niture and  bedding.  Poor  eye-sight  frequently 

■^Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  7-9,  1936. 


renders  it  more  difficult  for  such  individuals  to 
get  away  from  these  obsessions.  We  recall  sev- 
eral instances  when  we  have  asked  patients  to 
produce  samples  of  their  parasite,  when  a hand- 
kerchief wiped  in  an  ear  or  about  the  neck  has 
produced  particles  of  soot.  lint,  or  dandruff,  the 
patient  exclaiming,  “there  they  are,”  and  even 
microscopic  demonstration  of  the  innocent  nature 
of  these  particles  has  frequently  failed  to  be  very 
convincing  to  the  patient.  Many  patients  do  not 
have  this  parasite-obsession,  however,  but  will 
tell  you  that  in  a given  spot  there  suddenly  ap- 
pears marked  itching  or  burning,  and  that  this 
spot  must  be  dug  into  to  obtain  relief.  In  this 
type  of  obsessional  or  compulsion  cutaneous  neu- 
rosis, the  self-induction  of  the  lesions  is  not  de- 
nied. but  lengthy  explanations  of  how  and  why 
lesions  are  produced  are  frequently  offered. 

In  observing  an  eruption  of  this  type,  one 
finds  that  the  earliest  lesion  is  a small,  round  or 
oval  excoriation  or  superficial  ulcer,  such  as 
might  be  produced  by  a finger  nail,  needle,  scis- 
sors, or  other  sharp  object,  and  that  successive 
lesions  are  recent  red  scars  and  atrophic  white 
scars  with  a zone  of  surrounding  pigmentation. 
The  eruption  may  be  limited  to  the  face,  or  to  the 
extremities,  or  be  generalized.  The  majority  of 
these  patients  are  women  past  the  age  of  thirty. 
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One  must,  of  course,  examine  these  suspects 
carefully  for  evidence  of  parasitic  disease  and 
other  causes  of  pruritus,  if  an  erroneous  diagnosis 
of  neurotic  excoriations  is  to  be  avoided. 

In  treatment,  it  is  most  essential  to  explain 
the  condition  to  the  patient  and  obtain  her  co- 
operation. Local  anti-pruritic  lotions  and  oint- 
ments are  indicated,  and  tonic  medication  may  be 


lief.  She  presented  many  crusted  ulcers  and  scars 
up  to  1.5  cms.  in  diameter,  on  accessible  parts  of  the 
trunk  and  legs.  She  brought  several  “insect  speci- 
mens” which  on  examination  were  particles  of  lint, 
crumbs,  soot,  etc.  The  condition  was  explained  and 
the  patient  agreed  to  free  her  mind  of  her  obses- 
sion and  to  keep  her  hands  off  her  skin,  and  to  re- 
turn in  two  weeks,  which  she  failed  to  do. 

Case  4.  Mr.  L.  M.,  age  19,  was  in  the  hospital 
for  medical  care  of  hyperthyroidism.  For  ten  weeks 
he  had  been  developing  an  itchy  eruption  on  his  face 


Figures  1 and  2 — Case  4 — Neurotic  Excoriations. 


of  some  service.  Resistant  cases  require  the  aid 
of  a neuropsychiatrist.  Following  are  a few  se- 
lected and  illustrative  case  abstracts : 

Case  1.  Miss  M.  F.,  age  53,  single,  a seamstress, 
had  seen  many  doctors  over  a three  year  period  for 
a general  eruption  of  “itchy  spots.”  She  would  sud- 
denly find  a dry  itchy  place  and  scratch  it  violently 
to  "dig  out  a little  dry  plug.”  Then  when  a crust 
formed  she  would  remove  it  as  she  felt  that  it  pre- 
vented healing.  On  examination,  an  eruption  over 
the  shoulders,  arms,  buttocks,  and  thighs  presented 
as  pea  sized  crusted  excoriations  and  slightly  pig- 
mented scars.  The  nature  of  the  difficulty  was  ex- 
plained, her  local  doctor  re-emphasized  the  nature 
of  the  difficulty  repeatedly  and  reassured  her,  and 
aside  from  some  scars,  the  condition  cleared  in  three 
months. 

Case  2.  Mrs.  T.  G.,  housewife,  age  4 8,  had  had 
very  pruritic  spots  appearing  off  and  on  for  four 
months.  She  had  taken  patent  medicines  and  used 
various  local  applications.  She  presented  many  crust- 
ed excoriations  on  the  face  and  upper  trunk,  absent 
corneal  and  gag-reflexes.  Calamine  lotion  and  re- 
assurance brought  transitory  relief,  which  was  com- 
pleted with  the  aid  of  a neuropsychiatrist. 

Case  3.  Mrs.  H.  H.,  age  48,  housewife,  helped  a 
friend  apply  ointment  for  the  “itch”  a year  before. 
Soon  afterwards,  she  began  finding  bugs,  or  “three- 
tailed silver  fish”  on  her  skin  and  had  many  pruritic 
spots.  Had  been  treated  by  six  doctors  without  re- 


and  upper  back,  and  had  a few  lesions  over  the  front 
of  the  trunk.  (Figs.  1 and  2).  He  gave  the  typical 
story:  A very  pruritic  spot  would  suddenly  appear, 
he  would  “gouge”  it,  and  obtain  relief,  the  crusted 
excoriation  healing  with  a small  scar,  as  shown  in 
the  illustrations.  Continuous  reassurance,  soothing 
lotions,  and  improvement  of  his  general  condition 
brought  complete  relief  in  three  weeks. 


DERMATITIS  FACTITIA 
Dermatitis  factitia  is  also  knowTn  as  dermatitis 
artefacta,  hysterical  gangrene,  or  feigned  erup- 


Fig.  3 (left) — Neurotic  Excoriations.  This  type  may  have  an 
acne  for  a background.  From  Ormsby. 

Fig.  4 (right) — Neurotic  Excoriations.  From  MacKee. 


29G 


LESIONS  OF  THE  SKIN:  TOMIJNSON-CAMEKON 


Nebr.  S.  M.  Jour. 
August,  1936 


tian.  Lesions  of  this  type  are  produced  conscious- 
ly by  the  patient,  with  attempt  to  deceive,  the 
commoner  purposes  being  to  elicit  sympathy,  es- 
cape a duty,  achieve  notoriety,  or  collect  insur- 
ance. Most  cases  are  certainly  malingerers,  but 
a few  authors  doubt  that  all  patients  are  such. 
Towle  believes  that  the  initial  wound  which  oc- 
curs in  some  patients  serves  as  a suggestion  to 
the  patient,  who  afterwards  enters  into  a som- 
nambulistic state,  in  which  he  is  powerless  to  con- 
trol the  suggestion  of  producing  wounds  by  any 
means  at  hand.  On  emergence  from  this  state, 
the  patient  has  no  memory  of  the  somnambulis- 
tic period  or  of  the  production  of  wounds,  and 
honestly  believes  the  wound  appeared  of  itself. 
Pernet  believes  that  in  some  instances,  there  is 
an  altered  personality,  whereby  the  self-inflict’on 
of  wounds  is  not  remembered  by  the  patient  at 
the  time  he  is  examined.  It  is  our  belief  that  few 
of  these  patients’  acts  are  excusable  on  such  a 
basis. 

The  subjects  of  this  disorder  are  neurotics  and 
most  commonly  young  women,  but  men  are  by 
no  means  free  from  the  condition.  The  lesions 
are  produced  either  by  mechamcal  means  or  by 
the  application  of  caustic  or  irritant  chemicals. 
Heat  in  various  forms,  metal  instruments,  phenol, 
croton  oil,  cantharides,  mustard,  lvsol,  and  var- 
ious acids  and  alkalies,  particularly  lye.  are  com- 
monly used.  According  to  the  method  of  pro- 
duction, the  type  of  lesion  varies  from  simple 
erythema  to  vesicular,  bullous,  gangrenous  and 
ulcerating  lesions,  and  their  sequellae.  Cases  are 
on  record  where  the  tissue  destruction  was  so 
marked  that  amputation  of  fingers,  the  whole 
hand,  and  even  the  arm,  was  necessitated  and 
performed  with  the  full  consent  of  the  patient. 
Some  patients  will  tear  open  and  mechanically 
keep  open  an  operative  wound,  causing  the  at- 
tending surgeon  much  concern  until  the  ruse  is 
recognized. 

These  artificially  produced  lesions  most  fre- 
quently occur  in  easily  accessible  regions;  they 
are.  of  course,  practically  never  seen  on  the 
right  hand  or  arm  in  right-handed  people. 

The  lesions  are  always  sharply  outlined,  and 
of  unusual  or  fantastic  shape,  impressing  one 
with  their  striking  appearance  of  artificiality. 
M hen  fluid  caustic  is  used,  there  is  ofen  a tell- 
tale dependent  streak  where  a drop  or  two  has 
run  down  from  the  site  of  application. 

Subjective  sensations  vary  greatly.  Pain  may 
be  greatly  exaggerated  by  the  patient  or  there 
may  even  be  an  hysterical  anesthesia.  Occasional 
patients  will  predict  new  lesions  in  a certain  site 


a day  or  so  in  advance,  and  cunningly  plan  to 
produce  these  lesions  in  privacy  or  during  the 
night  to  substantiate  their  prediction. 

Most  cases  are  readily  diagnosed  by  one  who 
has  seen  many  of  these  patients.  At  times  there 
is  difficulty  in  differentiating  this  disorder  from 
syphilis,  tuberculosis,  pyodermia  gangrenosum, 
etc.,  but  observation  for  a few  days  •.will  usually 
lead  to  a correct  conclusion. 

Treatment  is  usually  successful  once  the  pa- 
tient is  confronted  with  the  fact  that  the  ruse  is 
recognized,  and  mutual  confidence  is  established. 
It  is  often  best  to  be  hesitant  in  announcing  the 
nature  of  the  condition  to  the  patient,  relatives, 
or  friends.  On  the  other  hand,  as  soon  as  the 
examiner  is  sure  of  his  diagnosis,  he  may,  by 
announcing  his  belief  to  the  patient,  earn  the  im- 


Fig.  6 < above! — Instrument  used  by  Case  5 to  produce  lesions. 
Fig.  5 (lower) — Case  5 — Dermatitis  Factitia.  Produced  to  get 
out  of  jail. 


mediate  respect  of  the  patient  and  at  the  same 
time  defend  the  profession's  diagnostic  ability 
which  the  patient  may  have  begun  to  doubt.  One 
should  as  far  as  possible,  protect  the  patient  from 
unnecessary  embarrassment,  and  a promise  to  do 
so  often  is  of  considerable  aid  in  “getting  the 
story"  from  the  patient.  Occlusive  wet  dressings 
for  ulcerative  lesions,  or  weak  antiseptic  oint- 
ments, and  avoidance  of  further  injury  are  the 
essentials  of  local  treatment.  Following  are  some 
illustrative  cases : 

Case  5.  Mr.  A.  M.,  age  53,  shortly  after  starting'  a 
jail  sentence  for  jury  bribing,  developed  ulcers  on  the 
feet  and  legs.  (Fig.  5).  The  possibility  that  the  le- 
sions were  produced  in  the  hope  that  he  would  be 
removed  to  a hospital  where  he  would  have  a better 
opportunity  to  escape,  was  suspected  by  the  attend- 
ing physician,  and  the  ulcers  did  become  so  alarming 
that  he  was  brought  to  the  University  Hospital.  The 
ulcers  were  typically  artificial.  The  patient  denied 
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self-induction  emphatically.  An  instrument  (Fig-.  6) 
made  from  a safety-pin  and  a small  piece  of  sheet- 
metal  perforated  with  many  small  nail  holes  (nutmeg- 
grater  effect)  was  found  in  the  patient’s  clothing. 
Brownish  debris  scraped  from  it  gave  a strong  ben- 
zidene  test  for  blood.  The  patient  was  confronted 
with  this  evidence  and  admitted  mechanical  self- 
induction  to  escape  the  jail  service.  Healing  was  un- 
eventful. 

Case  6.  A girl  of  fourteen  presented  several  un- 
usual-appearing blebs  on  her  hands.  In  privacy,  she 
readily  admitted  that  these  were  induced  by  friction 
with  a pencil-eraser.  She  was  the  oldest  of  ten  chil- 
dren and  liked  school  and  her  studies.  On  return - 


der  and  arm.  (Figure  8).  After  some  time  spent  in 
grueling,  and  a promise  of  protection,  she  admitted 
producing  the  lesions  with  a cork  and  carbolic  acid. 
She  had  been  disappointed  in  a love  affair,  and  this 
procedure  was  carried  out  to  release  her  emotions 
and  elicit  sympathy  from  her  companions.  Healing 
occurred  with  considerable  scarring. 

Case  9.  Mrs.  L.  M.,  age  37,  a very  neurotic  type 
who  had  had  many  major  operations  in  the  past,  pre- 
sented a hand-sized  irregularly  shaped  ulcer  on  the 
left  upper  arm.  (Fig.  9).  She  had  been  receiving 
hypodermic  injections  for  rheumatism  and  claimed 
this  ulcer  had  appeared  after  one  of  them  and  that 
it  would  not  heal.  The  ulcer  had  a black  eschar- 


Fig.  7 — (lower  right) — Case  7.  Dermatitis  Faetitia  produced 
nol).  Fig.  9 — (upper  right) — Case  9.  Cause  unknown. 

ing  from  school,  she  was  heavily  laden  with  the  duty 
of  helping  serve  dinner  and  wash  the  day’s  dishes. 
She  produced  the  lesions  to  escape  this  duty  in  order 
that  she  might  read  and  study. 

Case  7.  Miss  M.  G.,  age  29,  presented  several  un- 
usually shaped  scars  on  the  right  upper  arm  and  pec- 
toral region.  (Figure  7).  After  considerable  dis- 
cussion, she  admitted  having  produced  them  with 
“Drano.”  She  had  had  an  unsatisfactory  brief  mar- 
ried life  and  was  living  with  her  parents,  between 
whom  serious  tension  had  suddenly  developed.  She 
produced  the  lesions  to  draw  their  attention  away 
from  their  difficulties  and  in  order  to  “have  some- 
thing serious  enough  to  get  away  from  it  all.”  Local 
dressings  and  a month’s  psychiatric  attention  put 
the  patient  on  the  road  to  a more  normal  outlook. 

Case  8.  Miss  N.,  age  30,  a nurse,  claimed  to  have 
had  an  abscess  of  the  upper  arm  following  an  injec- 
tion of  sodium  cacodylate  three  months  before.  Since 
then  successive  ulcers  had  appeared  along  the  shoul- 


by  “Drano.”  Fig.  8 (left) — Case  8 — Dermatitis  Faetitia  (phe- 

base  and  a sharp  border.  General  examination, 
x-ray  studies,  and  Wassermann  were  negative.  The 
patient  was  at  all  times  quite  irate  when  the  possi- 
bility of  self-induction  was  mentioned.  At  one  time 
she  did  admit  having  used  weak  phenol-water  on 
the  arm,  but  later  denied  it.  (The  lesion  may  well 
have  been  produced  by  phenol  or  lye).  Under  wet 
dressings,  healing  had  started  nicely  when  the  patient 
left  the  hospital  against  advice,  in  a rage. 

DISCUSSION 

DR.  RICHARD  H.  YOUNG,  (Omaha):  This  paper 
has  some  interesting  psychiatric  factors.  The  hand- 
ling shows  one  does  not  need  to  have  an  understand- 
ing of  special  psychiatric  facts  in  order  to  care  for 
these  cases  effectively.  We  know  in  medicine  that 
probably  the  simplest  and  most  effective  method  of 
treatment  that  can  be  given  should  be  stressed.  For 
that  reason,  I want  to  emphasize  a few  things  Dr. 
Tomlinson  pointed  out. 
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In  the  first  place,  he  used  an  approach  to  these 
patients  which  was  an  understanding  one — sympa- 
thetic, and  not  critical.  This  avoidance  of  criticism 
is  an  important  thing  in  handling  of  these  cases. 
After  having  procured  the  elucidation  of  the  history, 
there  is  an  attempt  made  at  explanation  in  which 
their  neurotic  action  was  shown  as  a behavior  reac- 
tion to  a situation  of  stress  and  strain.  Many  times 
ventilation  of  these  factors  is  enough  to  point  the  way 
to  a more  acceptable  solution  of  the  difficulty. 

There  are  some  interesting  personality  factors  in 
these  disorders.  From  my  experience,  I think  much 
of  it  is  a part  suicjde  reaction.  That  may  seem  a 
little  odd.  It  is  a type  of  self-mutilation  in  which 
a part  is  destroyed  in  an  effort  to  ease  the  desire 
for  a more  widespread  self-destructive  reaction. 
There  are  these  suicidal  impulses  in  any  depressed 
case  and  in  Dr.  Tomlinson's  cases  there  may  be  a 
desire  for  self-destruction  which  is  appeased  in  part 
by  this  physical  destruction  of  the  body. 

It  has  been  my  experience  to  see  this  type  of  self- 
destruction  utilized  in  another  way.  One  case  would 
mutilate  her  face,  so  that  by  this  mutilation  and  sub- 
sequent suffering  she  could  indulge  certain  masturba- 
tory  desires  for  which  her  conscience  censured  her. 
We  find  people  mutilating  themselves  in  this  way  in 
an  effort  to  satisfy  their  need  for  punishment  so 
that  they  can  satisfy  impulses  which  are  repressed. 

As  to  the  matter  of  these  cases  being  malingerers, 
I have  been  taught  to  believe  the  malingerer  is  a 
rare  bird.  I do  not  think  many  of  these  cases  de- 
serve the  term.  They  have  a neurotic  difficulty 
which  leads  to  this  destruction  of  the  skin,  and  while 
they  are  conscious  of  it,  it  is  part  of  the  neurosis. 
A depressive  case  consciously  attempts  suicide,  yet  he 
is  not  a malingerer.  I think  most  of  these  cases  are 
psychoneurotic  individuals  in  which  mutilation  of  the 
skin  is  one  expression  of  their  neurosis. 

DR.  HARRISON  A.  WIGTON,  (Omaha):  The  inter- 
esting cases  Dr.  Tomlinson  has  presented  certainly 
will  arouse  in  most  of  us  memories  of  cases  that 
have  been  of  extreme  social  interest.  The  subject 
brings  up  the  difference  between  malingering  and  the 
type  of  cases  presented  here  today.  I am  thinking 
of  a faker  in  the  courts  at  Omaha  a good  many  years 
ago.  As  a beggar  on  the  streets  of  Omaha,  he  was 
able  to  make  quite  a neat  sum  of  money  from  expo- 
sure of  a chronic  leg  ulcer  which  he  produced  by 
chemicals.  He  was  kept  under  observation  for  a time 


and  persisted  in  his  efforts,  which  were  purely  con- 
scious. He  was  strictly  a malingerer. 

In  dermatitis  factitia,  the  term  factitia  means  “pro- 
duced by  art  rather  than  by  nature.”  As  Dr.  Young 
stated,  there  is  a mixture  of  conscious  and  subcon- 
scious elements.  Insofar  as  it  is  conscious,  it  is 
malingering.  If  it  is  partially  subconscious,  we 
should  look  upon  it  as  a psychoneurotic  reaction. 

It  would  not  be  so  bad  to  have  a situation  like 
this  develop  if  it  were  not  an  attack  on  society,  as 
well  as  on  the  patient,  himself.  The  partial  suicidal 
trend  directed  at  oneself  is  not  so  bad,  but  it  makes 
a hardship  on  the  family  of  the  patient  because  of 
hospital  expenses.  Moreover  it  is  an  attempt  to 
“put  something  over”  on  the  doctors,  which  they  do 
not  like.  Oftentimes  the  doctor  gets  angry  when 
he  finds  out  what  it  is.  I do  not  think  a true  sci- 
entist should  become  angry,  however. 

The  attempt  to  produce  this  skin  lesion  is  largely 
subconscious  and  fools  quite  a few.  In  due  course  of 
time,  the  attack  on  society  in  general  is  more  or 
less  recognized  as  such.  In  many  cases,  a certain 
element  of  self-punishment  through  discovery  enters 
into  the  motive.  Also  he  is  trying  by  means  of 
physical  disability,  to  explain  why  he  has  failed  in 
some  situation  at  home,  and  you  must  adopt  a meth- 
od whereby  you  can  allow  that  to  be  carried  out  in 
part.  One  should  allow  such  a patient  “to  save  his 
face”  before  the  public  but  the  father  or  sweetheart 
or  someone  closely  concerned  should  be  informed  of 
the  true  situation. 

DR.  OLIN  J.  CAMERON,  (Omaha):  You  may  won- 
der how  common  these  cases  are.  In  the  practice  of 
Dr.  Tomlinson  and  myself,  we  found  upon  running 
through  our  case  records  that  cases  of  neurotic  ex- 
coriations constitute  about  2 per  cent  of  our  der- 
matologic practice.  Dermatitis  factitia,  which  we  feel 
is  a type  of  malingering,  a real  attempt  to  deceive, 
is  much  less  common,  probably  one-fifth  of  one 
per  cent,  or  less,  of  dermatologic  practice.  Thus,  we 
see  probably  ten  or  twenty  cases  of  neurotic  or  ob- 
sessional origin,  compared  to  one  of  the  true  malin- 
gering type. 

Applying  the  above  figures  to  the  average  general 
practice,  where  perhaps  ten  per  cent  of  visits  are  for 
some  skin  disease,  one  should  expect  the  general  prac- 
titioner to  see  a few  cases  of  neurotic  excoriations 
every  year,  and  one  or  two  cases  of  dermatitis  fac- 
titia every  few  years. 


PRESENT  PROBLEMS  CONFRONTING  THE  MEDICAL 

PROFESSION 

JOHN  W.  DUNCAN,  M.  D„ 

Chairman  Program  Committee, 

Omaha,  Nebraska. 


Most  doctors,  occupied  chiefly  with  profession- 
al duties,  find  it  difficult  to  keep  abreast  of  the 
political  and  economic  tides  of  the  day.  With 
increasing  maturity  our  patterns  of  thought  be- 
come deeply  etched  by  our  professional  experi- 
ences and  by  the  traditional  attitudes  of  our  pro- 
fession toward  certain  problems. 

In  any  social  fabric  there  are  constant  substi- 
tutions and  replacements.  But  it  is  doubtful  if 
ever  before  there  have  been  such  rapid  and  trans- 
cendent changes  as  have  taken  place  in  the  last 
two  decades.  To  wish  or  to  believe  that  our 
profession  will  remain  unaffected  by  the  political 


and  economic  upheaval  through  which  we  are 
passing  is  folly.  It  will  do  no  harm  to  briefly 
recite  and  to  attempt  to  analyze  some  of  the  gen- 
erally observable  social  and  economic  trends  of 
today  and  their  possible  effect  on  the  practice  of 
medicine  in  our  country. 

There  is  evidence  all  about  us  of  the  gradual 
infiltration  of  social  ideas  that  substitute  group  or 
governmental  for  what  was  formerly  considered 
individual  or  personal  responsibility.  Instances 
without  number  can  be  cited  of  the  gradual  en- 
croachment of  government  in  various  activities 
formerly  reserved  for  personal  initiative.  If  this 
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tendency  continues  it  must  be  evident  in  what  di- 
rection it  leads  so  far  as  our  profession  is  con- 
cerned. It  inculcates  in  the  citizenry  the  belief 
that  the  government  has  a responsibility  to  main- 
tain the  health  of  the  citizens  and  provide  finan- 
cial means  through  which  it  will  be  done.  Our 
national  government  has  actively  championed 
widespread  social  experiments  such  as  old  age 
pensions,  unemployment  insurance,  and  what 
more  vitally  concerns  us,  health  insurance.  Much 
of  this  program  has  been  written  into  the  Fed- 
eral Social  Security  Act  and  into  our  state  law 
of  a similar  character.  Free  clinics  of  all  kinds 
have  multiplied,  hospitals  have  extended  their  ac- 
tivities, contract  practice  has  grown,  school 
health,  infant  welfare,  and  public  health  depart- 
ments have  shown  remarkable  development. 

Workmen's  Compensation  has  been  established 
in  44  states  and  in  all  federal  jurisdictions  and 
over  $80,000,000  is  paid  annually  from  this 
source  for  medical  care.  The  rapid  extension  of 
these  agencies  has  brought  free  or  low  priced 
medical  care  to  large  new  groups  and  has  dulled 
the  patient's  sense  of  responsibilty  to  his  doctor. 

The  Federal  Government  and  to  a lesser  ex- 
tent, other  governmental  units,  have  built  up  in 
the  past  few  years  an  enormous  bureaucracy  of 
office  holders,  all  of  whom  are  beneficiaries,  di- 
rectly or  indirectly,  of  medical  subsidies  and  near- 
ly all  of  whom  wish  to  perpetuate  these  benefits 
if  they  are  sometime  removed  from  a government 
payroll.  Within  this  group  is  a large  number  of 
social  workers  who  are  avowedly  committed  to 
a system  of  medical  care  upon  some  prepayment 
plan  basis.  It  may  be  argued  that  after  all,  these 
office  holders  represent  only  a small  portion  of 
our  large  population.  But  our  country  has  had, 
in  the  recent  past,  a demonstration  of  the  power 
of  a well  organized  minority.  The  American  Le- 
gion was  finally  successful  in  its  effort  to  pass 
a bonus  bill  vetoed  by  three  different  presidents, 
which  distributes  a quarter  of  our  annual  federal 
budget  over  one-thirtieth  of  our  population. 

Those  of  us  who  have  practiced  for  some  years 
have  witnessed  the  encroachment  that  various 
governments,  federal,  state,  county  and  city,  have 
made  upon  what  we  call  private  practice.  The 
care  of  the  insane  and  the  contagious  has  be- 
come almost  exclusively  a governmental  function. 
To  this  is  rapidly  being  added  tuberculosis,  and 
there  is  every  reason  to  believe  that  care  of  other 
chronically  disabling  diseases  will  be  assumed  by 
the  government.  Indeed,  those  who  have  inter- 
ested themselves  in  the  cancer  problem  are  ac- 
tively sponsoring  such  a move. 


The  U.  S.  Public  Health  and  the  Veteran’s 
Administration  have  withdrawn  from  the  group 
of  private  patients,  large  numbers,  who  through 
one  government  regulation  or  other,  come  within 
that  class  that  gets  free  medical  care.  Efforts 
recently  made  by  President  Roosevelt  to  restrict 
the  number  given  care  by  the  Veterans  Admin- 
istration to  a reasonable  extent  have  not  been 
successful.  It  might  not  be  amiss  to  point  out 
that  it  is  estimated  that  the  peak  of  Veteran 
hospitalization  and  care  will  have  been  reached 
in  1945.  Thereafter,  the  large  hospitals  now 
built  for  them,  and  the  medical  personnel  that 
staffs  them  will  become  increasingly  idle  from 
lack  of  patients  and  they  will  be  a standing  in- 
vitation to  the  institution  and  expansion  of  gov- 
ernment or  state  health  insurance. 

In  the  past,  higher  education,  including  medi- 
cal education,  in  our  country  has  been  largely  fi- 
nanced by  non-governmental  institutions.  But 
the  more  even  distribution  of  wealth  with  a dis- 
sipation of  these  educational  foundations  is  a 
part  of  the  picture  of  the  New  Deal  to  be  brought 
about  by  taxation,  or  by  other  means.  If  the 
broadening  scope  of  governmental  activities  in- 
cludes higher  education,  as  it  probably  will,  med- 
ical education  will  come  increasingly  under  gov- 
ernment control  through  tax  supported  medical 
schools.  It  is  only  reasonable  that  the  graduates 
of  these  schools  will  be  responsive  to  the  de- 
mands that  a government  committed  to  state 
health  insurance  makes  upon  them.  It  will  be 
especially  difficult  to  resist  because  the  tuition  of 
medical  schools  does  not  meet  the  cost  of  educa- 
tion and  the  tax  payer  thus  subsidizes  the  gradu- 
ate and  holds  him  in  debt  to  society  as  a whole. 

Over  10,000,000  persons  are  now  on  the  Fed- 
eral Relief  rolls.  It  is  estimated  that  about  2,- 
000,000  persons,  usually  males,  are  unemployed 
even  in  good  times.  It  is  doubtful  if  ever  again 
all  of  the  8,000,000  remainder  will  be  returned 
to  gainful  employment.  Meantime  they  are  being 
supplied  with  necessary  medical  care  at  federal 
cost  and  they  will  not  look  with  favor  upon  any 
resumption  of  their  financial  responsibility  to 
their  doctor,  should  they  ever  again  be  self-sup- 
porting. 

In  the  last  few  years  a rapidly  increasing  num- 
ber of  hospitals  has  instituted  contract  agree- 
ment with  groups  or  individuals  providing  limited 
or  complete  hospital  care  on  a monthly  prepay- 
ment basis.  Seventy-eight  hospitals  in  New  York 
and  a large  number  in  Chicago,  are  now  furnish- 
ing three  weeks  hospitalization  in  a semi-private 
room  for  $10.00  yearly.  The  hospitals  in  Omaha 
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now  have  such  a plan  under  consideration.  These 
contracts  in  practically  all  cases  exclude  any  form 
of  medical  treatment.  But  the  fact  that  hos- 
pitals have  recognized  the  financial  necessity  of 
such  plans  has  given  strength  to  the  argument 
of  those  seeking  to  make  health  insurance  cover 
medical  as  well  as  hospital  care. 

There  is  much  talk  now  of  the  need  of  security 
for  the  wage  earner  who  is  unemployed  and  who 
has  reached  indigent  old  age,  and  as  I have 
said,  onr  national  government  has  committed  it- 
self to  measures  for  bringing  this  about.  It 
would  seem  that  security  in  time  of  sickness  is 
as  vital  to  the  workman  and  his  family  as  it  is 
in  unemployment  and  in  some  respects  more  so. 
It  is  apparent,  therefore,  that  sickness  insurance 
is  a part  of  any  program  of  social  security  about 
which  we  are  hearing  so  much  just  now,  and 
hi  turn  the  provision  of  medical  care  is  a part 
of  any  plan  of  sickness  insurance. 

Each  year  there  are,  I think,  between  4,500 
and  5,000  young  people  graduated  from  medical 
schools.  About  2,500  doctors  die  or  cease  practice 
each  year.  This  annual  addition  to  the  ranks  of 
the  profession  greatly  increases  competition  for 
practice,  and,  of  course,  lowers  professional  in- 
comes. It  has  reflected  itself  in  lessened  eco- 
nomic security  for  members  of  our  group.  It  has 
brought  keen  competition  for  contract  practice, 
which,  after  all,  is  a sort  of  diluted  form  of  pre- 
payment or  state  medicine.  Those  patients  who 
fall  within  the  contract  practice  group  are  with- 
drawn from  your  and  from  my  practice.  They 
represent  an  increasingly  large  number.  Those 


who  are  in  such  a group  observe  what  they  be- 
lieve are  the  benefits  of  the  plan  and  hire  a doc- 
tor or  clinic  and  form  a new  group,  etc.  This 
is  another  sign  of  the  trend  toward  medicine 
practiced  for  stipulated  sum  per  month  or  per 
year.  It  is  most  noticeable  on  the  west  coast, 
where  the  California  State  Medical  Society  was 
forced  last  year  to  approve  a plan  for  compul- 
sory state  medicine. 

Recently  financial  worries  have  disturbed 
many  doctors  who  formerly  had  large  practices 
and  good  incomes  and  they  have  begun  to  cast 
about  for  a means  of  increasing  or  stabilizing 
their  incomes.  A small  number  believes  that 
some  form  of  health  insurance  will  solve  this 
financial  problem.  This  is  a matter  certainly 
not  proved.  And  that  it  will  develop  new  and 
greater  problems  is  gravely  to  be  feared. 

That  many  of  the  difficulties  that  we  now 
face  in  organized  medicine  will  solve  themselves, 
I firmly  believe.  If  they  do  not,  that  satisfactory 
solutions  can  be  developed  within  our  own  ranks, 
I also  believe,  if  we  but  put  ourselves  to  it 
through  our  regularly  organized  societies.  First, 
and  probably  the  most  urgent,  is  the  solution  of 
the  problem  of  the  uncertain  and  unpredictable 
medical  costs  for  the  low  wage  earner.  Any 
worthwhile  and  permanent  solution  to  our  prob- 
lems must  recognize  that  while  we  have  a duty 
to  guide  thought  in  these  matters  to  our  reason- 
able self-advantage,  we,  as  professional  men  and 
women,  have  a duty  that  exceeds  personal  bene- 
fit. Out  of  such  an  attitude  will  come,  finally, 
a settlement  that  is  satisfactory  to  all. 


INFECTIOUS  MONONUCLEOSIS* 

A.  S.  RUBNITZ,  M.  D., 

Department  of  Medicine,  University  of  Nebraska  College  of  Medicine, 
Omaha,  Nebraska. 

PART  TWO— CONCLUSION 


9.  Treatment:  This  is  purely  symptomatic. 
There  is  no  specific  remedy.  The  disease  is  self- 
limited. 

As  to  the  question  of  frequency  of  this  disease, 
the  perusal  of  the  literature  has  not  brought  any 
such  figures  to  my  attention.  The  disease  may 
still  be  considered  as  a comparatively  infrequent 
one.  For  this  reason  new  cases,  especially  such 
that  exhibit  some  of  the  rarer  clinical  phenomena 
of  this  disease,  should  be  recorded. 

Two  such  cases  were  observed  by  me  about  one 

♦Read  before  the  Second  Annual  Meeting  of  the  Omaha  Mid- 
West  Clinical  Society. 


year  ago;  both  patients  were  student-nurses  at 
the  Mercy  hospital  of  Council  Bluffs,  Towa. 

CASE  i 

Miss  M.  D.,  aged  23,  was  admitted  as  a patient  to 
the  Mercy  hospital  on  Dec.  4,  1933. 

Complaints:  Chills,  fever,  headache  and  weakness. 

Family  history:  Unimportant. 

Previous  history:  Usual  childhood  diseases;  no 
complications.  Appendectomy  in  September,  1933,  less 
than  three  months  before  the  onset  of  this  illness. 
The  pre-  and  postoperative  diagnosis  was  “Chronic 
Catarrhal  Appendicitis.”  She  left  the  hospital  on 
Sept.  26,  and  had  been  back  to  work  until  this  ill- 
ness. Her  leucocyte  count  at  the  time  of  the  opera- 
tion was  8,200,  with  76%  Polynuclear  cells. 

Present  illness:  Two  days  before  admission  she 
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suddenly  came  down  with  chills;  these  were  followed 
by  temperature  elevation.  She  was  feeling1  weak  and 
had  a severe  headache.  She  had  two  chills  shortly 
before  admission.  Her  temperature  on  admission  was 
101.2°;  pulse  and  respiration  were  little  affected. 

Physical  examination:  Tall,  slender  young  female. 
Slight  redness  of  the  pharynx.  Tonsils  removed, 
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CHART  I — CASE  1— MISS  M.  D. 

The  upper  graph  represents  the  variations  in  the  total  number 
of  white  cells. 

Of  the  lower  graphs : 

• • represent  the  variations  in  the  absolute  number  of  the 

polynuclear  cells. 

o o represents  the  variations  in  the  absolute  number  of  the 

mononuclear  cells. 


MISS  M.  D. — CASE  NO.  1 — TABLE  I 


% 

Date  HGB 

Dec.  5,  1933....  80 

Dec.  6,  1933 

Dec.  9,  1933 

Dec.  16,  1933 

Dec.  17,  1933 

Dec.  18,  1933 

Dec.  19,  1933 

Dec.  20,  1933 

Dec.  21,  1933 

Dec.  24,  1933 

Dec.  26,  1933 

Dec.  28,  1933 

Dec.  30,  1933 


R.B.C. 

W.B.C. 

% 

Polynu- 

clears* 

% 

Mononu- 

clears** 

4,460,000 

8,000 

73 

27 

7,000 

66 

34 

4,430,000 

10,300 

61 

39 

9,100 

13 

87 

11,400 

12 

88 

10,350 

12 

88 

9,750 

20 

80 

8,250 

25 

75 

4,200,000 

23 

77 

7,400 

24 

76 

7,200 

37 

63 

7,100 

33 

67 

4,100,000 

7,000 

46 

54 

*AI1  the  granulocytic  cells  are  included  under  the  heading 
Polynuclears.” 

**Under  the  heading  “Mononuclears”  are  included  all  the  non- 
granulocytic  elements,  ranging  from  the  mature  small  lympho- 
cytes to  the  most  immature  monocytes. 


though  some  lymphoid  vegetation  in  the  right  tonsil- 
lar fassa.  Abdomen  and  chest  negative.  No  enlarge- 
ment of  any  of  the  superficial  lymph-nodes. 

Progress:  During  the  first  five  days  the  tempera- 
ture was  ranging  between  99°  and  102°.  Patient  com- 
plained of  sleeplessness,  anorexia,  malaise  and  occa- 
sional chills.  On  Dec.  10  her  temperature  came  down 
to  near  normal  and  she  felt  improved.  On  Dec.  13 


the  temperature  rose  again  to  101°.  The  patient  now 
was  complaining  of  sore  throat.  She  became  jaun- 
diced. There  was  a necrotic  deposit  over  the  tonsil- 
lar pillars  and  the  soft  palate.  The  uvula  was  very 
edematous.  All  the  cervical  glands  were  swollen. 
Underneath  the  right  angle  of  the  mandible  there  was 
a hard  mass,  about  the  size  of  a walnut;  this  was 
very  tender.  Deglutition  was  very  painful.  The  ax- 
illary and  inguinal  glands  were  also  palpable.  The 
spleen  could  be  felt  at  the  costal  margin.  Her  tem- 
perature was  ranging  from  99.4°  to  102.4°.  By  Dec. 
21  the  patient  commenced  to  improve;  the  tempera- 
ture came  down  gradually;  the  soreness  of  the  throat 
subsided.  Improvement  was  quite  rapid.  She  was 
discharged  from  the  hospital  on  Dec.  30.  Blood 
counts  are  given  on  Table  I,  and  Figure  I. 

Over  50%  of  the  mononuclear  cells  in  the  blood 
smears  were  decidedly  immature.  A description  of 
the  cells  will  be  given  together  with  the  other  case. 

Other  laboratory  findings:  The  urine  contained  a 
trace  of  albumin;  otherwise  it  was  negative.  From 
Dec.  9 to  the  18  the  urine  was  very  dark  and  con- 
tained bile  in  fairly  high  concentration.  Agglutina- 
tion tests  for  B.  Typhosus  and  Melitensis  were  nega- 
tive. Throat  cultures  were  negative  for  Klebs-Loef- 
fler  bacilli.  Throat  smears  on  Dec.  18  contained  Vin- 
cent’s organisms  in  abundance. 

Remarks:  A single  dose  of  10,000  units  of 
diphtheria  antitoxin  was  administered  on  Dec.  18 
before  the  report  of  the  blood  culture  came  back 
from  the  laboratory.  The  necrotic  deposit  on  the 
tonsillar  pillars  was  strongly  suggestive  of  diph- 
theretic  infection  and  it  deemed  wise  not  to  delay 
the  treatment.  One  small  dose  of  neo-arsphena- 
mine  (.15  gms. ) was  given  intravenously  for  the 
Vincent's  infection. 


CASE  II 

Miss  H.  H.,  aged  22,  admitted  as  a patient  to  the 
hospital  on  Dec.  29,  1933. 

Complaints:  Severe  headache,  backache,  eruption 
on  the  skin  with  burning  and  itching. 

Family  history:  Unimportant. 

Previous  history:  Unimportant. 

Present  illness:  She  had  been  feeling-  well  and 

working  up  to  Dec.  29.  On  Dec.  29  she  woke  up  with 
a headache.  Later  in  the  day  her  back  began  to  hurt 
and  at  the  same  time  she  noticed  red  blotches  all  over 
her  body.  She  was  considerably  annoyed  by  the  skin 
condition  on  account  of  the  burning  and  itching.  Her 
temperature,  on  admission,  was  103.2°  and  pulse  98. 

Physical  examination:  Well  built  young  female. 

Tonsils  were  removed.  Hyperemia  of  the  tonsillar 
pillars  and  pharynx.  Chest  and  abdomen  negative. 
Small  submental  glands  could  be  palpated.  The  cer- 
vical, axillary,  and  inguinal  glands  could  not  be  pal- 
pated at  the  first  examination.  A maculo-papular 
eruption  was  present  on  the  abdomen,  chest,  shoulders 
and  arms.  Over  the  shoulders  and  arms  the  eruption 
was  more  blotchy  and  resembled  a measle-rash. 

Progress:  During  the  first  week  the  temperature 
was  very  hectic,  ranging  between  98°  to  103.8°.  Dur- 
ing the  second  and  third  week  the  temperature  was 
more  settled,  between  99°  and  101°,  with  occasional 
rises  to  103°.  From  January  18  her  temperature  re- 
mained normal  throughout  the  24  hours.  The  pulse 
was  ranging  from  80  to  110  during  most  of  the  period 
of  her  illness.  The  skin  eruption  gradually  faded 
out.  Redness  of  the  tonsillar  pillars  was  noticed  on 
the  first  examination,  though  the  patient  did  not 
complain  of  soreness  of  the  throat.  Two  days  later 
she  commenced  to  complain  of  sore  throat.  No  ulcer- 
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ation  or  exudate  was  noticed  in  the  throat  at  any 
time.  The  posterior  cervical  and  inguinal  glands  be- 
came involved  about  the  third  day;  the  lymph-nodes 
remained  enlarged  during  the  entire  illness.  The 
appetite  at  first  was  very  poor  but  after  the  second 
week  it  commenced  to  improve.  The  spleen  was  never 
distinctly  palpable.  Blood  counts  are  given  in  Table 
II,  and  Figure  II. 

Description  of  the  blood  cells:  The  mononuclear 
cells  in  both  cases  were  decidedly  abnormal.  This 
was  especially  marked  in  Case  II.  Most  of  the  cells 
were  rather  large.  With  Wright’s  stain,  the  cyto- 
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CHART  II— CASE  2— MISS  H.  H. 

The  upper  graph  represents  the  variations  in  the  total  number 
of  white  cells. 

Of  the  lower  graphs : 

. . represent  the  variations  in  the  absolute  number  of  the 

polynuclear  cells. 

o o represents  the  variations  in  the  absolute  number  of  the 

mononuclear  cells. 

MISS  H.  H.— CASE  NO.  2— TABLE  II 

% % 

Polynu-  Mononu- 


Date 

HGB 

R.B.C. 

W.B.C. 

clears* 

clears"* 

Dec. 

30, 

1933.. 

..  80 

4,400,000 

7,400 

75 

25 

Jan. 

3, 

1934.. 

6,000 

32 

68 

Jan. 

4, 

1934.. 

4,300,000 

7,200 

35 

65 

Jan. 

5, 

1934.. 

22 

78 

Jan. 

6, 

1934.. 

25 

75 

Jan. 

9, 

1934.. 

4,200,000 

14,350 

14 

86 

Jan. 

10, 

1934.. 

15,150 

10 

90 

Jan. 

11, 

1934.. 

13,000 

10 

90 

Jan. 

12, 

1934.. 

12,700 

12 

88 

Jan. 

13, 

1934.. 

6 

94 

Jan. 

14, 

1934.. 

11 

89 

Jan. 

15, 

1934.. 

4,260,000 

9,400 

15 

85 

Jan. 

16, 

1934.. 

12 

88 

Jan. 

17, 

1934.. 

7,900 

27 

73 

Jan. 

19, 

1934.. 

7,200 

23 

77 

Jan. 

20, 

1934.. 

24 

76 

Jan. 

21, 

1934.. 

7,400 

25 

75 

*A11  the  granulocytic  cells  are  included  under  the  heading 
“Polynuclears.” 

♦♦Under  the  heading  “Mononuclears”  are  included  all  the  non- 
granulocytic  elements,  ranging  from  the  mature  small  lympho- 
cytes to  the  most  immature  monocytes. 


plasm  varied  in  color  from  pale-pinkish  to  a faded 
blue  and  a greenish  blue.  The  cytoplasm  often 
formed  only  a narrow  border  around  a very  large 
nucleus.  Azure  granules  were  seen  very  often  in  the 
cytoplasm.  The  nuclei  varied  from  round,  oval,  ir- 
regularly-indented, bean-shaped  and  half-moon 
shaped.  Few  clover-shaped  nuclei  were  seen  in  case 
2.  Uneveness  in  the  density  of  the  nucleus  was  very 
frequent.  Vacuoles,  large  and  small,  studded  most  of 
the  nuclei.  In  case  2,  especially,  most  of  the  cells 
resembled  the  ones  described  as  type  3 by  Downey. 

Other  laboratory  findings:  The  urine  was  negative, 
except  for  a faint  trace  of  albumin.  Agglutination 
tests  for  B.  Typhosus  and  Melitensis  were  negative. 
Throat  cultures  were  negative  for  Klebs-Loeffler  ba- 
cilli. Smears  from  the  throat  for  Vincent’s  organisms 
were  negative. 

Remarks:  Intramuscular  milk  injections  were  given 
daily  from  Jan.  10  to  16,  in  5 and  10  cc.  doses,  in  an 
attempt  to  stimulate  granulocytosis.  This  proved  to 
be  of  questionable  value. 

DISCUSSION 

These  cases  present  several  points  of  interest : 

1.  Most  all  the  cases  in  the  literature  were 
sporadic  cases,  whereas  our  two  cases  occurred  in 
the  same  institution  following  one  another.  This, 
by  the  way,  made  us  apprehensive  for  awhile,  and 
all  necessary  precautions  were  taken  to  safeguard 
the  other  students  in  the  training  school.  So  far 
this  disease  is  considered  as  infectious,  though  no 
specific  agents  have  been  discovered.  These  two 
cases  point  in  the  direction  of  possible  contagious- 
ness of  this  disease. 

2.  Each  case  exhibited  one  of  the  rare  find- 
ings of  this  disease,  namely  icterus  in  the  first 
case  and  exanthem  in  the  second.  Neither  icterus 
nor  a skin  eruption  are  very  common  in  this  syn- 
drome, though  occasional  instances  of  one  or  the 
other  are  recorded  (Longcope,  Downey  and  Mc- 
Kinley, and  Paul  and  Bunnell ) . 

3.  The  relative  severity  of  both  cases  from  a 
hematologic  standpoint.  The  percentage  of 
mononuclears  reached  88  in  the  first  case  and  94 
in  the  second.  The  majority  of  the  cells  belonged 
to  the  abnormal  forms. 

4.  Records  of  the  blood  were  obtained  in  both 
cases  before  mononucleosis  was  evident.  Most 
all  the  cases  in  the  literature  did  not  have  a blood 
count  until  a week  or  longer  after  the  onset  of 
the  illness.  For  this  reason  the  tabulated  blood 
counts  on  different  recorded  cases  start  off  with 
a mononucleosis,  while  in  both  of  our  cases  the 
blood  counts  were  nearly  normal  at  the  beginning. 
The  additional  record  of  the  blood  in  Case  I a 
few  months  before  this  illness  is  also  of  value. 

SUMMARY  AND  CONCLUSIONS 

1 . The  ordinary  body  response  to  infection  is 
polynuclear  leucocytosis.  In  polynuclear  leucocy- 
tosis  relatively  younger  forms  of  the  granulocytic 
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series  appear  in  the  circulation ; even  myelocytes 
are  not  so  very  uncommon. 

2.  In  rare  instances  the  response  to  infection 
may  be  mononuclear  in  type.  The  cells  in  such 
exceptional  infections  generally  are  of  the  imma- 
ture variety,  reaching  occasionally  the  blastic 
states.  The  term  "mononucleosis”  in  such  con- 
ditions is  descriptive  of  the  blood  picture  and  ap- 
propriate. 

3.  The  term  “Infectious  Mononucleosis” 
should  be  reserved  for  the  syndrome  described  in 
this  paper. 

4.  Two  cases  of  infectious  mononucleosis 
have  been  recorded ; each  case  exhibiting  one  of 
the  rarer  manifestations  of  this  disease,  namely, 
icterus  and  exanthem. 

(References  in  Reprints) 


THROMBOPHLEBITIS  AND  PULMO- 
NARY EMBOLUS 

CLINICO-PATHOLOGICAL  CASE  REPORT— VIII 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

Mr.  G.  W..  a white  male,  age  45,  was  admitted  to 
the  hospital  September  20,  1934,  complaining  of  pain 
in  the  right  chest,  hemoptysis,  shortness  of  breath 
and  swelling  of  the  right  leg.  He  had  had  varicose 
veins  in  both  legs  for  several  years,  and,  about  three 
weeks  before  admission  he  was  struck  in  the  right 
leg  by  a golf  ball.  Following  this  the  entire  leg 
became  tender  and  swollen.  Three  days  before  ad- 
mission he  suddenly  developed  pain  in  the  right 
chest  associated  with  bloody  sputum.  The  pain  and 
hemoptysis  increased  until  the  time  of  admission. 
Physical  examination  at  this  time  showed  thrombosis 
of  the  veins  of  the  lower  right  leg  from  which  there 
was  an  upward  extending  lymphangitis.  Coarse  rales 
were  heard  in  the  base  of  the  right  lung.  The  leuko- 
cyte count  at  the  time  of  admission  was  13,300  and 
the  urine  was  normal.  A single  flat  film  of  the 
chest  with  the  bedside  unit  showed  a large  area  of 
increased  density  in  the  lower  right  chest  which  was 
interpreted  as  a pulmonary  infarct.  The  temperature 
was  102.6  F.  at  times  and  the  pulse  ranged  between 
100  and  110.  His  condition  improved  somewhat  until 
October  7 when  he  suddenly  developed  pain  in  the 
right  chest.  He  recovered  temporarily  from  this  in- 
sult but  on  October  10  became  suddenly  cyanotic  and 
died. 

At  autopsy  which  was  performed  the  day  of  death, 
the  entire  saphenous  vein  was  found  thrombosed.  The 
trunk  of  the  left  pulmonary  artery  was  occluded  by  a 
large  embolus  and  the  left  lower  lobe  was  congested 
and  edematous.  The  entire  right  lung  was  filled 
with  varying  sized  and  aged  infarcts,  the  oldest  ap- 
parently being  in  the  right  lower  lobe.  The  only  as- 
sociated pathology  which  is  worthy  of  mention  was 
slight  arteriosclerosis  of  both  kidneys. 


“Doctor,  is  there  any  danger  of  the  operation 
proving  fatal  ?” 

“Really,  my  good  man,  considering  that  we 
are  experimenting'  on  you  free  of  charge,  your 
idle  curiosity  is  hardly  good  form.” — Fritz-Cross. 


THE  THERAPY  OF  THE  COOK  COUNTY 
HOSPITAL:  THERAPY  OF  ECZEMA 
(DERMATITIS) 

Bernard  Fantus.  Chicago  ( Journal  A.  M.  A., 
Oct.  27,  1934),  in  his  report  on  the  therapy  of 
eczema  (dermatitis)  as  it  is  practiced  at  the 
Cook  County  Hospital  gives  the  cause  as  two- 
fold: an  irritant  (exciting  cause)  and  a special 
irritability  ( predisposition  ) of  the  skin.  Without 
the  latter,  one  has  to  deal  with  simple  acute  der- 
matitis. Eczema  is  always  a chronic  disease,  with, 
however,  a tendency  to  acute  exacerbations.  The 
exciting  causes  may  be  chemical,  mechanical, 
thermal,  actinic,  allergens  and  micro-organisms. 
The  predisposing  causes  may  be  found  in  the  con- 
dition of  the  skin,  digestive  disturbance,  nutrition- 
al disturbance,  allergy,  systemic  disease,  focal  in- 
fection, circulatory  impairment  and  disturbance 
of  the  nervous  system.  Local  therapy  requires 
the  recognition  of  the  acute,  the  subacute  and 
the  chronic  stage.  Several  prescriptions  are  giv- 
en for  ointments  and  lotions.  If  causal  systemic 
treatment  is  not  required,  and  even  when  it  is, 
restorative  therapy  (in  the  presence  of  anemia 
iron  may  be  used  or  cod  liver  oil  to  improve  nu- 
trition) and  alterative  therapy  may  be  employed. 
Alkalis  (potassium  citrate  or  acetate)  enough  to 
alkalinize  the  urine  may  be  useful  in  acute  stages. 
Arsenic,  while  contraindicated  in  the  acute  form, 
may  be  useful  in  chronic  cases  characterized  by 
dryness  and  thickening  of  the  skin. 

CORRELATION  OF  PSYCHIC  AND 
SOMATIC  DISORDERS 

J.  L.  Fretterman,  Cleveland  ( Journal  A.  M. 
A.,  Jan.  4,  1936),  has  borrowed  from  the  litera- 
ture to  illustrate  his  theme,  which  is  the  correla- 
tion of  psychic  and  somatic  disorders.  He  has 
sketched  briefly  the  diencephalon,  its  structure 
and  functions,  and  has  mentioned  the  autonomic 
pathways  to  visceral  functions.  The  diencephal- 
on is  important  as  the  connecting  link  between 
psyche  and  soma.  Three  main  correlations  are 
to  be  emphasized : ( 1 ) Organic  disease  may 

cause  or  appear  as  psychic,  (2)  Psychic  and 
somatic  disorders  may  coexist  and,  (3)  psychic 
disorders  produce  psysiologic  and  even  structural 
disorders.  He  has  stressed  a “psychosomatic 
concept.” 


USUAL  DIFFERENCE 
“No,”  said  the  doctor,  “I  don’t  find  much  the 
matter  with  you.” 

“Then,”  retorted  the  little  man,  “your  opinion 
is  quite  different  from  my  wife’s.” 
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COMMINUTED  COLLES’  FRACTURES 
IN  ELDERLY  PATIENTS:  METHODS 
OF  TREATMENT  AND  END  RESULTS 
IN  THIRTY  CASES 

G.  E.  Haggart,  Boston,  ( Journal  A.  M.  A., 
Nov.  30,  1935),  points  out  that  comminuted  Col- 
ies' fractures  are  of  relatively  frequent  occurrence 
in  elderly  patients.  The  comminution  appears 
to  be  due  to  the  presence  of  brittle  avascular 
bone.  Prompt  reduction  of  the  fracture  is  im- 
perative. Reduction  should  be  carried  out  un- 
der general  anesthesia,  tribrom-ethanol  preferred, 
and  then  visualized  under  the  fluoroscope.  It  is 
most  important  that  the  dorsal  tilt  of  the  radial 
articular  surface  be  corrected  and  that  the  normal 
relationship  of  the  distal  radial  ulnar  joint  be 
reestablished.  There  are  pronounced  advantages 
of  the  so-called  sugar  tong  (Simpson)  plaster 
splint.  Because  of  the  tendency  to  recurrence 
of  the  deformity  of  the  distal  end  of  the  radius 
in  these  elderly  patients,  owing  to  delayed  bone 
repair,  it  is  believed  that  the  extermity  should  be 
continuously  immobilized  in  the  “sugar  tong” 
plaster  splint  for  a minimum  of  from  five  to 
seven  weeks.  The  splint  is  adjusted  as  indicated; 
unless  there  originally  was  marked  swelling,  this 
adjustment  does  not  require  removal  of  the  splint. 
Flexion  contracture  of  the  hand  did  not  occur  in 
the  patients  treated  by  this  method.  Free  finger 
joint  motion  is  necessary,  a range  of  motion  al- 
lowed by  careful  application  of  the  splint.  Daily 
complete  arm  abduction  is  of  advantage  in 
avoiding  limitation  of  shoulder  joint  motion. 
Nonunion  of  the  ulnar  styloid,  following  frac- 
ture, was  not  a significant  cause  of  symptoms. 
With  this  procedure,  followed  by  intensive  mas- 
sage, heat  and  active  exercise,  a good  anatomic 
and  a good  functional  result  was  obtained  in 
twelve  and  in  ten  patients,  respectively,  in  a group 
of  fifteen  as  compared  with  five  good  anatomic 
and  six  good  functional  results  in  a similar  group 
of  fifteen  patients  who  were  splinted  an  average 
of  three  and  a half  weeks. 


COLONIC  IRRIGATION 
Frank  Hammond  Krusen,  Rochester,  Minn. 
( Journal  A.  M.  A.,  Jan.  11,  1936),  defines  colon- 
ic irrigation  as  lavage  of  the  large  intestine. 
Colonic  irrigation  is  not  to  be  considered  as  a 
massive  enema  but  as  a lavage  of  the  colon  above 
the  area  of  defecation,  administered  under  low 
pressure  so  that  the  defecation  reflex  is  not  stim- 
ulated. One  must  also  consider  that  in  con- 
junction with  the  lavage  there  are  possibly  other 
factors  present  (such  as  pressure,  temperature, 
motion  and  osmosis)  which  may  act  to  influence 


normal  and  disturbed  physiologic  processes  in  the 
gastro-intestinal  tract.  Copious  amounts  of  fluid 
are  usually  employed.  Antiseptic  solutions  or 
solutions  which  tend  to  acidify  or  alkalinize  the 
colonic  contents  are  of  little  or  no  value.  Tap 
water  or  physiologic  solution  of  sodium  chloride 
seem,  as  a rule,  more  satisfactory.  The  term 
“high  colonic  irrgation”  should  be  abandoned. 
The  attempt  to  introduce  a long  stiff  tube  into 
the  cecum  is  dangerous  and  usually  fails,  the 
tube  coiling  in  the  rectum.  If  the  tube  is  intro- 
duced only  three  or  four  inches,  under  ordinary 
conditions  the  fluid  will  reach  the  cecum  in  from 
two  to  five  minutes  anyway.  Elaborate  apparatus 
is  not  necesssary  for  the  administration  of  colonic 
irrigations.  Colonic  irrigations  have  been  great- 
ly exploited  by  charlatans,  ignorant  lay  persons 
and,  most  unfortunately  of  all,  by  men  within  the 
medical  profession.  The  oft-repeated  or  routine 
administration  of  colonic  irrigation  is  to  be 
strongly  deprecated.  Whereas  an  occasional  series 
of  colonic  irrigations  may  be  indicated  for  the 
treatment  of  unfavorable  conditions  within  the 
intestinal  canal,  as  for  example  at  times  in  arthri- 
tis, or  for  the  removal  of  retained  fecal  material 
from  the  colon,  such  indications  are  relatively  in- 
frequent. 


ALLERGIC  REACTIONS  ASSOCIATED 
WITH  COHABITATION 

Warren  T.  Vaughan  and  Richard  W.  Fowlkes, 
Richmond,  Va.  ( Journal  A.  M.  A.,  Sept.  21, 
1935),  cite  four  cases  that  illustrate  the  fact  that 
symptoms  associated  with  contact  with  some  sin- 
gle individual  are  probably  due  to  some  allergenic 
substance  in  the  person’s  immediate  environment. 
In  view  of  present  immunologic  concepts,  this 
seems  much  more  logical  than  some  curious  and 
unexplained  sensitization  to  what  are  essentially 
homologous  proteins.  Rattner  and  Pusey  report 
the  case  of  a young  married  man  with  dermatitis 
due  to  a certain  perfume  which  his  wife  was  in 
the  habit  of  using.  Ford  reports  a case  of  con- 
tact dermatitis  due  to  quinine,  confirmed  by  a 
patch  test  positive  to  the  drug,  and  manifested  by 
a vesicular  dermatitis  of  the  face,  scalp  and  neck 
following  two  applications  of  a hair  tonic.  Metz- 
ger has  described  a case  of  asthma  from  cohabi- 
tation due  to  orris  root.  Duke  described  the  case 
of  a woman  with  asthma  following  coitus,  which 
the  husband  thought  was  due  to  sensitization  to 
semen.  Duke,  however,  concluded  that  it  was 
a case  of  physical  allergy  due  to  heat  and  effort. 
Of  the  author’s  four  cases  one  each  was  due  to 
tobacco  smoke,  wheat  and  silk,  oil  of  theobroma 
and  condoms. 
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In  iJttemoriam-j 

The  love  of  life  is  my  religion  still. 

Steadfast  through  rigorous  nights,  companioned 
only 

By  what  I am  and  what  I strive  to  be, 

I seek  no  mystery  now  beyond  the  hill 
And  wait  no  change  but  to  become  more  lonely, 
No  freedom  till  the  sleep  that  sets  me  free. 

— Siegfried  Sassoon 
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"THE  THERAPEUTIC  USE  OF 
ALCOHOLIC  BEVERAGES” 

Bethea  of  New  Orleans,  in  a well  balanced 
article  in  the  International  Medical  Digest  for 
June,  1936  (p.  369),  discusses  this  subject  rather 
fully.  Quoting  Cecil’s  textbook  on  medicine  un- 
der treatment : 

Alcoholic  beverages  are  mentioned  for  only  six 
diseases  by  a total  of  six  authors. 

These  six  therapeutic  suggestions  are  all  modified, 
for  example,  in  discussing  myocarditis,  Eggleston 
states,  “Strychnine  and  alcoholics  have  their  advo- 
cates but  there  is  no  certain  evidence  that  they  are 
of  real  value.”  Discussing  pneumonia,  Cecil  states, 
“Alcohol  still  has  its  advocates  as  a stimulant,  but  in 
the  opinion  of  the  writer  it  should  be  administered 
only  to  patients  who  are  chronic  alcoholic  addicts.” 

It  is  interesting  to  note  that  in  the  same  textbook 
alcoholic  beverages  are  mentioned  60  times  under 
etiologic  factors  in  the  production  of  disease,  three 
times  as  increasing  the  mortality  in  certain  diseases, 
and  specifically  prohibited  15  times  in  the  discussion 
of  treatment. 

The  present  trend  of  the  profession  is  well  illus- 
trated in  the  following  statistics,  which  show  the 
number  of  times  each  item  appeared  per  10,000  pre- 


scriptions: 

1885  1909  1933 

Whiskey  244.5  38.7  1.8 

Brandy  55.5  17.4  0.08 

Wine  (Sherry)  41.1  14.6  0.25 


We  shall  take  it  for  granted  that  when  a physician 
prescribes  an  alcoholic  beverage,  he  orders  it  with  the 
hope  that  it  may  produce  a definite  beneficial  effect 
and  that  this  expectation  is  based  on  its  pharma- 
cologic action.  Much  new  data  has  been  accumu- 
lated and  scientific  opinion  has  changed  somewhat 
since  some  of  us  sat  at  the  feet  of  the  preclinieal 
teachers.  It  may  be  of  interest,  therefore,  to  review 


the  recent  expressions  of  some  of  the  leading  pharma- 
cologists in  the  country. 

As  a Stimulant. — Alcoholic  beverages  are  classed 
exclusively  among  the  narcotics.  I have  not  been 
able  to  find  them  among  the  stimulants  in  any  text- 
book available  to  me. 

****** 

To  Improve  Mental  Efficiency. — “The  view  that  al- 
cohol increases  the  intellectual  and  physical  powers 
of  the  individual  is  shown  by  actual  experiment  to  be 
erroneous,  and  based  almost  entirely  upon  the  sub- 
jective condition  of  the  individual,  his  weakened 
faculty  of  judgment  and  premature  but  faulty  or  mis- 
directed reactions.” 

* * * * * * 

To  Promote  Physical  Efficiency. — “Skilled  work  is 
performed  more  slowly,  and  far  more  errors  occur  in 
it  than  in  normal  conditions,  and  these  errors  may 
lead  to  serious  accidents  in  industry.” 

****** 

“Several  independent  investigations  on  typewriting, 
target-pricking  and  rifle-practice  have  shown  uni- 
formly that  effective  doses  of  alcohol  lower  the  ef- 
ficiency by  decreasing  accuracy.” 

****** 

To  Increase  Body  Warmth — To  Prevent  Chilling  or 
Freezing. — “Through  dilatation  of  the  skin  vessels  the 
internal  blood  is  mobilized  more  rapidly  to  the  sur- 
face. The  skin  is  flushed  and  sweating  and,  as  it  is 
the  site  of  the  important  temperature  nerve  endings, 
the  subject  feels  warm;  but  heat  dissipation  is  in- 
creased and  the  body  temperature  falls.  Taken  pre- 
ceding exposure  to  cold,  alcohol  increases  the  chance 
of  taking  cold.  In  arctic  explorations,  alcoholic 
drinks  are  taboo.” 

****** 

To  Improve  Digestion. — “The  digestive  power  of  the 
ferments  outside  the  body  have  been  found  to  be 
practically  unaltered  when  pure  alcohol  is  present  in 
small  quantity.  But  when  somewhat  larger  amounts 
are  added  the  gastric  and  pancreatic  juices  are  re- 
tarded, and  even  small  quantities  of  the  ordinary 
wines  and  beers  have  this  detrimental  effect.” 

“But  Chittenden  and  Mendel  found  that  the  wines 
and  malt  liquors  tend  to  retard  pepsin  digestion,  even 
when  their  alcohol  is  much  below  the  harmful  per- 
centage, so  if  taken  in  considerable  quantity  they  are 
deleterious  to  digestion.  This  is  because  of  their  or- 
ganic acids  and  colloidal  constituents,  and  not  be- 
cause of  their  alcohol.  Red  wines,  because  of  their 
tannic  acid,  which  tends  to  precipitate  protein,  have 
a retarding  influence  beyond  that  of  white  wines.” 

“We  are  safe  in  saying,  therefore,  that  in  the  human 
stomach  the  influence  of  moderate  quantities  of 
properly  diluted  alcohol  upon  the  chemical  processes 
of  digestion  is  a negligible  factor.” 

As  a Food. — “The  use  of  alcohol  as  a source  of 
energy  to  the  body  may  be  aptly  compared  with  the 
employment  of  sea  water  in  a boiler  to  produce 
steam.  It  will  produce  the  steam  and  run  the  engine  in 
an  emergency  but,  if  its  use  is  continued,  will  even- 
tually cause  the  engine’s  destruction. 

“Alcohol,  therefore,  under  special  circumstances, 
may  have  a food  value;  but  it  should  not  be  classed 
among  the  foods,  because  its  property  of  yielding 
energy  is  not  its  dominant  property,  and  is  over- 
shadowed by  important  pharmacologic  actions,  viz.: 

“1.  Its  irritant  local  action. 

“2.  Its  destructive  action  upon  the  body  tissues. 

“3.  Its  narcotic  action. 

“4.  Its  proneness  to  result  in  the  formation  of  a 
vicious  habit. 

“All  these  dominant  properties  place  alcohol  among 
the  powerful  drugs  and  poisons,  rather  than  among 
foods.” 
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“In  persons  already  taking  a sufficient  diet,  the  ad- 
dition of  alcohol  is  without  benefit  and  may  be  in- 
jurious.” 

“Upon  the  other  hand,  the  enormous  amount  of 
poverty,  misery  and  unhappiness  which  comes  to  the 
race  from  the  unrestricted  use  of  alcohol  greatly  out- 
weighs the  benefit  which  its  judicious  use  may  bring 
to  a few  persons.” 

Of  course  every  writer  has  a few  kind  remarks  for 
alcoholic  beverages  under  certain  conditions.  It  is 
rather  interesting  to  note  that  there  is  some  lack  of 
complete  unanimity  of  opinion  even  among  the  phar- 
macologists, but  the  opinions  quoted  so  far  seem  to 
be  almost  universally  accepted.  It  would  appear, 
therefore,  that  the  field  of  usefulness  of  alcoholic 
beverages  is  certainly  very  restricted,  to  say  the 
least. 

****** 


PRESIDENT  JAMES  TATE  MASON 
OF  THE  A.  M.  A.  DIES 

In  the  untimely  death,  June  20,  1936,  of  Dr. 
James  Tate  Mason,  President  of  the  American 
Medical  Association,  the  Association  has  lost 
its  first  president  in  office. 

Dr.  Mason  during  his  year  as  President-elect 
developed  an  endocarditis  and  multiple  emboli 
one  of  which  obstructed  the  circulation  of  one 
limb  necessitating  thigh  amputation  shortly  be- 
fore the  annual  meeting  of  the  American  Medi- 
cal Association  in  May.  Another  embolus  brought 
on  gangrene  in  the  remaining  limb  and  resulted 
in  his  death  as  above  stated. 

J.  Tate  Mason  was  born  in  Virginia  fifty-four 
years  ago,  graduated  from  the  medical  school  of 
the  University  of  Virginia  in  1905.  He  has 
practiced  surgery  in  Seattle  since  1905,  and  had 
railroad  and  steamship  connections.  He  had 
been  a member  of  the  House  of  Delegates  of  the 
American  Medical  Association  for  six  years  be- 
fore he  was  elected  President-elect. 

Dr.  Mason  was  a lovable  character  with  many 
friends.  He  was  a leader  of  great  force. 


AN  INTERNATIONAL  COLLEGE  OF 
SURGEONS 

It  was  felt  by  a number  of  eminent  surgeons 
in  this  country  and  foreign  countries  that  it 
would  be  desirable  to  have  an  international  col- 
lege of  surgeons,  whose  main  object  would  be  to 
raise  the  standard  of  Surgery  in  all  countries  by 
offering  degrees  to  those  who  succeeded  in  pas- 
sing a singularly  rigid  but  practical  examination 
in  Surgery. 

Just  what  prompted  this  feeling  it  is  difficult 
to  divine,  but  the  fact  seems  to  remain. 

It  had  it  origin  at  Geneva.  Prof.  Arnold 
Jirasek  of  the  University  of  Prague  was  appoint- 


ed the  first  President.  Dr.  H.  Lyons  Hunt  of 
New  York,  Director-General  of  the  American 
Editors  and  Authors  Association  was  named 
Director  General. 

A number  of  noted  American  Surgeons  have 
accepted  membership  in  the  Directorate. 

A meeting  will  be  held  at  Geneva  in  August  of 
this  year. 

It  has  been  decided  to  have  no  set  dues  on  ac- 
count of  the  varying  economic  situations  in  the 
different  countries  and  among  the  men  worthy 
of  inclusion  in  the  International  College  all  pay- 
ments are  on  a purely  Honorarium  basis  and  are 
entirely  voluntary.  This  is  certainly  more  gen- 
erous than  the  American  College  of  Surgeons 
which  levies  a generous  tribute. 


NEBRASKA  BIOSTATISTICS  FOR  1935 

The  mortality  picture  for  1935  has  not  altered 
as  to  relationship  in  the  principal  causes  of  death, 
viz.:  Heart  Disease — rate  160.9;  Cancer,  110.8; 
Cerebral  Hemorrhage,  101.2;  Pneumonia,  79.3; 
Nephritis,  52.3.  It  is  to  be  noted  on  the  rate  sheet 
that  the  rates  appear  proportionately  somewhat 
higher  than  preceding  rates.  This  is  due  to  the 
new  estimated  population  figures  for  1935  which 
the  Bureau  of  Census  furnished.  These  show  a 
decided  revision  downward,  as  the  figure  for 
1935  at  1,364,000  is  13,963  less  than  the  popula- 
tion census  revealed  in  1930.  Of  necessity,  rates 
will  be  higher,  though  actual  deaths  may  be  less. 
This  applies  directly  to  the  Total  death  rate  and 
to  the  Tuberculosis  death  rate. 

The  various  Safety  Campaigns  are  calling  at- 
tention to  Auto  Accident  deaths,  increased  to  320 
during  the  past  year.  As  near  as  seems  deter- 
minable from  information  secured,  the  major 
factor  entering  into  this  loss  of  life  is  careless- 
ness. With  the  powerful,  agile  machines  used 
for  present-day  transportation,  alertness,  care, 
and  consideration  must  be  constant  factors  re- 
gardless of  the  actual  rate  of  travel.  Care  implies 
condition  of  the  mechanism  as  well  as  conditions 
on  the  road — whether  one  is  afoot  or  riding. 

The  Maternal  death  data  present  material  for 
thoughtful  consideration.  The  break-down  shows 
an  increase  in  death  attributable  to  abortion ; a 
decline  of  five  due  to  puerperal  hemorrhage.  The 
next  figure  reveals  160  per  cent  increase  in  ma- 
ternal deaths  attributable  to  Cesarean  section. 
True,  we  do  not  have  all  the  facts  entering  into 
these  13  deaths,  but  with  the  exception  of  11 
deaths  in  1931,  no  previous  number  exceeded  7 
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in  the  past  fifteen  years  from  this  cause — Cesar- 
ean section.  Every  effort  should  be  made  to  eli- 
minate this  as  a cause  of  death.  In  fact,  it  is  the 
objective  of  the  procedure.  Puerperal  septicemia 
remains  the  leading-  cause  of  maternal  deaths, 
with  an  increase  of  one  for  the  past  year.  The 
total,  while  3 less  than  the  previous  year,  leaves 
us  a rate  pointing  upward.  Possibly  develop- 
ment of  the  educational  program  will  have  a pro- 
nounced effect  in  achieving  the  lower  rates  all 
hope  for. 

— State  Department  of  Health  Report. 


NEBRASKA  STATE  COUNCIL  ON 
MEDICAL  EDUCATION 

The  increasing  number  of  activities  of  the 
State  Association,  together  with  a realizaztion 
that  an  effort  of  education,  not  only  of  our  own 
members,  but  of  the  lay  public  is  expected,  justi- 
fies the  coordination  and  the  dissemination  of 
all  educational  phases  of  this  association  through 
some  source. 

Furthermore,  it  has  become  evident  that  out- 
lets can  or  should  be  provided  for  this  dissemina- 
tion of  correct  medical  information  and  must  be 
controlled  through  legitimate  channels. 

With  this  idea  in  mind,  a Nebraska  Council 
of  Medical  Education  has  been  formed.  This 
council  will  consist  of  a General  Chairman,  the 
Deans  of  both  Medical  Schools,  and  the  chairman 
of  each  special  educational  activity,  the  president, 
president-elect  and  executive  secretary,  ex-offi- 
cio. 

The  appointments : 

Dr.  W.  P.  Wherry,  General  Chairman. 

Dr.  J.  S.  Welch,  Vice  Chairman. 

Dr.  C.  W.  M.  Poynter,  Dean. 

Dr.  B.  M.  Riley,  Dean. 

Dr.  Joseph  McCarthy,  Speakers  Bureau. 

Dr.  Earl  Sage,  Maternal  Welfare. 

Dr.  E.  W.  Hancock,  Tuberculosis. 

Dr.  .James  F.  Kelly,  Cancer. 

Dr.  Claude  Uren,  Hard  of  Hearing. 

Dr.  J.  E.  M.  Thomson,  Fracture  Committee. 

Ex-officio: 

Dr.  Geo.  W.  Covey. 

Dr.  R.  Fouts. 

Mr.  M.  C.  Smith. 

— Geo.  W.  Covey,  President. 


SPECIALIST 

“Doctor,  I want  to  consult  you  about  my  stom- 
ach." 

“But,  madam,  you  are  mistaken — I am  a doc- 
tor of  philosophy.” 

"Doctor  of  philosophy?  What  strange  dis- 
eases there  are  nowadays.” 


MINUTES  NEBRASKA  COUNCIL  ON 
MEDICAL  EDUCATION,  FIRST 
MEETING 

Pursuant  to  the  wishes  of  the  President,  Dr. 
Geo.  W.  Covey,  the  Council  on  Medical  Educa- 
tion met  in  Omaha,  Tuesday,  June  23rd,  and  or- 
ganized. 

The  following  policies  were  tentatively  agreed 
to: 

1.  That  a faculty  from  among  members  of  the 
Nebraska  State  Medical  Association  will  be  organized. 
Each  to  prepare  addresses  upon: 

(a)  Specific  medical  subjects  for  use  in  prescribed 
post-graduate  courses. 

(b)  General  discussion  for  use  in  district  and 
county  medical  societies. 

(c)  Lay  talks  for  use  in  Parent  Teachers  Associa- 
tions, dinner  clubs,  and  general  lay  medical  groups. 

2.  That  the  above  council  will,  where  desired,  act 
as  editorial  critic  and  advisors  to  the  members  of  this 
faculty  in  the  final  preparation  of  their  addresses. 

3.  That  wherever  agreeable  the  results  of  all,  or 
part  of  the  special  investigative  committee  become  a 
part  of  the  above  programs. 

4.  That  the  activities  of  this  council,  wherever  and 
whenever  possible,  unite  with  national  or  govern- 
mental units,  such  as  the  State  Board  of  Health,  the 
American  Society  for  the  Control  of  Cancer,  and  the 
National  Tuberculosis  Society. 

In  agreement,  therefore,  with  the  above,  this 
council  is  now  preparing  to  act.  The  chairman 
of  each  investigative  activity  will  put  his  informa- 
tion in  hand,  in  such  shape  to  meet  the  demands. 
Each  member  of  the  State  Association  who  de- 
sires to  become  a member  of  the  faculty  will  send 
the  council  an  abstract  properly  titled  of  that 
which  he  thinks  he  can  best  deliver  to  district, 
county  and  lay  groups. 

Each  district  and  county  society  is  requested 
to  communicate  with  this  Council  should  they  de- 
sire assistance  in  the  development  of  their  meet- 
ing programs.  Also  is  there  a need  in  your 
community  for  a prescribed  postgraduate  course? 
Furthermore,  can  you  assist  this  council  in  dis- 
seminating proper  medical  knowledge  to  lay 
groups  by  passing  on  the  information  to  the 
groups  that  within  reason,  speakers  will  be  pro- 
vided upon  either  subjects  of  their  choosing  or 
subjects  selected  by  this  council?  In  this  latter 
connection,  and  wherever  they  might  desire,  the 
cooperation  of  the  Woman's  Auxiliary  will  be 
appreciated. 

Communications  should  be  sent  to : 

Mr.  M.  C.  Smith,  Executive-Secretary, 

Nebraska  State  Medical  Association, 

Curtis,  Nebraska. 

or  to: 

Dr.  W.  P.  Wherry,  General  Chairman, 

1500  Medical  Arts  Bldg., 

Omaha,  Nebraska. 

or  to: 
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Dr.  J.  D.  McCarthy,  Chairman  Speakers  Bureau, 
1036  Medical  Arts  Bldg., 

Omaha,  Nebraska. 

Sincerely  yours. 

W.  P.  Wherry, 

General  Chairman. 


THE  MENACE  OF  DI-NITRO-PHENOL 

From  the  reports  evident  in  the  lay  press,  also 
from  the  experiences  some  of  us  are  having  with 
the  end  results,  it  appears  only  proper  that  more 
emphasis  should  be  placed  upon  the  giving  of  di- 
nitro-phenol  as  not  only  a reducing  agent  but  as 
a medicine. 

From  the  large  number  of  unfortunate  re- 
sults it  appears  as  if  this  is  a dangerous  drug  in 
any  form.  It  also  appears  that  it  should  be 
brought  to  the  attention  of  the  medical  profes- 
sion more  emphatically. 

It  has  again  come  to  my  attention  very  defi- 
nitely in  not  only  the  development  of  lens  opacity 
but  also  in  a destruction  of  other  tissues  of  the 
eye.  I have  not  seen  any  previous  reports  of  de- 
generative iritis,  a condition  in  which  the  iris  tis- 
sue becomes  necrotic  and  active  degenerative  in- 
flammatory areas  develop. 

It  is  very  possible  the  end  results  of  conditions 
of  this  kind  will  not  only  result  in  very  definite 
loss  of  vision  but  if  uncontrolled  would  necessi- 
tate the  entire  removal  of  the  eye.  I have  not 
seen  one  that  could  not  be  controlled  so  far  as 
the  loss  of  the  eye  ball  is  concerned.  However, 
1 have  seen  definite  loss  of  optical  acuity. 

— D.  D.  Sanderson,  Lincoln. 


DIAGNOSTIC  DIFFICULTIES  IN 
BONE  TUMORS 

Robert  D.  Schrock,  Omaha  ( Journal  A.  M.  A., 
May  30,  1936),  avers  that  the  perplexing  prob- 
lem of  bone  tumors  is  now  being  attacked  on  a 
wide  front.  The  early  scouting  and  plan  of  cam- 
paign was  laid  by  Drs.  Ernest  A.  Codman,  Joseph 
C.  Bloodgood,  James  Ewing  and  William  B. 
Coley.  In  recognition  of  their  coordinated  ef- 
forts the  American  College  of  Surgeons  estab- 
lished in  1921  the  Registry  of  Bone  Sarcoma. 
The  efforts  of  these  men  have  stimulated  many 
associates  to  the  collection  of  material  and  pains- 
taking analyses,  adding  much  to  present-day 
knowledge.  There  are  numerous  committees  for 
the  study  of  cancer.  Each  national  medical  or 
surgical  association  has  provided  itself  with  a 
committee  for  this  purpose.  Special  research 


funds  are  allocated  for  this  purpose  by  various 
foundations.  There  are  now  developing  in  vari- 
ous state  medical  associations  cancer  committees 
subdivided  for  special  lines.  The  state  com- 
mittee membership  is  drawn  largely  from  the 
group  of  men  serving  in  similar  committees  of 
national  organizations.  Duplication  of  effort  is 
the  rule.  Effectiveness  of  effort  and  better  co- 
ordination of  results  seem  feasible  by  correlation 
of  these  national  agencies  through  the  member- 
ship and  organization  of  the  state  societies  with 
their  component  county  medical  units.  Their  pur- 
pose is  acquisition  of  data  of  dependable  quality 
and  to  furnish  aid  to  the  uninformed.  Eleven  or- 
ganizations are  working  toward  this  end.  The 
various  committees  should  give  thought  to  the 
state  associations  as  the  elementary  unit  through 
which  data  may  be  collected  and  information  dis- 
seminated. The  national  society  committeemen 
naturally  become  liaison  members  of  their  state 
committee.  These  data  through  the  subcommittee 
on  bone  tumors  can  then  be  made  available  to  the 
committees  of  the  various  specialized  societies  for 
analysis  and  evaluation.  The  ultimate  deduc- 
tions and  authoritative  opinions  naturally  would 
be  anticipated  from  the  committee  of  the  Registry 
of  Hone  Sarcoma.  Decisions  as  to  the  manage- 
ment of  a particular  problem  are  more  frequent- 
ly rational  when  viewed  from  various  angles.  Ac- 
curacy in  diagnosis  and  effectiveness  in  therapy 
are  directly  in  proportion  to  the  carefulness,  ex- 
perience and  judgment  of  the  combined  consult- 
ing group,  clinician,  radiologist  and  pathologist. 
On  a debatable  diagnosis  the  clinical  features  are 
not  to  be  outweighed  by  the  microscopic  inter- 
pretation. The  clinical  and  radiologic  judgment 
of  gross  pathology  in  vivo  must  be  tied  into  the 
interpretation  of  the  miscroscopic  management. 
The  recognition  and  treatment  of  the  benign 
bone  lesion  offers  few  difficulties  to  the  surgeon 
of  average  discernment  and  skill.  The  malignant 
bone  lesion  with  its  predictable  outcome  demands 
from  the  patient  and  the  physician  prolonged 
courage  and  fortitude.  The  intermediate  or  sus- 
picious bone  lesion  demands  a keen  judgment, 
close  study  of  all  available  facts  in  this  and  simi- 
lar lesions,  capacity  to  act  without  haste  and  abil- 
ity to  consult  intelligently  with  men  of  greater 
and  even  less  experience. 


WILD  OATS  AT  HIS  AGE 
Insurance  Doctor:  “How  old  was  your  father 
when  he  died?” 

Applicant  (determined  to  pass)  : 104. 
Insurance  Doctor:  “What  did  he  die  of?” 
Applicant : “Strained  his  heart  playing  foot- 
ball."— Boston  Transcript. 
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MONOCHROMATIC  FLUOROSCOPIC 
ROOM  ILLUMINATION 

Since  the  inception  of  the  fluoroscopic  room, 
part  of  its  standard  equipment  has  included  a red 
light.  There  is  no  logical  reason  for  this,  in  fact 
there  are  arguments  why  light  nearer  the  other 
end  of  the  spectrum  should  be  used. 

Red  lighting  for  dark  rooms  began  with 
photography ; then  when  a darkened  room  was 
needed  for  fluoroscopic  work  the  fluoroscopist 
simply  used  a similar  colored  light.  These  photo- 
graphic dark  rooms  were  originally  illuminated 
with  red  lights  because  the  early  plates  and  films 
were  sensitive  to  red.  When  panchromatic  emul- 
sions were  introduced,  a new  problem  in  dark 
room  lighting  arose  because  these  plates  and 
films  were  red  sensitive.  This  was  solved  bv  the 
introduction  and  subsequent  almost  universal  use 
of  green  lighting,  the  reason  being  that,  while 
the  normal  eye  is  sensitive  to  all  colors  of  suffi- 
cient intensity,  as  intensity  is  diminished  the  eye 
is  most  sensitive  to  green.  In  other  words  the 
normal  eye  can  see  more  with  a less  intensity  of 
green  light  than  with  any  other  color.  Hence,  the 
photographer  could  after  accommodation,  see  his 
way  about  with  a green  light  that  was  not  suffi- 
ciently intense  to  fog  his  plates  on  short  exposure. 

Further,  it  is  well  known  that  when  one  looks 
at  a red  light  in  a dark  room  and  the  red  light 
is  suddenly  switched  off,  there  invaribly  appears 
a residual  image  of  the  compensating  color,  that 
is  green.  This  same  thing  happens  in  the  fluoro- 
scopic room  when  the  fluoroscope  is  switched  on 
and  the  red  light  off. 

The  green  residual  image  will  be  superimposed 
on  the  retina  with  the  image  from  the  fluorosco- 
pic screen,  thereby  diminishing  the  apparent  con- 
trast. Because  we  see  objects  by  contrast  of 
either  color  or  intensity  of  the  same  color,  the 
fluoroscopic  examination  must  be  prolonged  until 
the  residual  image  fades  and  the  eye  can  reac- 
commodate to  the  new  conditions. 

The  solution  would  seem  simple.  The  fluoro- 
scopic spectrum  of  calcium  tungstate  intensifing 
screen  ranges  from  380  mu  to  480  mu  with  a 
maximum  intensity  of  435  mu.  The  intensifing 
screen  of  cadium  tungstate  has  a fluoroscopic 
spectrum  at  410  mu  to  490  mu  with  a maximum 
intensity  at  460  mu.  There  is  also  an  accessory 
narrow  band  of  maximum  intensity  at  510  mu, 
which  adds  considerably  to  the  visual  intensity  of 
this  screen,  as  it  comes  well  into  the  blue-green. 
A light  filter  covering  only  this  range  of  the 
spectrum  of  either  screen  used,  would  therefore 
eliminate  the  difficulties  of  accommodation  and 


readjustment  of  the  eye  to  different  colors,  there- 
by saving  time  and  eye  strain  for  the  examiner. 
With  this  monochromatic  lighting  also  there 
would  be  the  added  advantage  of  having  any 
residual  image  be  of  a contrasting  color  which 
would  enhance  the  image  on  the  fluoroscopic 
screen. 

The  light  given  off  through  a saturated  solu- 
tion of  ammoniated  copper  sulfate,  a gelatine  fil- 
ter stained  with  midnight  blue  or  a Wratten  safe 
light  either  number  three  or  four,  depending  on 
the  intensity  of  the  light  source,  is  a good  means 
of  procuring  proper  illumination.  It  must  be 
borne  in  mind  that  the  intensity  of  the  room  light 
should  be  less  than  that  of  fluoroscopic  screen  to 
avoid  difficulties  of  accommodation  because  of 
differences  of  light  intensities. 

— K.  W.  Brimmer,  McCook. 


THE  MATERNAL  HEALTH  COMMITTEE 
OF  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION 

Dr.  E.  C.  Sage,  chairman ; Dr.  Harold  Mor- 
gan, Dr.  E.  W.  Hancock  and  Dr.  F.  D.  Ryder 
other  members  of  committee — appointed  at  April, 
1936  meeting  of  State  Medical  Association. 

Thus  the  Maternal  Welfare  Program  becomes 
an  official  part  of  the  activities  of  the  State  and 
County  Medical  societies. 

This  group  was  asked  to  act  as  an  advisory 
committee  to  the  acting  director  of  State  Health 
in  regard  to  the  Social  Security  Act  relating  to 
Maternal  and  Child  Welfare. 

The  first  meeting  of  this  group  with  Dr.  P.  H. 
Bartholomew  was  held  in  Omaha,  May  29,  1936. 
It  was  learned  that  there  was  difficulty  in  secur- 
ing a Director  of  the  Division  of  Maternal  and 
Child  Health — who  by  law,  must  be  a qualified 
physician  with  training  in  either  maternal  or  child 
health  work,  perferably  both.  Three  suggested 
physicians  declined  to  accept  the  position  whose 
salary  is  to  be  $4,200  a year. 

It  is  understood  that  the  Division  of  Maternal 
and  Child  Health  Program  is  limited  to  an  educa- 
tional nature  which  automatically  eliminates  from 
the  work  of  the  division,  all  activities  which  aim 
at  clinical  supervision  and  treatment  or  with  giv- 
ing material  aid  of  any  kind. 

The  Children’s  Bureau  at  Washington  is  speci- 
fically inhibited  from  interference  with  selection 
of  personnel,  tenure  of  office,  and  compensation. 
All  this  responsibility  rests  with  the  State  Health 
Agencv.  The  Children's  Bureau  offers  consulta- 
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tive  advice.  Our  committee  is  to  be  instrumental 
in  helping  Dr.  Bartholomew  get  this  maternal 
and  child  health  program  started. 

It  is  agreed  that  medical  men  taking  part  in 
the  program  should  he  paid  for  their  services. 

It  was  immediately  realized  that  this  work  was 
in  a pioneer  field  so  that  the  committee  borrowed 
freely  from  programs  of  other  states  where  this 
type  of  work  had  already  been  started. 

PROPOSED  OBJECTIVES 

1.  That  the  State  be  divided  into  Councilor 
Districts  or  territorial  units,  for  the  purpose  of 
unified  investigations  and  approaches. 

2.  That  the  President  of  the  Association  ap- 
point a special  assistant  from  the  respective  Coun- 
cilor Districts  who  is  interested  in  obstetrical  or 
pediatric  problems  in  order  to  further  any  pro- 
gram or  schedule. 

3.  That  postgraduate  work  in  the  form  of 
“refresher  courses’’  in  obstetrics  and  pediatrics 
he  made  available  to  any  locality  in  the  state,  the 
men  participating  in  the  lecture  work,  to  he  paid 
for  their  services. 

-1.  That  the  Maternal  Welfare  Committee 
should  select  one  nationally  known  speaker  for 
each  annual  meeting  of  the  association. 

5.  That  there  be  an  annual  award,  nominal 
in  monetary  value,  for  the  best  article  appearing 
in  The  Nebraska  State  Medical  Journal  along  the 
lines  of  maternal  mortality  during  the  year. 

G.  That  influence  be  established  and  popu- 
larized to  promote  the  universal  application  of 
the  Wassermann  test  on  all  expectant  mothers. 

7.  That  the  State  Board  of  Health  be  kind 
enough  to  furnish  the  Maternal  Welfare  Com- 
mittee a duplicate  report  of  all  maternal  deaths 
oceurrring  in  the  State  each  month — for  purpose 
of  collecting  data  desired. 

8.  That  changes  in  the  birth  certificate  be 
accepted  by  the  State  Board  of  Health  incor- 
porating information  concerning  operative  de- 
liveries, Caesareans,  forceps,  etc. 

9.  That  the  Maternal  Welfare  Committee  co- 
operate in  so  far  as  possible  with  the  American 
Welfare  Committee,  Incorporated,  in  order  to 
emphasize  the  significance  of  maternal  mortality. 

10.  That  we  assist  the  Children’s  Bureau  in 
the  special  study  of  still  births. 

OUTLINE  FOR  SUBJECTS  FOR  FIELD  WORKERS 
IN  OBSTETRICS— SCIENTIFIC  PROGRAM 

1.  The  Mechanism  and  Management  of  Normal 
Labor. 

2.  The  Toxemias  of  Pregnancy. 

3.  The  Usual  Complications  of  Pregnancy,  with 


Special  Reference  to  Pneumonia  and  Intercurrent  In- 
fections. 

4.  Syphilis  and  Pregnancy. 

5.  The  Management  of  Normal  Pregnancy. 

6.  The  Minor  Ailments  of  Pregnancy  and  Prenatal 
Care. 

7.  Abortion,  Miscarriage  and  Premature  Labor. 

8.  Hemorrhage,  Both  Antepartum  and  Postpartum. 

9.  Pelvic  Measurements. 

10.  The  Value  of  a Complete  Physical  Examination 
Early  in  Pregnancy. 

11.  Breech  Presentation  and  the  Method  of  Its 
Management,  with  Special  References  to  Its  Early 
Diagnosis  in  Labor. 

12.  Forceps,  Versions  and  Episiotomies. 

13.  The  Management  of  Occipito-posterior  Posi- 
tions. 

14.  Puerperal  Sepsis  with  Special  Reference  to 
Contaminations  by  the  Attendants  as  Well  as  Ex- 
acerbations of  Patient’s  Own  Infection. 

15.  Caesarean  Section  with  Special  Reference  to 
the  Obstetrical  Indication,  as  Well  as  the  Surgical 
Facilities  at  Hand. 

16.  Hemorrhage  and  Discharge  in  the  Non-Preg- 
nant. 

OUTLINE  FOR  SUBJECTS  FOR  FIELD  WORKERS 
IN  PEDIATRICS— SCIENTIFIC  PROGRAM 

1.  Nutrition  and  Care  of  the  Newborn. 

2.  Management  of  the  Premature. 

3.  Feeding  of  the  Normal  Baby. 

4.  Management  of  Diarrhoea. 

5.  Treatment  of  Pneumonia. 

6.  Immunizations,  Including  Schick  Test. 

7.  Tuberculosis  in  Childhood,  Including  Skin  Test- 
ing. 

8.  The  Rheumatic  Child. 

9.  The  Nervous  Child,  Behavior  Problems,  etc.,  In- 
cluding Enuresis. 

10.  The  Underweight  and  Overweight  Child,  Man- 
agement of  Anorexia,  etc. 

STATE  PLANS  FOR  MATERNAL  AND  CHILD 
HEALTH  SERVICE  THUS  FAR  DEVELOPED 
UNDER  THE  SOCIAL  SECURITY  ACT 
BY  21  STATES 

All  the  States  have  taken  advantage  of  the 
federal  offer  and  embarked  upon  an  expanded 
maternal  and  child  health  program. 

In  many  states  the  directors  of  these  bureaus 
are  pediatricians  or  obstetricians.  Local  plans  will 
be  made  and  carried  out  under  a medical  director, 
where  possible,  under  pediatricians  and  obstetri- 
cians. Local  practicing  physicians  may  be  em- 
ployed for  part-time  service  is  funds  permit. 

More  than  21  states  are  planning  service  to 
physicians  through  institutes,  refresher  courses, 
and  other  means  of  keeping  them  abreast  of  the 
latest  medical  knowledge  of  obstetrics  and  pedia- 
trics. 

The  grants  under  the  Social  Security  Act 
cover  maternal  and  child  health,  accordingly, 
state  plans  cover  maternal,  infant,  preschool,  and 
school  hygiene  and  may  include  work  with  chil- 
dren leaving  school  for  industry.  Under  the  act 
special  emphasis  must  be  given  to  rural  areas. 

All  state  plans  have  one  or  more  similar  fea- 
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tures  aimed  primarily  at  the  education  of  doc- 
tors, nurses,  parents,  and  children  in  the  care  of 
the  health  of  the  mother  and  child.  Hence  in 
the  program,  could  be  included,  education  for 
mother's  clubs,  parent-teacher's  association,  prep- 
aration and  distribution  of  literature,  a demon- 
stration program  in  setting  up  classes  in  prenatal 
care,  infant  welfare  station,  and  pre-school  con- 
ferences, a monthly  bulletin  on  maternal  and 
child  health,  consultation  services  to  districts  on 
maternal  and  child  hygiene,  investigations  of  ma- 
ternal death  and  infants  mortality. 

This  work  to  be  done  must  be  mapped  out  by 
the  Director  of  the  State  Division  of  Maternal 
and  Child  Health  according  to  the  desires  and 
demands  of  the  areas  to  be  served. 

It  is  felt  that  the  medical  profession  should  be 
kept  constantly  advised  of  the  progress  and  de- 
velopment of  these  activities  through  the  medical 
press. 

This  preliminary  report  is  therefore  submitted. 


MEDICAL  SERVICE  TO  RELIEF  CLIENTS 

The  physicians  of  Douglas  county  are  again 
confronted  with  the  problem  of  medical  care  to 
the  needy.  Prior  to  the  time  when  FERA  funds 
were  available  for  medical  relief  we  called  atten- 
tion repeatedly  to  the  inadequacies  of  existing 
medical  facilities  to  county  patients,  granting  even 
that  some  improvement  in  the  medical  service  was 
attained  with  the  change  to  the  present  part-time 
county  physician  personnel.  With  the  advent  of 
Federal  funds,  meager  as  they  were  the  situation 
was  relieved : Patients  were  afforded  private  care 
at  fees  which  involved  no  expense  burden  to  the 
doctors  of  their  choice.  In  February  when  Fed- 
eral relief  was  discontinued  our  Medical  Eco- 
nomics Committee  suggested  to  the  Board  of 
County  Commissioners  a workable  plan  whereby 
medical  care  might  be  continued  through  a per- 
centile allotment  of  available  relief  money  in 
Douglas  county,  on  a basis  similar  to  the  agree- 
ment between  the  supervisors  of  Pottawattamie 
county  and  the  medical  society  of  that  county.  The 
plan  thus  submitted  appeared  favorable  to  our 
commissioners  but  no  action  was  taken  to  put  the 
plan  into  effect. 

Tn  April  formal  request  was  made  by  the  coun- 
ty commissioners  that  the  society  undertake  to 
supply  free  medical  care  to  relief  clients  until 
such  a time  as  adequate  county  funds  became 
available,  whereupon  some  fee  bases  plan  may  be 
adopted.  The  Executive  council  wisely  declined 
to  accept  this  resolution,  indefinite  as  it  was  in 
terminology  and  scope.  (Cf.  page  6). 


Cessation  of  out-call  service  in  the  free  dis- 
pensary during  the  summer  months  brought  about 
an  unprecedented  situation.  With  a heavy  relief 
load  and  practically  no  funds  for  its  support  the 
medical  problem  assumes  most  serious  propor- 
tions. Physicians  individually  will  undoubtedly, 
and  to  the  best  of  their  ability,  respond  to  calls 
of  dire  distress  from  poor  patients — whether  the 
cases  belong  to  the  county  or  the  city.  Yet  no 
fair-minded  citizen  can  expect  the  physician  to 
carry  the  entire  load  of  the  poor  without  proper 
delegation  of  authority  and  provision  of  funds,  at 
least  for  adequate  administrative  expense. 

It  is  high  time  for  governmental  bodies  and  the 
public  at  large  to  realize  that  health  and  medical 
care  must  be  divorced  from  politics.  Life  is  too 
dear  and  health  too  valuable  to  allow  petty  politi- 
cal trafficking  in  these  commodities. 

We  suggest,  in  fairness  to  all,  that  city  and 
county  officials  stop  dilly-dallying  with  the  medi- 
cal problems  of  the  poor  and  take  immediate 
steps  for  an  organization  capable  of  functioning 
without  buck  passing.  The  plan  suggested  by 
the  medical  society  can  be  put  into  effect  as  soon 
as  those  in  power  see  fit  to  accept  it.  Neither 
the  society  nor  its  constituent  members  are  seek- 
ing a profit  out  of  this  proposed  arrangement. 
It  is  merely  an  expression  of  willingness  to  help 
supply  needed  medical  care  promptly  and  effi- 
ciently to  patients  on  relief. 

— H.  M.  Jahr,  in  The  Bulletin  for  June. 


FIFTY  YEARS  OF  MEDICINE  FOR 
DR.  EDWARD  B.  STEWART 

Dr.  Edward  B.  Stewart,  Blair,  Nebr.,  was 
honored  by  the  medical  fraternity  of  Burt,  Dodge 
and  Washington  counties  at  the  monthly  meet- 
ing at  Tekamah  in  June  for  having  been  in  the 
practice  of  medicine  for  fifty  years. 

Edward  B.  Stewart  was  born  at  Center  Line, 
Pa.,  in  1862.  He  grew  up  a farm  boy  in  Illinois 
and  Missouri,  attended  the  State  Normal  school 
at  Normal,  111.;  taught  several  years;  began  his 
study  of  medicine  under  a preceptor,  teaching 
meanwhile ; entered  the  Missouri  Medical  Col- 
lege, St.  Louis,  in  the  fall  of  1885 ; the  following 
spring  at  the  suggestion  of  his  preceptor,  he  went 
to  Michigan  Valley,  Kansas,  to  locate.  “Pony, 
saddle,  bridle  and  saddle  bags  and  as  bold  a front 
as  I could  muster  and  caused  some  of  the  Kan- 
sans to  think  I was  a doctor.”  Returning  to  medi- 
cal school  November  1st,  he  succeeded  in  passing 
the  examinations  and  was  graduated  from  Mis- 
souri Medical  College  in  the  spring  of  188?. 

His  first  location  was  Linwood,  Nebr.,  where 
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he  remained  four  years,  thereafter  locating  at 
Blair  where  he  now  resides.  The  doctor  has 
been  married  forty-five  years. 

Dr.  and  Mrs.  Stewart  have  one  daughter  and 
four  sons. 


MEDICO-LEGAL 

TRAUMATIC  PEPTIC  ULCER 

Most  chronic  peptic  ulcers  are  unrelated  to 
trauma.  This  is  so  generally  known  that  one 
may  fail  to  weigh  all  evidence  in  a given  case 
and  deny  that  trauma  may  cause  the  condition. 
Yet  evidence  is  accumulating  which  indicates  that 
exceptional  ulcers  are  due  principally  to  external 
or  internal  trauma,  although  other  causative  fac- 
tors are  probably  present. 

The  ulcers  following  external  violence  to  the 
epigastrium  have  fairly  common  clinical  findings. 
The  trauma  is  followed  promptly  by  pain  and 
hemorrhage  and  gradually  the  symptoms  of  ulcer 
develop. 

If  examined  within  two  weeks  of  the  injury 
the  lesion  differs  from  the  classic  ulcer  in  that 
its  margins  are  notched,  irregular  and  under- 
mined and  the  site  is  unusual.  Later  the  lesion 
is  so  like  the  usual  chronic  ulcer  that  only  if  it  is 
found  in  a long  scar  can  one  say  definitely  that 
it  is  traumatic. 

Chronic  internal  trauma  may  also  produce  pep- 
tic ulcer.  The  most  important  cause  is  congen- 
ital diaphragmatic  hernia  through  the  esophageal 
hiatus,  with  ulceration  at  the  point  of  angulation. 
Foreign  bodies  in  the  stomach  may  produce  ulcer. 

The  medico-legal  aspects  of  this  subject  are 
becoming  more  important  because  of  the  rising- 
toll  of  auto  accidents,  with  frequent  claims  of 
gastrointestinal  disturbances  following  injuries 
real  or  alleged.  As  Eusterman  and  Mayo(1) 
point  out  in  a recent  article,  claimants  for  com- 
pensation following  external  trauma  must  satis- 
fy the  following  four  postulates  of  Lininger  and 
Molineous  before  their  claims  are  valid  : “1.  Proof 
must  be  given  of  the  absence  of  gastric  disease 
prior  to  the  accident.  2.  The  injury  must  have 
been  sufficiently  severe  to  cause  the  lesion  and 
the  trauma  must  be  localized  to  the  epigastrium. 
3.  The  symptoms  must  have  followed  the  injury 
immediately.  4.  There  must  be  continuation  of 
symptoms  and  signs  that  point  to  gastric  or  duo- 
denal ulcer." 

— B.  Carl  Russum,  Omaha. 
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A 1,200,000  volt  x-ray  plant  is  under  construc- 
tion in  St.  Paul,  Minn. 

The  Kansas  City  Annual  Fall  Clinical  Confer- 
ence will  be  held  October  5-8. 

The  total  number  of  births  in  Nebraska  for 
1935  (exclusive  of  stillbirths)  was  23,326. 

Troglodytes  are  a people  who  live  under 
ground  in  tropical  and  desert  areas : this  editorial 
family  has  eked  out  an  existence  in  the  basement 
of  the  home  for  the  past  month. 

We  have  been  told  that  the  new  Food  and 
Drug  bill  before  the  recent  congress,  suffered 
emasculation  to  the  extent  that  it  was  well  that 
it  died  in  the  last  rush  before  adjournment  of 
congress. 

The  Lexington  Community  hospital  was  for- 
mally opened  to  the  public  July  12.  It  was  built 
by  the  community,  with  the  fullest  cooperation  of 
the  medical  profession  of  Lexington  and  will  be 
administered  by  a joint  board. 

The  year  Koch  announced  the  discovery  of  the 
tubercle  bacillus,  1882,  Forlanini  published  his 
first  paper  on  pneumothorax.  Yet  only  during 
the  last  decade  has  collapse  therapy  become  ac- 
cepted practice  in  this  country. 

The  Platte  county  supervisors'  plan  to  finance 
medical  relief  by  employing  two  county  physi- 
cians at  $150  per  month  and  mileage  has  run 
against  an  injunction,  as  being  against  existing 
state  law.  The  courts  will  decide. 

Special  attention  is  called  to  the  two  communi- 
cations in  this  number  under  “Special  Articles” 
as  they  refer  to  a form  of  regimentation  proposed 
in  this  state  and  properly  squelched  by  the  at- 
torney general’s  opinion  herein  published. 

Announcement  is  made  of  the  15th  annual 
clinical  and  scientific  session  of  the  American 
Congress  of  Physical  Therapy,  September  7,  8,  9, 
10  and  11.  at  The  Waldorf-Astoria.  New  York 
City.  The  program  includes  many  special  fea- 
tures. 

Nineteen  years  after  deciding  that  he  wanted 
to  be  a doctor  Howard  Granden  was  graduated 
from  the  Nebraska  University  College  of  Medi- 
cine at  forty-two.  And  still  some  people  say  it 
can't  be  done.  With  determination  and  brains 
most  anything  can  be  done. 

The  grave  of  the  late  Dr.  Alphonso  Young, 
pioneer  physician  in  the  Nehawka  community 
who  in  1864  was  found  dead  in  his  sleigh,  was 
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the  scene  and  occasion  of  a Masonic  memorial 
service  in  mid-June.  Dr.  George  H.  Gilmore, 
Murray,  gave  the  memorial  address. 

Dr.  Charles  Gordon  Heydt,  New  York  City, 
who  was  elected  vice  president-elect  and  who  be- 
came acting  president  at  once  because  of  the  in- 
capacity of  President  Mason,  following  the  death 
of  President  Mason,  has  now  succeeded  to  the 
presidency  of  the  American  Medical  Association. 

Since  the  first  of  the  current  year  we  have 
been  publishing  a series  of  articles  on  medico- 
legal matters  and  we  have  reason  to  believe  they 
were  much  appreciated.  Another  series  by  a 
different  author  on  another  phase  of  medico- 
legal matters  will  appear  in  this  and  succeeding 
numbers. 

It  is  well  said  that  politics  and  religion  do  not 
mix  and  especially  in  a medical  journal;  but — if 
we  believe  that  the  Good  Lord  attended  to  all  the 
details  of  life  on  this  earth,  we  would  believe  that 
the  present  drouth  visitation  was  in  punishment 
of  the  New  Dealers  for  crop  restriction  and  kill- 
ing the  little  pigs. 

The  severe  irritation  in  infants  caused  by  free 
ammonia  in  diapers  is  tine  to  ammonium  com- 
pounds in  the  urine,  which  are  released  by  alkali 
in  the  diaper,  derived  from  soap,  lye,  the  stool,  or 
lime.  Prevention  of  this  condition  is,  therefore, 
not  so  much  a matter  of  diet  as  of  proper  rinsing 
of  the  diaper  to  remove  all  alkali  from  it,  says 
Rhame  in  /.  So.  Car.  Med.  Assn.,  June.  1936. 

The  Chamber  of  Commerce  of  Wahoo  recently 
held  a Doctors’  Night  honoring  two  neighbor- 
hood physicians  who  had  been  in  practice  fifty 
years.  The  physicians  so  honored  were  Dr. 
Charles  F.  Kirkpatrick  of  Ashland  and  Dr.  A.  E. 
Stewart  of  Cedar  Bluff.  President  George  W. 
Covey  delivered  the  eulogy.  Dr.  Donald  J.  Wil- 
son of  Omaha,  spoke  on  the  "Big  Little  Things 
of  Life." 

Public  service  has  great  appeal  to  many  peo- 
ple, but  it  also  has  its  qualms.  Recently  in  this 
state  a county  physician  was  replaced  because  he 
asked,  in  addition  to  his  regular  salary  of  fifty 
dollars  monthly,  a stipend  for  operations  per- 
formed in  line  of  duty.  In  his  place  the  authori- 
ties appointed  another  man,  gave  him  fifty  dol- 
lars a month — and  not  to  exceed  $1,200  for  sur- 
gical operations  and  traveling  expenses.  This  is 
punishing  the  man  who  asked  and  rewarding 
another. 

A confrere  reared  in  upper  Canada  once  told 
us  that  at  the  funeral  of  a patient  in  his  Canadian 
community  it  was  the  custom  for  the  physician 


who  had  been  in  attendance  on  the  deceased  to 
lead  the  funeral  procession.  Along  comes  the 
Journal  of  the  Medical  Society  of  New  Jersey 
with  the  statement  in  the  editorial  columns  of  the 
June  number  that  as  late  as  1882  in  a New  Jer- 
sey county,  a physician  brought  charges  against 
a confrere  used  as  consultant  in  a case,  who  at 
the  funeral  of  the  patient  claimed  precedence 
over  the  family  doctor. 

Mr.  John  Glossinger,  vice  president  of  the 
Kny-Scherer  Corporation,  likes  to  revel  in  sta- 
tistics. Here  is  another  one  of  his  output:  In 
1930  there  were  in  the  United  States  23,352,990 
intact  marriages,  that  is,  marriages  untouched  by 
death  or  divorce.  The  largest  category — almost 
a third  of  all — was  the  group  of  7,447,328  fami- 
lies who  are  childless.  One-child  families  num- 
bered 5,254,863 ; families  with  two  children,  4,- 
246,459 ; those  with  three  children,  2,650,730 ; 
and  those  with  four  or  more  children,  3,753,610. 
There  were  fewer  children  in  city  families  than 
in  rural  families. 

Poor  boy  medics.  What  chance  do  they  have 
against  a lone  girl  medic  who  carries  away  all 
scholastic  honors.  We  quote:  The  only  girl  in 
the  senior  class  of  Nebraska  university  college 
of  medicine,  Alice  Hildebrand,  22,  of  5014  Web- 
ster St.,  was  graduated  last  week  with  the  high- 
est average  in  the  class  of  70.  Miss  Hildebrand, 
who  is  five  feet  two  inches,  frequently  has  per- 
formed operations  standing  on  a stool.  “Any 
girl  who  can  stand  the  competition  of  men  medi- 
cal students  for  four  years  and  come  out  ahead 
certainly  deserves  commendation,”  said  Dr.  C.  W. 
M.  Poynter,  the  dean. 


SPECIAL  ARTICLES 
FEE  TEMPTATION  FOR  NEBRASKA 
SURGEONS 

The  following  copy  of  an  agreement  is  the 
contract  being  presented  to  certain  surgeons  of 
the  Nebraska  State  Medical  Association  by  an 
insurance  company  incorporated  in  the  State  of 
Nebraska : 

“This  agreement  entered  into  by  and  between  the 

Company,  a corporation  of  Lincoln, 

Nebraska,  hereinafter  called  the  Company,  party  of 

the  first  part  and , of , 

hereinafter  called  the  Surgeon,  party  of  the  second 
part,  WITNESSETH: 

“The  Company  has  this  day  appointed  the  Sur- 
geon, one  of  its  regularly  appointed  surgeons  for  the 
purpose  of  rendering  service  to  policyholders  of  the 
Company  in  accordance  with  the  terms  of  policy  con- 
tracts issued  by  the  Insurance  Company 

providing  for  the  payment  of  surgeons  fees  payable 
to  one  of  the  Company’s  regularly  appointed  sur- 
geons and  subject  to  all  provisions  of  said  policy  con- 
tracts. 
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‘‘Said  appointment  to  continue  until  terminated  by 
the  agreement  of  the  parties  or  by  a thirty  days’ 
notice  in  writing  given  by  either  party  to  the  other. 

“The  Surgeon  agrees  to  perform  such  services  as 
may  be  required  by  the  policyholders  of  said  Com- 
pany for  a compensation  not  exceeding  the  fees 
named  for  each  of  the  operations  set  forth  in  the 
schedule,  herewith  attached,  marked  as  Exhibit  “A” 
and  made  a part  hereof. 

“In  witness  hereof  both  parties  hereunto  set  their 

hands  this day  of 1936.” 

(Signatures). 

When  the  above  contract  was  presented  to  the 
writer  for  his  consideration,  a close  examination 
was  made  of  the  contract,  of  Exhibit  “A”,  the 
fee  schedule,  and  also  the  policy  used  under  the 
above  contract.  The  fee  schedule,  or  Exihibit 
“A”,  is  as  follows : 

EXHIBIT  “A” 

Charges  for  services  rendered: 

For  any  one  of  the  following  operations  or  reduc- 
tions of  fractures  or  dislocations  the  fee  below  will  be 
paid.  If  two  or  more  operations  or  reduction  of  frac- 
tures or  dislocations  are  done  at  the  same  time  only 


the  higher  fee  for  one  will  be  paid. 

Abdominal  operations  for: 

Removal  of  appendix $50.00 

Draining  of  appendiceal  abscess 50.00 

Ulcer  of  stomach 75.00 

Ulcer  of  duodenum 75.00 

Removal  of  gall  bladder 75.00 

Removal  of  gall  stones  from  gall  bladder 75.00 

Removal  of  gall  stones  from  duct 75.00 

Cutting  operation  for  treatment  of  gall  bladder  75.00 
Cutting  operation  for  treatment  of  injury 

to  liver  75.00 

Removal  of  kidney 75.00 

Removal  of  kidney  stones 75.00 

Intestinal  hernia  caused  by  injury 50.00 

Amputation  of: 

Thigh  $50.00 

Leg  50.00 

Foot  at  or  above  ankle  joint 50.00 

Upper  arm  50.00 

Forearm  50.00 

Hand  at  or  above  wrist  joint 50.00 

Fractures  of:  (Complete  reduction) 

Thigh  $75.00 

Leg,  both  bones 35.00 

Upper  arm  35.00 

Forearm,  both  bones 35.00 

Surgical  operation  for  fractured  vertebra 75.00 

Skull  requiring  cutting  into  cranial  cavity 75.00 

Dislocations  of:  (Complete  reduction) 

Hip  $25.00 

Knee  25.00 

Shoulder  25.00 

Elbow  25.00 


An  examination  of  the  wording  of  the  insur- 
ance policy  clause  referring  to  surgical  attention 
provided  by  the  company  leaves  a very  definite 
inference  that  the  surgical  care  is  quite  general. 
The  agent  explains  that  he  tells  the  insurance 
policyholder  that  this  surgical  service  is  limited 
in  extent,  but  the  policy  does  not  so  state.  For 
example,  nothing  will  be  paid  by  the  insurance 
company  for  x-ray  study  in  the  case  of  any  frac- 
ture. 


The  writer  would  like  to  call  to  the  attention 
of  the  members  of  the  State  Association,  several 
features  of  this  contract.  Any  surgeon  signing 
this  contract  might  find  himself  with  the  respon- 
sibility of  removing  a stone  from  the  common 
duct  or  removing  a kidney,  for  the  sum  of 
$75.00.  Worse  still,  this  same  surgeon  might  be 
called  upon  to  treat  the  victim  of  a modern  auto- 
mobile accident,  with  multiple  fractures,  includ- 
ing perhaps  both  bones  of  two  or  more  extremi- 
ties. Any  one  or  more  of  these  fractures  might 
be  compound.  Please  notice  that  the  maximum 
fee  which  he  could  collect  for  the  care  of  this 
patient  is  $35.00. 

The  insurance  representative  has  his  sales  talk 
of  his  ability  to  send  work  directly  and  more 
work  indirectly,  through  his  influences.  Surely, 
if  we  are  to  avoid  undesirable  socialization  in- 
fluences upon  the  practice  of  surgery  and  medi- 
cine in  our  state,  such  snares  and  delusions  of  this 
type  should  be  recognized  and  declined. 

I have  saved  the  worst  until  the  last.  The 
shocking  thing  about  this  proposition  as  presented 
to  the  writer,  was  the  list  of  Nebraska  surgeons 
whom  the  agent  stoutly  maintained  had  signed 
this  contract.  I can  hardly  believe  that  some  of 
the  names  I saw’  there  have  yielded  to  this  temp- 
tation. 

I am  submitting  these  facts  under  this  head- 
ing, to  our  editor,  believing  that  it  may  serve  as 
a caution  and  more  thoughtful  consideration  on 
the  part  of  those  tempted. 

- — J.  Stanley  Welch,  Lincoln. 


THE  ATTORNEY  GENERAL’S  OFFICE 
FROWNS  ON  “SURGEONS’  COM- 
PENSATION CONTRACT” 

July  9,  1936. 

Honorable  C.  Smrha, 

Director  of  Insurance, 

Building. 

Dear  Sir : 

We  are  advised  that  you  have  approved  an  in- 
surance contract  described  by  the  company  issu- 
ing the  same  as  “Surgeons’  Compensation  Con- 
tract'’ which  contract  is  issued  upon  the  payment 
of  an  $S.()0  per  annum  premium  made  by  appli- 
cants approved  by  the  company.  This  policy  pro- 
vides in  part  as  follows  : 

“SURGICAL  BENEFITS” 

“Section  1.  If  the  insured  shall  require  any  one  of 
the  following  operations  and  for  which  a Surgeon's  fee 
is  payable  under  the  terms  of  this  policy,  the  Com- 
pany will  pay  the  Surgeon's  fee,  direct  to  said  Sur- 
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geon,  provided  the  insured  places  himself  or  herself 
under  the  care  of  one  of  the  company’s  regularly  ap- 
pointed Surgeons.” 

Insofar  as  the  same  is  applicable  hereto,  Sec- 
tion T 1-201,  C.  S.  Supp.  of  Nebraska,  1935,  pro- 
vides as  follows : 

“No  person  shall  engage  in  the  practice  of  medicine 
and  surgery,  * * * unless  he  shall  have  obtained  from 
the  Department  a license  for  that  purpose.” 

By  virtue  of  the  provisions  of  our  statute,  no 
person  is  now  permitted  to  practice  medicine  and 
surgery  unless  and  until  he  has  fully  completed 
the  educational  and  other  requirements  of  our 
statute.  The  purpose  of  the  statute  is  perfectly 
obvious,  so  it  will  not  be  further  discussed  by  us. 

We  believe  further  it  is  perfectly  obvious  that 
a corporation  is  not  a real  person  so  as  to  meet 
the  statutory  requirements  of  education  and  quali- 
fications as  to  fitness.  Therefore,  the  right  to 
practice  medicine  and  surgery  is  a personal  one 
confined  to  real  persons. 

The  question  presented  is  whether  an  insur- 
ance corporation  is  practicing  medicine  and  surg- 
ery when  they  offer  for  sale  and  do  sell  a con- 
tract containing  the  provision  as  herein  set  out. 

The  laws  relative  to  the  licensing  of  any  of 
the  other  professions,  such  as  law,  dentistry,  or 
optometry,  are  similar  to  the  laws  relative  to  the 
licensing  of  medicine  and  surgery.  Our  courts 
have  almost  unanimously  held  that  a corporation 
is  guilty  of  practicing  law  if  it  employes  a lawyer 
who  acts  for  others  and  turns  the  fees  received 
by  him  into  the  corporation.  One  of  the  numer- 
ous court  decisions  so  holding  is  In  re  Otterness, 
181  Minn.  254,  232  N.  W.  318,  73  A.  L.  R.  1319, 
wherein  that  court  said : 

“Corporations  cannot  practice  law  by  hiring  attor- 
ney to  conduct  general  law  practice  for  others  for  pay 
under  agreement  whereby  fees  received  become  in- 
come of  corporation.” 

The  majority  of  our  courts  have  held  that  a 
corporation  which  hires  a registered  optometrist 
to  conduct  an  optometry  department  for  them,  is 
practicing  optometry.  One  of  the  more  recent 
decisions  on  this  question  is  Stern  v.  Flynn,  278 
X.  Y.  S.  598,  154  Misc.  609. 

In  an  action  presenting  a question  almost  iden- 
tical to  the  one  under  consideration  herein,  the 
Supreme  Court  of  California  handed  down  a de- 
cision on  December  12,  1935,  in  the  case  of  Pa- 
cific Employers  Insurance  Co.  v.  Carpenter,  52 
P.  (2d)  992.  The  contract  of  insurance  under 
discussion  in  that  cause  was  in  substance  and  ef- 
fect the  same  as  the  provision  first  referred  to 
herein.  The  California  court  said: 


“Proposed  ‘medical  service  policy,’  providing  that 
insurer  would  furnish,  in  consideration  of  premiums 
paid  'by  insured,  services  of  doctors  and  dentists  who 
were  to  be  appointed  or  employed  by  insurer  for  pur- 
poses of  furnishing  such  services,  held  invalid,  since 
issuance  of  such  policies  would  result  in  insurer  en- 
gaging in  unlawful  practice  of  medicine  and  dentis- 
try.” 

In  view  of  the  decisions  of  our  courts  as  we 
have  found  them  to  be,  it  is  our  opinion  that  an 
insurance  company  or  corporation  issuing  a pol- 
icy agreeing  to  delegate  a surgeon  to  perform  a 
needed  surgical  operation  on  their  insured,  the 
company  to  pay  the  surgeon’s  fee,  is  guilty  of 
practicing  medicine  and  surgery  contrary  to  law. 

We  suggest  that  you  notify  all  companies  li- 
censed in  this  state,  whose  policies  are  as  set  out 
herein,  of  this  opinion  and  further  notify  them 
that  the  approval  heretofore  given  their  said  pol- 
i.w  is  now  withdrawn. 

Respectfully  submitted, 

Wm.  H.  Wright, 

Attorney  General. 

By  Paul  P.  Chaney, 

Asst.  Attorney  General. 


OBITUARY 

Herschel  B.  Cummins,  Seward,  Nebr.;  native  of 
Pennsylvania;  University  College  of  Medicine,  Eclec- 
tic, Lincoln,  1885;  in  practice  at  Seward  since  date 
of  graduation;  member  of  the  State  Board  of  Health 
several  times,  first  from  1897-1901  and  again  from 
1907  to  1915;  member  state  senate  several  times,  and 
recently,  in  1934,  member  of  the  house  of  representa- 
tives of  Nebraska;  sometime  Democratic  candidate 
for  the  lower  house  of  congress;  professor  of  physio- 
logy and  histology  of  Cotner  Medical  College  for 
seven  years;  some  time  president  of  the  Nebraska 
Eclectic  Medical  Society;  member,  Nebraska  State 
Medical  Association;  actively  interested  in  all  the 
civic  activities  of  his  community;  a man  of  fine 
character;  died  after  an  illness  of  one  year,  June  20, 
1936,  aged  about  seventy-seven  years. 

Two  sons  survive.  Mrs.  Cummins  died  in  1902. 

Frederick  A.  Edwards,  Omaha;  Medical  Faculty  of 
Trinity  University,  Toronto,  1901;  in  practice  in  Oma- 
ha 24  years;  died  after  a short  illness  of  appendicitis, 
July  6,  1936,  aged  sixty-four  years. 

A daughter  survives. 

John  P.  Sullivan,  Omaha;  native  Nebraskan-, 
Creighton  University  College  of  Medicine,  1916;  prac- 
titioner in  Omaha  since  graduation;  runner-up  can- 
didate for  Railway  Commissioner  at  the  1936  primar- 
ies; member,  Nebraska  State  Medical  Association; 
died  of  a sunstroke,  July  14,  1936,  aged  about  fifty- 
five  years. 

A widow,  Dr.  Kathleen  O’Conner  Sullivan,  and  a 
son  survive. 

Jerome  M.  Keys,  Omaha;  Eclectic  Medical  College, 
1882;  formerly  dean  of  Cotner  University,  Medical 
College,  Lincoln,  Nebr.;  for  forty-five  years  a resi- 
dent of  Omaha  and  most  of  that  time  in  practice; 
during  the  eighties  in  practice  at  Pawnee  City;  died, 


Volume  21 
Number  8 


TUBERCULOSIS  A BSTRA CT S 


317 


July  9,  1936,  following  a stroke  of  apoplexy,  aged  al- 
most eighty-six  years. 

Two  daughters  survive. 

Burton  J.  Dodge,  Alma,  Nebr.;  Keokuk,  Medical 
College,  1898;  practitioner  at  Stratton  and  Palisade, 
before  locating  at  Alma  about  twenty  years  ago;  died 
July  8,  1936,  aged  about  fifty-nine  years. 

Charles  M.  Headrick,  Plattsmouth,  Nebr.;  Masonic 
Home;  native  of  Bloomfield,  Iowa;  date  and  place 
of  graduation  unavailable,  but  attended  College  of 
Physicians  and  Surgeons,  Keokuk  and  Illinois  Col- 
lege of  Physicians  and  Surgeons;  practiced  succes- 
sively in  Ashland,  Tecumseh,  Lincoln  and  Omaha 
between  1880  to  1930;  said  to  have  been  a man  oi 
pleasant  disposition,  kind,  obliging  and  energetic; 
died  at  Masonic  Home,  after  a residence  there  of  six 
years,  June  4,  1936,  aged  about  eighty-four  years. 

A wife,  daughter  and  son  survive. 

Samuel  E.  Latta,  Stockton,  Calif.;  native  Nebrasan; 
Hush  Medical  College,  Chicago;  1884;  practitioner  at 
Palmyra  for  some  time  before  locating  at  Stockton, 
Calif.,  where  he  died  June  13,  1936,  aged  about 

seventy-four  years. 

A wife  and  five  children  survive. 

John  D.  Lichtenwal ner,  retired,  Omaha;  native  of 
Allentown,  Pa.;  University  of  Pennsylvania  School  of 
Medicine,  1882;  in  practice  at  Springfield,  Nebraska 
for  about  thirty  years  before  removing  to  Omaha: 
prominent  in  Masonry;  a man  of  noble  ideals  and 
generous  impuleses;  died  June  24,  1936,  aged  about 
seventy-six  years. 

A widow  and  two  sons  survive. 


TUBERCULOSIS  ABSTRACTS 

IMPORTANCE  OF  PNEUMOTHORAX  THERAPY 

Fever,  night  sweats,  loss  of  appetite,  malaise  and 
rapid  pulse  are  manifestations  of  toxemia.  Toxemia 
may  be  of  low  grade,  allowing  the  patient  to  enjoy 
relatively  good  health,  or  it  may  be  acute  and  ap- 
parently out  of  all  proportion  to  the  extent  of  the 
disease.  Toxemia  makes  the  patient  feel  ill  and 
favors  the  spread  of  the  tuberculosis  in  the  lungs. 
This  spread  results  in  more  toxemia.  To  effect  a 
cure  one  must  first  of  all  break  through  the  vicious 
cycle  and  reverse  the  trend.  Check  and  eliminate 
toxemia  and  the  appetite  improves,  the  fever  disap- 
pears and  there  is  gain  in  weight  and  strength.  This 
gives  an  opportunity  for  the  natural  healing  forces  to 
come  into  play  and  resolution  and  scar  of  the  pul- 
monary lesion  usually  follows. 

There  is  no  drug-  to  control  the  toxemia;  bed  rest 
is  not  sufficient,  in  many  cases  at  least,  to  rest  a 
tuberculous  lung.  Pneumothorax  collapses  the  dis- 
eased area  of  the  lung  andi  shuts  off  the  source  of 
the  toxemia.  For  this  reason  the  immediate  results 
of  pneumothorax  are  often  dramatic.  But  the  lung 
itself  is  still  diseased.  If  re-expansion  is  permitted 
before  healing  has  taken  place  all  clinical  symptoms 
of  active  tuberculosis  return. 

THE  TIME  FACTOR 

The  second  consideration  in  the  treatment  of  tuber- 
culosis is  the  factor  of  time.  Clinical  well  being  is  not 
synonymous  with  cure;  anatomic  improvement  often 
lags  far  behind  clinical  improvement  and  many  pa- 
tients will  not  remain  in  the  sanatorium  or  stay  in 
bed  for  the  time  required  to  obtain  a lasting  cure, 
particularly  if  they  begin  to  feel  well.  Collapse  therapy 
attacks  this  evil  at  its  source. 

When  therapeutic  pneumothorax  is  instituted  the 
lung  is  splinted  and  kept  at  rest  for  as  long  a period 


as  the  physician  may  desire,  two  years,  five  years  or 
for  the  rest  of  the  patient's  life  if  need  be.  With  the 
toxemia  controlled  and  the  patient  feeling  well  and 
able  to  work,  all  that  is  needed  to  keep  him  in  good 
health  is  to  maintain  the  pneumothorax  sufficiently 
long  to  permit  complete  healing  of  the  tuberculous 
lung.  Serial  X-ray  studies  are  evidence  of  the  re- 
markable healing  power  of  nature;  large  cavities  ant. 
massive  infiltrations  may  in  time  disappear  and  leave 
iittie  trace. 

From  three  to  five  years  or  more  is  necessary 
to  bring  about  a lasting  cure.  The  length  of  time 
pneumothorax  should  be  maintained  depends  upon 
the  extent  and  severity  of  the  disease  at  the  time 
treatment  was  instituted.  There  is  no  fixed  rule; 
if  a general  rule  may  be  ventured  it  would  be  to  con- 
tinue pneumothorax  for  at  least  a year  after  X-ray 
evidence  indicates  complete  healing. 

SOCIAL  AND  ECONOMIC  CONSIDERATIONS 

The  third  important  consideration  in  the  treatment 
of  tuberculosis  is  the  proper  management  of  the  un- 
derlying social  and  economic  problems.  The  tuber- 
culous person  who  must  depend  upon  his  daily  earn- 
ings or  who  carries  a heavy  financial  burden  finds  it 
difficult  to  solve  his  economic  problems.  Long  sana- 
torium care  is  a luxury  many  cannot  afford.  Pneumo- 
thorax therapy  in  many  instances  eliminates  the  nec- 
essity for  long  continued  sanatorium  care  for  it  can 
be  safely  instituted  at  home  or  in  a local  hospital. 
More  and  more  specialists,  particularly  in  the  larger 
cities  treat  their  patients  at  home  with  collapse 
therapy  instead  of  sending  them  away.  In  favorable 
cases  (which  constitute  about  50  per  cent)  the  pa- 
tient may  return  to  work  in  from  one  to  three  months 
after  pneumothorax  has  been  instituted.  The  ambu- 
latory pneumothorax  clinic  at  the  Henry  Phipps  In- 
stitute, organized  in  1931  in  the  heart  of  the  slum 
district  of  Philadelphia,  where  poverty  and  bad  hy- 
gienic conditions  are  common,  treats  about  fifty  pa- 
tients a morning  with  results  that  compare  favorably 
with  similar  groups  of  patients  treated  in  well  regu- 
lated sanatoriums.  The  field  pneumothorax  clinic 
of  the  Chicago  Municipal  Tuberculosis  Sanitarium 
and  similar  clinics  in  other  metropolitan  centers  re- 
port similar  results.  The  economic  and  health  value 
of  such  a plan  to  the  community  is  obvious. 

PNEUMOTHORAX  PREVENTS  SPREAD 
The  public  health  aspects  of  tuberculosis,  another 
consideration,  must  never  be  overlooked.  In  a sense 
the  physician  who  undertakes  the  treatment  of  the 
tuberculosis  patient  becomes  the  public  health  offi- 
cer responsible  for  the  welfare  of  the  entire  family 
and  indirectly  of  the  community.  He  must  be  on  the 
lookout  for  sputum  containing  tubercle  bacilli.  Edu- 
cation of  the  patient  and  his  family  is  a help  in  pre- 
venting the  transmission  of  tubercle  bacilli,  but  more 
effective  is  it  to  render  positive  sputum  negative. 
When  the  diseased  lung  is  satisfactorily  collapsed 
tubercle  bacilli  almost  invariably  disappear  from  the 
sputum.  A relatively  simple  procedure,  pneumotho- 
rax, is  therefore  one  of  the  most  powerful  weapons 
in  the  control  of  tuberculosis. 

IMPROVED  TECHNIC 

Better  understanding  of  pneumothorax  and  im- 
provement in  technic  have  contributed  to  the  popu- 
larity of  pneumothorax.  Complete  collapse  of  the 
lung  such  as  Forlanini  envisioned  is  not  necessary. 
All  that  is  necessary  is  collapse  of  the  diseased  part 
which  places  little  or  no  strain  on  the  contralateral 
lung.  Selective  collapse  also  makes  possible,  bilateral 
collapse,  which  widens  the  indications  for  pneumotho- 
rax. There  are  many  institutions  today  in  which 
pneumothorax  is  applied  to  75  per  cent  or  more  of 
the  tuberculous  patients  in  marked  contrast  to  the 
usual  5 to  10  per  cent  of  a decade  ago. 
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CONTRAINDICATIONS 

The  author  then  discusses  indications  and  contrain- 
dications  for  pneumothorax  treatment  followed  1 y 
brief  descriptions  of  complications,  the  disadvantages 
of  which  are  balanced  against  complications  of  pas- 
sive treatment,  leading  to  the  conclusion  that: 

“Pneumothorax  therapy  has  its  dangers  and  com- 
plications, but  they  can  be  overemphasized.  By  am 
large  they  are  not  more  serious  than  the  complica- 
tions of  passive  treatment,  and  their  frequency  and 
severity  can  be  materially  reduced  by  proper  technic 
and  management.” 

The  Increasing  Importance  of  Pneumothorax 
Therapy  in  Pulmonary  Tuberculosis,  J.  W.  Cutler, 
M.  D.,  Jour,  of  Am.  Med.  Assn.,  April  18,  1936. 


RESOLUTION  ADOPTED  BY  THE  JOINT  COM- 
MITTEE ON  HEALTH  PROBLEMS  IN  EDU- 
CATION OF  THE  NATIONAL  EDUCATION 
ASSOCIATION  AND  THE  AMERICAN 
MEDICAL  ASSOCIATION 
JUNE,  1936 

Moved  by  Bauer,  seconded  by  Leland: 

Whereas,  at  the  annual  meeting  of  the  Joint  Com- 
mittee on  Health  Problems  in  Education  of  the  Na- 
tional Education  Association  and  the  American  Medi- 
cal Association  held  at  St.  Louis,  Mo.,  February  25, 
1936,  a presentation  was  made  by  Major  Joel  I.  Con- 
nolly. of  the  Chicago  Board  of  Health,  relating  to  pos- 
sible health  hazards  in  apparently  modern  plumbing 
installations  in  public  buildings,  and 

Whereas,  it  was  manifest  in  the  said  presentation 
that  plumbing  fixtures  which  have  been  generally  re- 
garded as  safe  and  sanitary  in  design  may  in  fact 
constitute  a real  and  serious  health  hazard  by  reason 
of  the  danger  of  back  siphonage  and  contamination 
of  water  supply  mains,  and 

Whereas,  the  probability  exists  that  such  appar- 
ently modern,  safe  and  sanitary  plumbing  installa- 
tions may  exist  in  numerous  school  buildings  in  the 
United  States,  and 

Whereas,  the  existence  of  such  apparently  safe, 
modern  and  sanitary  plumbing  installations  and  re- 
liance upon  them  brings  about  a sense  of  false  secur- 
ity, therefore,  be  it 

Resolved,  by  the  Joint  Committee  on  Health  Prob- 
lems in  Education  of  the  National  Education  Asso- 
ciation and  the  American  Medical  Association  that 
this  Committee  apprehends  the  possibility  of  danger 
to  the  health  of  school  children  from  apparently  safe, 
modern  and  sanitary  plumbing  installations  in  school 
buildings,  and  be  it  further 

Resolved,  that  the  said  Joint  Committee  earnestly 
recommends  to  all  school  boards  and  school  execu- 
tives that  surveys  be  instituted  by  competent  en- 
gineers to  ascertain  whether  or  not  the  danger  of 
back  siphonage  and  consequent  pollution  of  water 
supply  mains  exist  in  plumbing  installations  within 
their  jurisdiction,  and  that  such  surveys  be  followed 
by  prompt  corrective  measures,  and  be  it  further 
Resolved,  that  these  resolutions  be  offered  for  pub- 
lication to  all  journals  dealing  with  public  health, 
health  education  and  general  education. 


LITTLE  SQUIRT 

“Are  you  a doctor?”  asked  a young  lady,  step- 
ping into  a drug  store. 

“Naw,”  replied  the  youth  behind  the  white 
counter,  “I’m  just  the  fizzician.” — American  Boy. 


THE  SOCIETIES 

The  annual  picnic  meeting  of  the  Fillmore-Saline 
County  Medical  Society  at  Tuxedo  Park,  Crete,  June 
18,  26  physicians  and  ladies  attending.  The  menu 
centered  about  a T-bone  steak  fry.  Case  histories 
were  read,  the  members  present  making  the  diag- 
noses. 

The  Madison-Six  County  Medical  Society  meeting 
for  June  was  held  at  the  Stanton  Fair  Ground  pavil- 
ion June  30.  An  unfortunate  time  scheduling  of  the 
scientific  program  brought  a small  attendance.  The 
program: 

"Polyneuritis  of  Pregnancy,”  Dr.  John  D.  Reid,  Pil- 
ger;  Dr.  D.  R.  Farner,  Norfolk.  “Medical  Organiza- 
tion,” Mr.  M.  C.  Smith,  Executive  Secretary  Nebraska 
State  Medical  Association,  Curtis.  “Clinical  Aspects 
of  Cardiovascular- renal  Disease,”  Dr.  M.  W.  Binger, 
Mayo  Clinic,  Rochester,  Minn.  “Newer  Aspects  of 
Fungus  Diseases,”  Dr.  E.  L.  MacQuiddy,  Omaha. 

Polyneuritis  of  pregnancy  is  a very  rare  disease 
and  usually  fatal.  In  this  case  the  patient  lived  to 
deliver  a living  child.  Mother  and  babe  were  pres- 
ented before  the  meeting,  the  mother  now  recovering 
the  use  of  her  limbs  and  the  babe  thriving.  Great 
credit  is  due  both  the  attending  physician  and  the 
consultant. 

Mr.  M.  C.  Smith,  executive  secretary,  spoke  inter- 
estingly on  the  work  of  the  executive  secretaryship 
and  the  plans  for  future  work,  including  post-grad- 
uate courses  in  the  several  concilor  districts. 

Dr.  Binger  of  Rochester,  gave  a screen  lecture  on 
cardio-vascular-renal  disease.  His  talk  was  in  the 
narrative  form  and  easily  followed  for  so  technical 
a subject. 

Dr.  MacQuiddy  spoke  interestingly  on  fungus  dis- 
eases and  the  newer  developments  in  the  study  of 
the  fungi. 

At  a regular  meeting  of  the  Omaha- Douglas  Coun- 
ty Medical  Society,  May  26,  the  annual  election  of  of- 
ficers took  place.  Dr.  F.  J.  Wearne  was  elected  presi- 
dent and  Dr.  H.  M.  Jahr  was  reelected  secretary-trea- 
surer. 


GEORDIE  MACINTOSH  AND  THE  POLITICIANS 
Dear  Doctor  Long: 

Maun — bit  ah’m  aw'fu’  glad  that  ah  sent  Geordie 
Macintosh  oot  tae  Nebraska.  Ye  see,  Geordie  telt  me 
if  he  went  oot  there  he  wid  hae  a’  th’  folk  join  in 
makin’  th’  politicians  min’  their  ain  business  an’  come 
through  wi’  a balanced  boodget  that  widna  be  dec- 
orated wi’  red  ink. 

It’s  aw’fu’  tae  hear  Geordie  rave  aboot  th’  politi- 
cians wha  doesna  work,  but  lets  a lot  o’  commissions 
an’  committees  an’  deputies  pit  over  a lot  o’  gover- 
nin’ that  doesna  pay.  It  upsets  the  folk,  he  says,  an’ 
keeps  a bunch  o’  grannies  rinin’  aroon’  keepin’  us  f-rae 
min’in’  oor  ain  business.  Bit  he  got  th’  politicians  in 
Nebraska  workin’  for  their  livin’  an’  noo  they  amoont 
tae  somethin’  an’  hae  pit  business  intil  their  politics. 

Weel,  awa  back  here  in  th’  auld  East,  we  are  won- 
derin’ if  ye’ll  no  send  Geordie  back  tae  us.  We  hae  an 
auld  toon  on  th’  Potamac  wha  needs  him;  aye,  there’s 
mail-  toons  than  that  wha  needs  him. 

Ah  weel,  Doctor,  we  are  a’  thankin’  God  for  ye  iolk 
in  Nebraska  an’  Geordie. 

Guid  Nicht, 

WEELUM  (Detroit). 


A doctor  has  found  a man  with  three  lungs 
and  two  galls.  My.  what  a politician  he  could  be. 
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Dr.  G.  B.  Ira,  Lynch,  was  reported  ill  last  month. 

Dr.  Paul  J.  Huber,  formerly  of  Lincoln,  has  local 
at  Exeter. 

Dr.  Clinton  B.  Dorward  has  opened  an  office  at 
Plattsmouth. 

Dr.  K.  S.  J.  Hohlen,  Lincoln,  is  summering1  in  On- 
tario. Canada. 

Dr.  Carl  Amick,  Loup  City,  has  moved  into  a new 
hospital  building1. 

Dr.  C.  W.  Weeks  and  Miss  Grace  Evan,  Ord,  were 
married  recently. 

Dr.  Chester  Brink,  and  Miss  Grace  Tolen,  Ord,  were 
married  recently. 

Dr.  O.  D.  Prentice  of  Springfield,  Mo.,  has  opened 
an  office  at  Morrill. 

Dr.  M.  O.  Arnold  and  Miss  Edith  Koborg  of  Elba 
were  married  July  3. 

Dr.  E.  R.  Hays,  Omaha,  fished  for  salmon  in  the 
Ocean  near  Vancouver  in  July. 

Dr.  John  Thomson,  Syracuse,  who  has  been  ill  for 
some  time,  has  resumed  practice. 

Dr.  and  Mrs.  W.  E.  Stewart,  Stratton,  have  re- 
turned from  a short  visit  in  California. 

Dr.  and  Mrs.  C.  R.  Kennedy,  Omaha,  fished  in  the 
lakes  about  Park  Rapids,  Minn.,  in  July. 

Dr.  C.  C.  Drummond,  Norfolk,  visited  his  son,  Dr. 
Donald  L.  Drummond,  Detroit,  early  in  June. 

Dr.  T.  M.  Barber,  Norfolk  State  hospital,  visited 
with  his  father  in  the  State  of  Washington  recently. 

Dr.  Lloyd  Thompson  will  practice  in  conjunction 
with  his  father,  Dr.  Irwin  Thompson,  West  Point. 

Dr.  E.  E.  Miller,  Culbertson,  was  taken  to  the  Vet- 
erans’ hospital,  Denver,  for  treatment,  last  month. 

Dr.  L.  J.  Killian,  Wakefield,  spent  some  time  re- 
cently taking  work  at  an  allergic  clinic  at  Oklahoma 
City. 

Dr.  Donald  J.  Wilson,  Omaha,  recently  spoke  on 
“Big  Little  Things”  before  the  Wahoo  Chamber  o. 
Commerce. 

Dr.  A.  F.  Taboursky  has  been  appointed  county 
physician  of  Lancaster  county  (Lincoln),  succeeding 
Dr.  Oakley. 

Dr.  C.  D.  Evans,  Jr.,  who  for  the  past  year  has  been 
located  at  Kimball,  has  returned  to  Columbus  to  prac- 
tice in  the  Evans  clinic. 

Dr.  and  Mrs.  W.  J.  Arrasmith,  Grand  Island,  in  June 
motored  to  Quebec  and  then  to  Boston  to  witness  the 
graduation  of  their  son. 

Dr.  S.  A.  Swenson,  for  many  years  in  practice  at 
Oakland,  more  recently  in  the  CCC  service  has  open- 
ed an  office  at  Wausa. 

Dr.  and  Mrs.  Czar  Johnson,  Lincoln,  made  a trip 
through  western  Canada  and  along  the  west  coast 
of  the  United  States  in  July. 

Dr.  Donald  MacCrea  Harris,  and  Miss  Pansy  Shet- 
tron,  Omaha,  were  married  recently  and  moved  to 
Nemaha,  where  the  doctor  will  engage  in  practice. 

Dr.  S.  H.  O’Neill,  Blue  Hill,  about  the  first  of  July 
went  to  Chicago  to  do  post-graduate  work  and  to 
Baltimore  to  visit.  Mrs.  O’Neill  accompanied  him. 

Dr.  and  Mrs.  R.  P.  Carroll,  Laurel,  swung  around 
the  circle  in  June  touching  Butte,  Mont.,  Portland, 
Ore.,  San  Francisco,  Los  Angeles,  San  Antonio  and 
Dallas. 

Dr.  and  Mrs.  Alfred  E.  Reeves  and  daughter,  Far- 
nam,  motored  to  New  Haven  to  attend  graduation  of 
their  son,  Richard  Reeves,  as  chemist  from  Yale  Uni- 
versity. They  also  toured  New  England. 

Dr.  Earl  C.  Sage,  Omaha,  has  become  chairman 
of  the  department  of  obstetrics  and  gynecology  at 
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the  Nebraska  University  College  of  Medicine,  vice 
Dr.  C.  W.  Pollard,  who  has  been  named  chairman 
emeritus. 

Dr.  Alma  Chapman,  superintendent  of  the  Woman's 
Reformatory  for  a number  of  years,  resigned  the  first 
of  July  and  was  succeeded  by  Mrs.  Blanch  Clouse  of 
the  Geneva  Training  School  for  Girls  where  she  has 
been  matron. 

Dr.  and  Mrs.  Charles  H.  Arnold  and  Dr.  and  Mrs. 
J.  J.  Loomis,  Lincoln,  sailed  for  Europe  July  11  to  be 
gone  several  months.  Sightseeing,  post-graduate 
work  and  The  International  College  of  Surgeons  at 
Geneva  are  objectives. 

Dr.  Donald  P.  Watson,  son  of  Dr.  and  Mrs.  E.  A. 
Watson,  Grand  Island,  and  Miss  Katharine  Rebecca 
Hauser,  Omaha,  were  married  June  13,  1936.  They 
have  gone  to  Los  Angeles  where  the  doctor  will  serve 
an  interneship  in  the  California  Lutheran  hospital. 


BOOKS  RECEIVED 

PROCEEDINGS  1931-1932  JOINT  ANNUAL  CON- 
FERENCE OF  THE  AMERICAN  ASSOCIATION  OF 
MEDICAL  MILK  COMMISSIONS,  INC.,  AND  CER- 
TIFIED PRODUCERS’  ASSOCIATION  OF  AMER- 
ICA, INC.  Mayflower  Hotel,  Washington,  D.  C.,  May 
20-21,  1932.  363  pages.  Thirty-six  mo.  American 

Association  of  Medical  Milk  Commissions,  Inc.,  1265 
Broadway,  New  York. 

DISABILITY  EVALUATION  — PRINCIPLES  OF 
TREATMENT  OF  COMPENSABLE  INJURIES:  By 
Earl  D.  McBride,  B.  S.,  M.  D.,  F.  A.  C.  S.,  Assistant 
Professor  in  Orthopedic  Surgery,  University  of  Okla- 
homa School  of  Medicine;  Attending  Orthopedic  Sur- 
geon to  St.  Anthony’s  Hospital;  Associate  Orthopedic 
Surgeon  to  Wesley  Hospital;  Visiting  Surgeon  to 
W.  J.  Bryan  School  for  Crippled  Children;  Chief  of 
Staff  to  Reconstruction  Hospital,  Oklahoma  City, 
Okla.  Three  hundred  seventy-four  illustrations.  Six- 
teen mo.  J.  B.  Lippincott  Company,  Philadelphia. 


HEALING  OF  THE  NEWER  BUMPER 
FRACTURES  OF  THE  TIBIA 

Walter  G.  Stern  and  Louis  E.  Papurt,  Cleve- 
land (Journal  A.  M.  A.,  Dec.  28,  1935),  describe 
the  newer  type  of  bumper  fracture  as  character- 
ized by  a severe  comminution  and  splintering  of 
the  midthird  of  both  bones  of  the  leg  with  many 
larger  and  smaller  fragments,  with  long,  linear 
fracture  lines  running  up  and  down  the  tibia  and, 
in  the  center  of  the  comminution,  a diamond  o. 
pyramid  shaped  fragment  out  of  the  cortex,  us- 
ually on  the  anterior  surface  and  often  lying  free 
from  the  rest  of  the  fragments.  The  injury  to 
the  soft  parts  is  usually  severe  and  the  fracture 
:s  often  compound.  Other  types  of  injuries  will 
occasionally  produce  the  same  characteristic 
features,  such  as  injuries  in  mines  from  coal  cars, 
falling  rock  and  the  like.  The  mechanism  of  this 
fracture-producing  violence  is  rather  similar  to 
the  direct  violence  of  the  bumper  of  an  automo- 
bile. In  their  treatment  primary  reduction  and 
fixation  is  carried  out  by  the  elected  method  for 
about  eight  weeks.  After  eight  weeks,  the  cast,  if 
applied,  is  removed  and  a plaster  mold  of  the 
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leg  is  made  and  measure  taken  for  a walking 
brace  reaching  to  the  thigh,  with  lock  joints  at 
the  knee.  The  plaster  cast  with  walking  iron  or 
walking  heel  is  reapplied.  By  this  time  usually 
sufficient  fibrosis  has  taken  place  within  the  frac- 
ture area  so  that  the  leg  is  no  longer  flail  a 
there  is  no  danger  of  slipping  of  fragments, 
this  is  not  the  case,  the  cast  is  reapplied  and  the 
patient  is  compelled  to  use  his  crutches  for 
from  four  to  six  weeks  longer.  From  the  mold 
a model  of  the  leg  is  made  and  a leather  steel 
envelop  brace  with  ring  locks  at  the  knee  is  con- 
structed. This  is  form  fitting  and  allows  full 
bearing  without  any  motion  between  fragments 
or  any  danger  of  angulation.  The  orddinary  cali- 
per brace  is  inefficient  and  does  not  completely 
immobilize  the  fragments.  By  this  weight  bear- 
ing and  active  function  the  circulation  of  the  ex- 
tremity is  improved,  muscle  tone  is  reestablished 
and  bone  production  is  stimulated.  There  is  a 
gradual  deposit  of  lime  in  the  callus  with  in- 
creasing fixation  of  the  fragments  until  solid  un- 
ion finally  takes  place.  These  fractures  are  ex- 
tremely slow  in  healing.  The  average  healing- 
time  in  a series  of  more  than  100  cases  was  6.2 
months. 


POLIOMYELITIS  FOLLOWING 
VACCINATION  AGAINST 
THIS  DISEASE 

According  to  J.  P.  Leake,  Washington,  D.  C. 
{Journal  A.  M.  A.,  Dec.  28,  1935),  through  those 
responsible  for  the  production  of  poliomyelitis 
vaccines,  through  several  health  officers  and 
through  others,  word  has  come  to  the  L nited 
States  Public  Health  Service  of  the  development, 
at  suggestive  intervals  following  subcutaneous 
and  intracutaneous  injections  of  treated  polio- 
myelitis virus,  of  twelve  cases  of  paralytic  polio- 
myelitis with  high  fatality.  The  facts  in  each 
case  are  reported.  Paralytic  poliomyelitis  was 
not  epidemic  in  any  of  the  localities  at  the  time 
of  the  occurrence  of  these  cases  if  these  cases 
themselves  are  not  included  in  the  count.  The 
author  believes  that  to  many  physicians  this 
series  of  cases,  following  by  intervals  of  from  six 
to  fourteen  days  the  injection  of  one  or  the  other 
of  two  different  vaccines,  renders  undersirable 
the  further  use  of  poliomyelitis  virus  for  human 
vaccination  at  present.  In  every  case  in  which 
the  sequence  is  known,  the  level  of  the  spinal  cord 
first  affected  corresponded  to  the  extremity  in 
which  the  injection  was  made,  paralysis  beginning 
either  in  the  same  limb  or  in  the  contralateral 
limb.  Although  any  one  of  these  cases  may  have 
been  entirely  unconnected  with  the  vaccine,  the 
implication  of  the  series  as  a whole  is  clear. 
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TREATMENT  OF  MEN INGOCOCCTC  MENINGITIS  WITHOUT 
INTRASPINAL  THERAPY* 


ARCHIBALD  L.  HOYNE,  M.  D., 

From  the  Municipal  Contagious  Disease  Hospital,  Chicago  Board  of 
Health,  and  the  Contagious  Disease  Department, 

Cook  County  Hospital, 

Chicago,  Illinois. 


It  is  not  the  purpose  of  this  paper  to  review 
all  the  various  procedures  which  have  been  used 
in  administering  serum  to  patients  with  epidemic 
meningit’s.  It  is  important,  however , to  give 
some  thought  to  the  manner  in  which  the  menin- 
gococcus gains  entry  to  the  body  and  produces 
meningitis.  Notwithstanding  assertions  that  ap- 
pear in  some  of  our  modern  text  books  such  as 
"it  is  believed  by  most  authorities  that  the  mode 
of  entrance  of  the  germ  into  the  body  is  directly 

•Presented  before  the  annual  meeting.  Nebraska  State  Medical 
Association,  Lincoln,  Nebraska,  April  7-9,  1936. 


through  the  cribriform  plate, ”(1)  it  seems  cer- 
tain that  such  an  occurrence  must  be  very  un- 
usual. It  is  altogether  likely  that  the  meningo- 
coccus ordinarily  passes  from  the  nasopharynx 
into  the  blood  stream.  The  mode  of  travel  has 
a very  distinct  bearing  on  the  measures  that 
should  be  adopted  for  efficient  treatment.  If 
meningitis  is  secondary  to  a meningococcus  in- 
vasion of  the  blood  stream,  why  should  we  direct 
all  our  attention  to  the  meningitis  and  neglect 
the  primary  systemic  infection?  Is  it  not  ration- 
al to  view  the  meningitis  as  a complication 
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of  meningococcic  infection?  It  seems  to  me  that 
such  an  attitude  in  respect  to  epidemic  meningitis 
is  not  far  different  from  that  which  is  now  com- 
monly assumed  in  respect  to  poliomyelitis.  Yet 
I am  sure  many  of  us  can  remember  what  a 
shock  it  was  some  years  ago  when  Leake  in  re- 
ferring to  poliomyelitis  expressed  himself  as  be- 
lieving that  it  is  an  acute  systemic  infectious  dis- 
ease in  which  paralysis  may  occur  but  not  usual- 
ly. 

About  a year  ago,  the  word  “meningococ- 
cia"(2)  was  suggested  as  a term  to  include  all 
manner  of  meningococcic  infection.  Lhider  such 
a heading  would  be  found  (1)  Meningococcic 
nasopharyngitis  ; ( 2 ) Meningococcaemia  without 
meningitis;  (3)  Meningococcaemia  with  menin- 
gitis; and  (4)  Meningococcus  carriers.  If  such 
a classification  is  accepted,  its  influence  on  the 
choice  of  treatment  becomes  manifest.  In  the 
first  group  it  would  not  seem  reasonable  to  per- 
form a lumbar  puncture.  Antiseptic  mouth 
washes  might  be  of  value.  It  is  also  possible 
that  a therapeutic  serum  injected  intramuscularly 
would  be  advisable  for  the  purpose  of  checking 
an  extension  of  the  infection.  How  much  good 
would  actually  be  accomplished  is  not  known.  In 
the  second  group,  if  a meningococccaemia  is 
present  without  evidence  of  meningitis,  on  what 
ground  should  a lumbar  puncture  be  made?  If 
a lumbar  puncture  is  done  and  serum  adminis- 
tered intrathecally,  meningitis  will  surely  devel- 
op. Any  foreign  material  introduced  into  the 
subarachnoid  space  will  produce  meningitis  of 
some  degree.  Linder  such  circumstances,  if  the 
patient  has  a meningococcic  septicaemia,  the 
organisms  in  the  blood  stream  will  undoubtedly 
localize  in  the  meninges.  As  a consequence,  it 
will  be  necessary  to  treat  not  merely  a septicaemia 
but  also  a meningitis.  In  the  third  group,  menin- 
gitis is  readily  apparent.  There  is  stiffness  of 
the  neck  and  perhaps  also  marked  retraction  of 
the  head.  The  Ivernig  sign  is  present  and  the 
patient  may  be  irrational  or  semicomatose.  Fever 
is  not  necessarily  pronounced.  A lumbar  punc- 
ture is  almost  certainly  required  in  order  to  con- 
firm the  clinical  diagnosis.  At  this  time,  there  is 
little  likelihood  that  a blood  culture  will  disclose 
the  presence  of  organisms  if  the  disease  is  of 
meningococcic  origin.  How  shall  this  type  of 
patient  be  treated?  In  the  past,  no  question  of 
this  kind  would  be  asked. 

It  is  approximately  thirty  years  since  Joch- 
mann's(3l  introduction  of  antimeningococcic  ser- 
um and  Flexner’s(4)  approval  of  the  intraspinal 
route  which  Jochmann  recommended.  During 
all  that  time,  the  strongest  insistence  has  been 
placed  on  the  necessity  for  intrathecal  administra- 
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Don  of  serum.  The  general  contention  was,  and 
still  is,  for  the  most  part,  that  the  specific  serum 
must  be  brought  in  contact  with  the  meningo- 
cocci, in  order  to  bring  about  their  destruction. 
Practically  no  thought  was  given  to  any  toxic  ac- 
tion of  the  organisms.  The  results  with  intra- 
spinal therapy,  however,  have  been  far  from  sat- 
isfactory. Some  observers  have  on  occasion  even 
gone  so  far  as  to  express  doubt  concerning  the 
value  of  serum  treatment  in  epidemic  meningitis. 
Others  have  attributed  failures  in  treatment  to 
a lack  of  specificity  of  the  serum  because  of 
changing  types  of  meningococci. 

Since  1918,  meningococcic  meningitis  patients 
assigned  to  my  service  in  the  Cook  County  Hos- 
pital (5)  have  received  antimeningococcic  serum 
intravenously  in  an  irregular  manner.  This  route 
of  administration,  however,  was  in  addition  to 
the  customary  intraspinal  procedure.  Moreover, 
the  serum  when  given  intravenously  was  admin- 
istered undiluted  and  in  comparatively  small 
amounts. 

In  1931,  Ferry(6>  made  his  announcement  in 
regard  to  the  elaboration  of  a soluble  toxin  by 
the  meningococcus.  Later  he  produced  his  men- 
ingococcus antitoxin.  With  these  new  develop- 
ments in  mind,  I began  to  increase  the  intraven- 
ous dose  of  antimeningococcus  serum  and  did 
likewise  with  antitoxin.  The  latter  was  intrusted 
to  me  by  Dr.  Ferry(7)  for  experimental  purposes 
through  the  courtesy  of  Parke,  Davis  & Com- 
pany. As  the  intravenous  dose  of  serum  or  anti- 
toxin was  increased,  the  intraspinal  dose  was  di- 
minished. A marked  improvement  in  therapeutic 
results  was  apparent  at  once.  Finally  in  1934,  I 
began  treating  some  patients  without  any  intra- 
spinal serum.  Since  January  1st  of  this  year, 
none  of  the  meningococcic  patients  admitted  to 
either  the  Contagious  Disease  Department  of  the 
Cook  County  Hospital,  or  to  the  Municipal  Con- 
tagious Disease  Hospital,  have  received  any  in- 
traspinal therapy. 

TABLE  I. 

MUNICIPAL  CONTAGIOUS  DISEASE  HOSPITAL 
CHICAGO  BOARD  OF  HEALTH 
MENINGOCOCCIC  MENINGITIS 
TREATED  WITHOUT  INTRASPINAL  THERAPY 


Antitoxin 

Sex  Fat. 


Age 

Cases  M. 

F. 

Pet. 

L.P. 

Com. 

R. 

D. 

% 

Under  1 

....  1 

0 

1 

0 

2 

0 

1 

0 

.0 

1 - 5.. 

6 

2 

4 

5 

7 

0 

4 

2 

33.3 

6 - 10.. 

4 

2 

2 

1 

4 

0 

4 

0 

.0 

11  - 15.. 

1 

1 

0 

1 

1 

0 

1 

0 

.0 

16  - 20.. 

1 

1 

0 

0 

1 

0 

0 

1 100.0 

Over  20 

0 

0 

0 

0 

0 

0 

0 

0 

.0 

Total  .... 

13 

6 7 7 

For  Recovered 

15  0 

Patients 

10 

3 

23.0 

Average 

No. 

Hospital 

Days.... 

13  2 

Average 

No.  Lumbar 

Punctures  per 

Patient... 

.7 
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Serum 


Age 

Sex 

Cases  M.  F. 

Pet. 

L.P. 

Com. 

R. 

D. 

Fat. 

% 

Under  1 

....  0 

0 

0 

0 

0 

0 

0 

0 

.0 

1 - 5.. 

3 

3 

0 

2 

2 

0 

2 

1 

33.3 

6 - 10.. 

3 

2 

1 

3 

6 

1 

3 

0 

.0 

11  - 15.. 

2 

i 

1 

2 

4 

0 

2 

0 

.0 

1G  - 20.. 

......  i 

0 

1 

i 

4 

1 

1 

0 

.0 

Over  20 

0 

0 

0 

0 

0 

0 

0 

0 

.0 

Total  .... 

9 

6 

3 

8 

16 

2 

8 

1 

11.0 

Average 

No.  : 

For  Recovered 
Hospital  Days.... 

Patients 

.23.2 

Average 

No.  Lumbar 

Punctures  per 

Patient.. 

,.  1.7 

In  Table  1 is  shown  two  small  groups  of  cases, 
one  treated  with  meningococcus  antitoxin,  and 
the  other  with  standard  antinieningococcus 
serum.  In  the  first  group,  three  of  the  thirteen 
patients  died.  Two  of  the  deaths  resulted  from 
fulminating  types  of  the  disease  and  the  third 
fatal  instance  occurred  in  a sixteen-year-old  boy 
who  had  a lobar  pneumonia  in  addition  to  menin- 
gitis when  he  entered  the  hospital.  Among  the 
serum  group,  the  single  death  was  a child  one 
and  one-half  years  old.  He  lived  but  a few  hours 
after  admission  to  the  hospital.  It  is  interesting 
to  note  that  of  the  four  deaths  in  the  two  groups, 
two  had  no  petechiae ; on  the  other  hand,  among 
the  eighteen  recoveries,  fifteen  had  petechiae.  In 
the  past,  the  presence  of  petechiae  was  often 
looked  upon  as  a bad  prognostic  sign.  Today 
we  do  not  regard  such  evidence  of  blood  stream 
infection  as  an  unfavorable  omen  for  the  patient 
unless  the  petechiae  assume  the  character  of  siza- 
ble hemmorrhages. 

In  the  antitoxin  group  it  will  be  noted  that  pa- 
tient' averaged  but  a fraction  (.7)  of  one  lumbar 
puncture.  The  explanation  for  this  seemingly 
erroneous  figure  is  that  two  of  the  patients  had 
no  lumbar  punctures.  Diagnosis  was  confirmed 
by  positive  blood  culture.  The  comparison  be- 
tween the  number  of  hospital  days  in  the  two 
"roups  is  not  entirely  fair  to  the  serum  cases 
because  one  of  the  latter  was  under  treatment 
for  a prolonged  time  (36  days)  on  account  of  a 
relapse.  Many  patients  now  recover  within  a 
week  but  are  obliged  to  remain  in  the  hospital 
for  a longer  time  on  account  of  quarantine  re- 
quirements. 

table  ir. 

MLTNICIPAL  CONTAGIOUS  DISEASE  HOSPITAL 
CHICAGO  BOARD  OF  HEALTH 
MENINGOCOCCIC  MENINGITIS 
PATIENTS  TREATED  WITHOUT  INTRASPINAL 


Age 

Sex 

M.  F. 

THERAPY 

Anti- 

Total  tox.  Serum 

R. 

D. 

Fat. 

°7c 

Under  1 . 

...  0 

1 

1 

i 

0 

1 

0 

.0 

1 - 5 

...  5 

4 

9 

6 

3 

6 

3 

33.3 

6 - 10 

...  4 

3 

7 

4 

3 

7 

0 

.0 

11  - 15 

2 

1 

3 

1 

2 

3 

0 

.0 

16  - 20 

...  i 

1 

2 

1 

i 

1 

1 

50.0 

Over  20  . 

....  0 

0 

0 

0 

0 

0 

0 

.0 

Total  

...12 

10 

22 

13 

9 

18 

4 

18.1 

Table  II  displays  the  results  secured  in  the 
treatment  of  the  entire  22  patients  who  did  not 
receive  intraspinal  therapy.  Here  attention  may 
be  called  to  the  fact  that  there  was  only  one  pa- 
tient under  one  year  of  age.  Also  there  were 
none  above  the  age  of  20  years.  For  the  com- 
bined series  of  antitoxin  and  antimeningococcus 
serum  treated  patients  the  fatality  rate  was 
18.1%.  This  figure  may  be  regarded  as  very 
satisfactory  in  comparison  with  past  standards 
of  mortality  statistics. 

TABLE  III. 

COOK  COUNTY  HOSPITAL 
CONTAGIOUS  DISEASE  DEPARTMENT 
MENINGOCOCCIC  MENINGITIS 
TREATED  WITHOUT  INTRASPINAL  THERAPY 


Sex 

Anti- 

Fat. 

Age 

M. 

F. 

Total 

tox.  Serum 

R. 

D. 

% 

Under  1 

2 

0 

2 

1 

l 

2 

0 

.0 

1 - 5... 

6 

6 

12 

10 

2 

12 

0 

.0 

6 - 10... 

4 

1 

5 

4 

i 

5 

0 

.0 

11  - 15... 

5 

7 

12 

5 

7 

11 

Is 

9.0 

16  - 20... 

4 

1 

5 

2 

3 

5 

0 

.0 

21  - 30... 

9 

1 

10 

2 

8 

9 

Is 

10.0 

9 

f la 

I Is 

31  - 40... 

4 

1 

5 

2 

3 

3 

2 

40.0 

41  - 50... 

0 

3 

3 

0 

3 

2 

i 

33.3 

Total  ... 

34 

20 

54 

26 

28 

49 

5 

9.2 

Now 

I would 

like  to 

direct 

your 

attention  to 

a large  group  of  patients  who  were  treated  with- 
out intraspinal  therapy.  The  patients  represented 
in  Table  III  were  treated  in  the  Contagious  Dis- 


ease Department  of  the  Cook  County  Hospital 
during  the  years  1934,  1935,  and  1936.  You  will 
note  that  the  age  incidence  is  considerably  higher 
than  in  the  groups  previously  discussed.  Never- 
theless, the  fatality  rate  for  the  54  patients  was 
but  9.2%.  Among  the  36  patients  who  were  20 
years  old  and  less,  there  was  only  one  death,  or  a 
fatality  rate  of  2.6%.  This,  it  must  be  admitted, 
is  a rather  remarkable  figure.  In  fact  it  is  likely 
to  be  viewed  with  suspicion.  Nevertheless,  it  is 

TABLE  IV. 

MUNICIPAL  CONTAGIOUS  DISEASE  HOSPITAL 
AND  COOK  COUNTY  HOSPITAL 
MENINGOCOCCIC  MENINGITIS 
COMBINED  SERIES 

TREATED  WITHOUT  INTRASPINAL  THERAPY 


Sex  Anti-  Fat. 


Age 

M. 

F. 

Total 

tox. 

Serum 

R. 

D. 

% 

Under  1 

2 

1 

3 

2 

1 

3 

0 

.0 

1 - 

5 

...H 

10 

21 

16 

5 

18 

;a 
( ls 

3 

6 - 

10.... 

....  8 

4 

12 

8 

4 

12 

0 

.0 

11  - 

15.... 

....  7 

8 

15 

6 

9 

14 

Is 

6.6 

16  - 

20 

...  5 

2 

7 

3 

4 

6 

la 

14.2 

21  - 

30.... 

....  9 

i 

10 

2 

8 

9 

Is 

10.0 

( la 

\ Is 

31  - 

40... 

....  4 

i 

5 

2 

3 

3 

2 

40.0 

41  - 

50.... 

....  0 

3 

3 

0 

3 

2 

Is 

33.3 

Total  .... 

....46 

30 

76 

39 

37 

67 

9 

11.8 
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correct.  However,  if  our  fatality  rates  for  men- 
ingococcic  infections  do  not  exceed  10-12%  or- 
dinarily, we  should  feel  that  very  good  results 
have  been  obtained. 

The  last  table  (IV)  is  an  exhibit  of  the  com- 
bined figures  from  Tables  II  and  III.  Here  all 
of  the  76  cases  which  were  treated  without  in- 
traspinal  therapy  at  the  Municipal  Contagious 
Disease  and  at  the  Cook  County  Hospitals  are 
arranged  according  to  their  respective  age 
groups.  Among  the  76  patients  .there  were  nine 
deaths,  or  a fatality  rate  of  11.8%.  Five  of  the 
fatal  cases  were  serum-treated  and  four  received 
antitoxin. 

When  the  intravenous  method  is  adopted  for 
the  treatment  of  meningococcic  infections,  a sam- 
ple of  blood  should  first  be  obtained  for  culture. 
This  is  particularly  important  for  the  purpose  of 
confirming  the  clinical  diagnosis,  when  no  lum- 
bar puncture  is  done.  A lumbar  puncture  is  nec- 
essary for  an  absolute  diagnosis  if  the  blood  cul- 
ture proves  negative. 

Large  doses  of  antitoxin  or  antimeningococcus 
serum  are  required  for  intravenous  therapy.  Fi- 
nally from  50,000  units  to  100,000  units  of  anti- 
toxin or  from  100  cc  to  200  cc  of  antimeningo- 
coccus serum  are  administered  in  one  dose.  The 
size  of  the  dose  will  depend  somewhat  on  the  age 
of  the  patient  and  the  severity  of  the  disease. 
Whether  antitoxin  or  serum  is  selected,  it  must  be 
well  diluted.  Our  practice  is  to  use  as  a diluent 
10%  glucose  in  normal  saline  whose  volume  is  at 
least  twice  that  of  the  therapeutic  agent.  Often 
as  much  as  500  cc  of  10%  glucose  in  normal 
saline  will  be  used  as  a vehicle  for  150  cc  of 
serum.  To  the  prepared  mixture  is  added  from 
5-15  minums  of  adrenalin.  The  preparation 
should  be  given  slowly  by  the  gravity  method  and 
ought  to  be  kept  at  body  temperature.  Warmth 
may  be  supplied  by  an  electric  lamp.  Usually 
the  flow  should  approximate  about  60  drops  a 
minute.  If  there  is  not  marked  improvement  in 
the  patient’s  condition  within  12  hours,  the  dose 
of  antitoxin  or  serum  may  be  repeated.  Wry 
frequently  one  treatment  is  sufficient.  To  some 
patients  we  have  given  more  than  600  cc  of 
serum  intravenously  before  recovery  was  estab- 
lished. 

Serum  reactions  occur  in  more  than  70%  of 
the  cases,  as  a rule.  They  are  rarely  severe.  They 
do  not  differ  from  the  usual  urticaria  which  so 
frequently  follows  the  intraspinal  administration 
of  serum.  Seldom  are  more  than  two  or  three 
lumbar  punctures  made ; in  some  instances  but 
one,  and  occasionally  none. 


With  the  intravenous  method  of  treatment, 
opisthotonos  is  rare,  and  complications  are  few. 
The  patient  is  not  subjected  to  the  pain  and  dis- 
comfort which  accompany  frequent  lumbar  punc- 
tures. Fatality  rates  are  much  lower  and  re- 
covery is  much  more  rapid.  The  number  of  hos- 
pital days  is,  therefore,  greatly  diminished,  which 
compensates  to  some  extent  for  the  high  initial 
cost  of  antitoxin  or  antimeningococcus  serum.  All 
of  these  accomplishments  may  be  attributed  to 
an  attack  on  the  toxaemia  of  the  meningococcic 
infection  instead  of  centering  attention  on  the 
organisms  themselves.  The  primary  infection 
should  be  treated  first.  If  there  is  also  meningi- 
tis, this  may  receive  attention  afterwards.  Even 
for  the  purpose  of  drainage,  frequent  lumbar 
punctures  do  not  seem  to  be  advantageous  to  the 
patient. 

Within  two  or  three  days  after  the  institution 
of  intravenous  therapy,  it  is  not  uncommon  to 
find  a spinal  fluid  free  of  organisms  and  with  a 
markedly  reduced  cell  count. 

SUMMARY 

Meningococcic  meningitis  is  a result  of  blood 
stream  infection.  Therefore,  the  intravenous 
route  is  a rational  mode  for  serum  therapy. 

Treatment  should  be  directed  primarily  against 
the  systemic  infection,  not  the  “complication" — 
meningitis. 

Frequent  lumbar  punctures  are  not  necessary 
even  for  the  purpose  of  drainage. 

For  ten  antitoxin  treated  patients,  the  average 
number  of  lumbar  punctures  was  0.7,  and  the 
average  number  of  hospital  days,  13.2. 

The  fatality  rate  was  11.8%  for  76  patients 
treated  without  intraspinal  therapy.  For  36  pa- 
tients who  were  20  years  of  age  and  less,  the 
fatality  rate  was  2.6%. 

Successful  results  of  treatment  are  attributed 
to  attack  on  toxaemia  of  disease  instead  of 
against  bacterial  infection  of  meninges. 
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DISCUSSION 

DR.  J.  .T.  KEEGAN.  (Omaha) : What  would  be  the 
treatment  in  a case  of  meningitis  that  is  seen  late? 

DR.  FLOYD  CLARKE,  Omaha) : I have  had  some 
experience  in  the  use  of  antitoxin  in  the  treatment  of 
epidemic  meningitis.  Thus  far  my  experience  in  its 
use  has  been  satisfactory.  I should  like  to  ask  how 
he  decides  whether  to  use  antitoxin  or  serum.  Is  it 
his  opinion  at  the  present  time  that  antitoxin  is  more 
valuable  in  the  treatment  of  epidemic  meningitis  than 
serum? 

A MEMBER:  I should  like  to  ask  about  the  dosage. 

DR.  HOYNE,  (closing):  Notwithstanding  all  the 
years  that  have  elapsed  since  the  introduction  of 
serum  for  meningococcic  meningitis,  comparatively 
little  attention  has  been  given  to  the  toxic  action  of 
the  meningococcus  until  recently.  Tn  the  past,  great 
emphasis  has  been  placed  on  the  necessity  for  an 
antibacterial  serum.  It  now  seems  as  though  the 
chief  value  of  the  standard  serums  may  be  due  to 
whatever  amount  of  antitoxin  they  happen  to  con- 
tain. If  this  is  true,  the  meningococcic  antitoxin 
should  be  preferable  to  the  antimeningococcic  serum. 
With  one  or  the  other,  you  may  obtain  good  results, 
as  far  as  recovery  is  concerned,  provided  the  dosage 
is  adequate. 

It  has  seemed  that  patients  treated  with  antitoxin 
responded  more  promptly.  But  possibly  the  out- 
standing thing  is  this:  Among  approximately  300  pa- 
tients treated  with  antitoxin,  we  have  not  yet  had 
an  instance  in  which  vision  or  hearing  has  been  lost 
after  antitoxin  treatment  was  commenced.  We  have 
had  a number  of  serum-treated  patients  where  such 
complications  developed  a week  or  more  after  the 
patient  entered  the  hospital. 

We  have  been  alternating  cases  as  they  came  in. 
one  receiving  antitoxin  and  the  next  one  serum.  We 
have  given  as  much  as  270  c.c.  of  serum  to  a child 
in  a single  dose.  No  additional  treatment  was  re- 
quired. In  four  or  five  days,  the  child  appeared 
well.  From  the  fact  the  organisms  usually  disappear 
from  the  spinal  fluid  within  a few  days,  it  seems  as 
though  the  treatment  is  thoroughly  satisfactory  when 
therapy  is  limited  to  the  intravenous  route. 

One  question  relates  to  late  cases.  We  have  ob- 
served a paradoxical  situation  which  is  this:  Among 
the  meningococcic  meningitis  patients  entering  a hos- 
pital, the  percentage  of  deaths  is  likely  to  be  higher 
among  those  who  have  been  ill  a short  time  than 
in  a group  of  patients  who  have  been  sick  for  sev- 
eral days  before  treatment  was  begun.  The  ex- 
planation for  this  is  that  in  certain  types  of  pa- 
tients such  as  fulminating  cases,  the  diagnosis  is 
made  very  early,  and  treatment  started  immediately: 
nevertheless,  the  patient  is  likely  to  die.  On  the  other 
hand,  in  patients  with  milder  attacks  of  the  disease 
the  correct  diagnosis  is  frequently  delayed  but  when 
established  and  treatment  inaugurated,  a rapid  re- 
sponse to  therapy  is  commonly  apparent.  The  real 
difference  between  the  fulminating  case  and  one  of  a 
milder  type  may  be  due  quite  as  much  to  a difference 
in  the  resistance  of  the  patient  as  to  variations  of 
virulence  in  the  infecting  organisms. 

If  the  patient  has  a profusion  of  petechiae,  and 
the  diagnosis  seems  clearly  evident,  we  do  not  say 


necessarily  that  it  is  a case  of  epidemic  meningitis, 
but  prefer  rather  to  call  it  one  of  meningococcic  in- 
fection. Consequently,  we  do  not  feel  that  there  is 
any  great  emergency  in  regard  to  making  a lumbar 
puncture,  provided  the  patient  is  given  a large  dose 
of  serum  or  antitoxin  intravenously. 

Three  weeks  ago,  I saw  a man  at  five  o’clock  in 
the  morning.  He  had  been  perfectly  well  until  the 
previous  evening.  At  midnight,  he  developed  a ter- 
rific headache.  This  became  worse  and  he  had  se- 
vere attacks  of  emesis.  By  the  time  his  physician 
arrived  he  was  semi  comatose.  At  the  time  I saw 
him  he  had  a temperature  of  106.8°.  He  was  white 
with  his  head  lying  on  his  chest.  I thought  the  fam- 
ily physician  had  made  a good  diagnosis  when  he  pro- 
nounced the  case  one  of  meningitis.  This  patient 
was  taken  to  the  County  Hospital.  He  had  no 
petechia.  A lumbar  puncture  was  made  and  the  cell 
count  was  approximately  50,000.  No  organisms  were 
found  in  the  spinal  fluid  on  smear.  The  culture, 
however,  proved  to  be  positive.  The  patient  received 
100,000  units  of  antitoxin  intravenously.  The  follow- 
ing morning,  the  temperature  was  99°,  and  he  ap- 
peared almost  well.  However,  he  was  given  another 
100,000  units  of  antitoxin  intravenously  and  on  the 
third  day  this  same  dose  was  repeated.  On  the  day 
after  the  patient’s  admission  to  the  hospital,  a sec- 
ond lumbar  puncture  was  done  and  the  cell  count 
was  less  than  5,000,  and  the  spinal  fluid  was  found 
to  be  sterile.  This  patient  made  an  uneventful  re- 
covery and  was  released  from  the  hospital  at  the  ex- 
piration of  the  minimum  quarantine  period,  which  is 
14  days  from  the  onset,  in  the  State  of  Illinois. 

The  method  of  treatment  described  is  so  different 
from  what  has  customarily  been  done  in  the  past 
that  many  physicians  are  not  quite  ready  to  accept 
it.  Formerly,  when  serum  was  administered  intra- 
venously, this  method  was  applied  in  conjunction 
with  some  other  route.  I think  that  my  group  of 
cases  is  the  first  to  be  reported  in  which  the  intra- 
venous method  was  the  exclusive  route  for  admin- 
istration of  the  therapeutic  agent. 


DISAPPOINTING  RESULTS  FROM 
IONIZATION  TREATMENT  FOR 
HAY  FEVER 

Maximilian  A.  Ramirez,  New  York,  (Journal 
A.  M.  A.,  Jan.  25,  1936),  used  the  ionization 
technic  recommended  by  Warwick  in  fifty  cases 
of  true  (seasonal)  pollen  cases,  so-called  hay 
fever,  and  twenty-five  were  cases  of  nonspecific 
perennial  vasomotor  rhinitis  that  did  not  give  a 
positive  skin  reaction  to  allergens  ordinarily  used 
in  testing.  In  the  group  of  nonspecific  perennial 
vasomotor  rhinitis  he  believes  that  there  was  evi- 
dence of  benefit  and  that  the  vast  majority  were 
improved.  In  the  hay  fever  series  (seasonal  pol- 
linosis)  the  treatment  was  a complete  failure. 
Passive  transfer  tests  performed  with  the  serum 
of  several  of  the  hay  fever  patients  showed  no 
variation  whatever  following  ionization  treat- 
ment. 


“There's  that  man  who’s  always  giving  wom- 
en something  to  talk  about.” 

“A  scandalmonger,  eh?” 

“No,  a surgeon.” — Portland  Press  Herald. 


A REVIEW  OF  THE  PROBLEM  OF  COAGULATION 
AND  ITS  CLINICAL  ASPECTS* 

E.  BURKETT  REED,  M.  D., 

Lincoln,  Nebraska. 

IN  TWO  PARTS:  PART  ONE 


There  is  nothing  more  commanding  than  a 
serious  hemorrhage.  As  a rule  there  is  nothing 
more  difficult  to  diagnose  than  a purpura,  but 
the  most  of  us  approach  the  bleeding  case  with- 
out an  organized  plan  of  attack.  In  view  of  this 
situation  it  seems  proper  for  us  to  enter  into 
a rather  thorough  discussion  of  the  whole  prob- 
lem of  bleeding.  It  is  the  intent  of  the  author 
to  confine  this  discussion  to  pathological  hemor- 
rhage, by  which  is  meant  the  loss  of  blood  with- 
out injury,  or  hemorrhage  in  excess  of  that 
which  might  be  expected  from  the  particular  in- 
jury received. 

Any  attempt  to  discuss  the  pathogenesis  of 
bleeding  by  necessity  demands  a careful  under- 
standing of  the  important  factors  concerned  in 
blood  coagulation.  These  are  : 

1.  Calcium.  It  is  derived  from  the  calcium 
salts  in  the  blood  plasma,  and  exists  as  a part  of 
the  electrolyte.  The  presence  of  calcium  is  nec- 
essary for  clot  formation,  and  is  active  in  the 
first  stage  of  clotting;  namely,  the  conversion  of 
prothrombin  to  thrombin.  In  all  probability  it 
is  present  in  greater  quantities  than  is  needed. 
The  exact  part  that  calcium  plays  in  this  conver- 
sion of  prothrombin  is  obscure.  Some  workers 
believe  that  it  behaves  as  a catalyst. 

2.  Blood  platelets.  There  are  two  concep- 
tions about  the  origin  of  the  blood  platelet,  but 
most  hematologists  are  of  the  opinion  that  they 
are  derived  from  the  megakaryocyte  of  the  bone 
marrow.  There  is  some  disagreement  as  to  the 
real  place  that  they  have  in  blood  clotting.  Vari- 
ous names  have  been  applied  to  the  active  ma- 
terial in  the  platelets.  Morawitz  calls  it  throm- 
bokinase ; Bordet,  cytozyme ; Wooldridge,  A-fi- 
brinogen  ; and  Howell,  thromboplastin.  Mills^D 
states  that  the  function  ascribed  to  it  by  these 
various  authors,  except  that  of  Wooldridge,  A-fi- 
brinogen,  can  be  replaced  by  cephalin.  There  is 
a general  agreement  that  platelet  bodies  are  capa- 
ble of  initiating  and  accelerating  blood  clotting, 
and  are  in  some  way  responsible  for  clot  retrac- 
tion. Mills(2)  presents  evidence  that  blood 
platelets  do  not  contain  prothrombin  or  thrombin, 
but  rather  active  tissue  fibrinogen  and  free  ceph- 
alin. In  other  words,  they  initiate  clotting  by 
liberating  tissue  fibrinogen,  and  stimulate  the 
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later  phases  of  clotting  by  supplying  active  ceph- 
alin. 

3.  Prothrombin.  Most  investigators  have 
described  a protein  body,  coagulating  at  50'  C, 
which  is  found  in  plasma  and  serum  and  can  be 
converted  to  thrombin  under  special  conditions. 
This  precursor  of  thrombin  is  called  prothrombin. 
There  is  not  complete  agreement  as  to  its  origin. 
Some  contend  that  it  is  derived  from  the  blood 
platelets.  Drinker  and  Drinker(3)  have  recov- 
ered it  by  perfusion  of  bone  marrow.  It  is  very 
likely  that  it  is  furnished  by  various  tissues,  and 
some  workers  claim  that  it  may  be  recovered 
from  all  protein  containing  tissue  extracts. 

4.  Cephalin.  Mills(4)  defines  cephalin  a-  the 
agent  causing  or  permitting  a thrombin  produc- 
tion from  the  prothrombin  of  serum.  He  main- 
tains that  it  is  derived  from  blood  platelets  and 
tissue  fibrinogen.  Howell (5)  claims  that  cephalin 
acts  only  by  neutralizing  the  clot  inhibiting  sub- 
stance of  the  blood,  and  liberates  the  prothrombin 
so  that  it  can  be  activated  by  the  calcium. 

5.  Fibrinogen.  Fibrin,  the  essential  constitu- 
ent of  the  clot,  is  formed  from  fibrinogen,  nor- 
mally present  in  the  plasma.  It  is  a protein  be- 
longing to  the  globulin  group.  Its  concentration 
varies,  but  is  usually  given  at  400  mgm.  or  less 
per  100  cc.  of  blood.  Most  of  the  experimental 
evidence  indicates  that  fibrinogen  is  produced  in 
the  liver,  or  the  liver  is  directly  concerned  with 
its  production.  Whipple  has  shown  that  the  liver 
is  the  main  source  of  this  substance,  and  may  be 
the  only  source  of  it.  Whipple(6)  has  further 
found  that  there  is  an  increase  in  fibrinogen  in 
inflammatory,  and  destructive  hepatic  lesions  so 
long  as  the  liver  is  able  to  meet  the  demands  of 
the  body,  but  when  this  point  is  exceeded  there 
is  a sharp  terminal  drop.  This  fact  has  a bear- 
ing upon  the  problem  of  bleeding  as  it  concerns 
hemorrhage  associated  with  obstructive  jaundice. 

(!.  Tissue  fibrinogen  is  a protein-phospholipin 
compound  which,  in  the  presence  of  ionized  cal- 
cium, and  only  then,  will  combine  directly  with 
blood  fibrinogen  to  form  fibrin.  It  has  been 
called  thromboplastin,  coagulin,  cytozyme,  etc. 
All  tissues  of  the  body  contain  this  factor  of  co- 
agulation, and  it  is  found  in  greater  amounts 
in  lungs,  brain,  heart,  kidneys,  skin,  and  blood 
vessel  endothelium.  A small  amount  is  found  in 
connective  tissues  and  muscle.  The  speed  of  the 
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clotting  process,  and  the  amount  of  firmness  of 
the  clot  formed  depend  on  the  available  supply 
of  the  substance. 

Before  we  proceed  to  the  clinical  side  of  this 
problem,  we  must  review  the  theory  of  coagula- 
tion. There  is  still  considerable  confusion  about 
the  process  because  of  conflicting  opinions, 
which  has  as  a basis  a failure  to  know  the  exact 
nature  of  some  of  the  reactions.  It  is  generally 
conceded  that  there  are  two  independent  mecha- 
nisms of  clotting  and  that  they  are  both  physio- 
logical ; namely,  thrombin  clotting  and  tissue  fi- 
brinogen clotting.  Three  important  theories  of 
clotting  prevail.  In  this  country,  the  theory  of 
Howell  has  the  widest  acceptance.  Tt  lends  itself 
to  the  use  of  the  clinician  satisfactorily.  The 
various  theories  accept  as  their  starting  point  the 
fact  that  fibrin  is  formed  eventually  by  the  action 
of  thrombin  upon  fibrinogen.  The  differences 
arise  over  the  explanation  of  the  origin  of  throm- 
bin, and  the  part  played  by  calcium  and  throm- 
boplastic  substances  in  coagulation. 

Briefly,  the  theory  of  Howell(5)  is  as  follows: 
Prothrombin,  precursor  of  thrombin,  is  held 
neutral  in  the  blood  plasma  by  antiprothrombin. 
This  inhibitory  substance,  he  has  called  heparin, 
because  this  substance  is  prepared  most  readily 
from  the  liver  of  the  dog.  The  function  of  the 
tissue  extract,  derived  from  the  platelets  or  other 
cells,  and  which  consists  of  cephalin,  or  a ceph- 
alin-protein  compound,  is  to  neutralize  this  in- 
hibitory substance  and  liberate  prothrombin  so 
that  it  can  be  activated  by  calcium.  Thus  throm- 
bin is  formed,  which  reacts  with  fibrinogen  to 
form  fibrin. 

Morawitz  holds  that  prothrombin  of  the  cir- 
culating blood  is  changed  to  active  thrombin  by 
the  combined  action  of  calcium  and  tissue  ex- 
tract. This  activating  substance,  he  calls  throm- 
bokinase.  One  of  the  chief  contentions  of  this 
author  is  that  the  essential  constituent  of  tissue 
extract  is  cephalin. 

Mills(1)  concludes  from  a series  of  experi- 
ments that  blood  fibrinogen  acts  as  a stabilizer 
of  prothrombin  and  that  the  activation  of  the 
latter  is  permitted  to  begin  only  after  some  of 
the  figrinogen  is  removed.  He  further  maintains 
that  some  other  process  than  thrombin  action 
must  initiate  the  clotting  process  and  begin  the 
removal  of  the  blood  fibringen.  He  has  shown 
that  in  order  to  have  intravascular  thrombin 
clotting,  the  thrombin  must  be  injected  pre- 
formed. On  the  other  hand,  he  contends  that 
normal  wound  clotting  is  usually  begun  as  a 
tissue  fibrinogen  clotting;  that  as  soon  as  the 


first  blood  fibrinogen  is  thus  removed,  the  acti- 
vation of  the  prothrombin  thus  liberated  starts 
and  the  processes  go  hand  in  hand.  In  other 
words,  there  really  exists  a molecular  union  of 
fibrinogen,  cephalin  and  prothrombin,  and  on 
the  removal  of  fibrinogen  this  equilibrium  is 
broken  and  a rapid  disassociation  takes  place. 
The  free  cephalin  and  prothrombin  now  very 
readily  reassociate  to  form  thrombin.  This  work 
of  Mills  is  most  convincing,  and  for  the  most 
part  answers  many  difficult  problems  and  har- 
monizes the  more  important  theories  of  clotting. 

Expression  of  these  theories  by  diagram  is  as 
follows : 

1.  Theory  of  Howell: 

a.  Prothrombin 

I 

Heparin  + Tissue  extract=Free  prothrombin 
(cephalin) 

b.  Prothrombin-|-Calcium=Thrombin 

c.  Thrombin -f-Fibrinogen=Fibrin 

2.  Theory  of  Morawitz: 

a.  Prothrombin  + Calcium-f-Thrombokinase  (plate- 

lets and  tissue  extract)  =Thrombin 

b.  Thrombin +Fibrinogen=Fibrin 

3.  Theory  of  Mills: 

Phase  I: 

Blood  fibrinogen  + Calcium+tissue  fibrino- 

gen=Fibrin 

Phase  II: 

Blood  fibrinogen  1 Minus  blood  fibrinogen  (re- 
Cephalin  1 moved  as  fibrin  by  thrombin 
Prothrombin  j or  tissue  fibrinogen)  — 
cephalin -(-prothrombin 

Cephalin -(-Prothrombin  + Calcium =Thrombin 

In  addition  to  these  theories  it  is  well  known 
that  clotting  may  be  instituted  by  snake  venom. 

Schema:  Thrombin  substitute  (Tiger  snake  ven- 

om) -)-Fibrinogen=artificial  fibrin  clot 

In  spite  of  the  confusion  of  theories  there  is 
considerable  common  ground.  In  the  first  place, 
it  is  generally  agreed  that  the  clot  consists  of 
fibrin  which  is  deposited  in  the  form  of  very  fine 
needles.  These  unite  to  make  a fine  reticulum 
that  enmeshes  the  cells  of  the  blood.  Secondly, 
most  all  agree  that  the  formation  of  fibrin  comes 
about  through  the  interaction  of  fibrinogen, 
thrombin,  and  ionized  calcium. 

The  study  of  a bleeding  case  demands  a most 
careful  history  and  general  physical  examina- 
tion. It  is  well  known  that  the  family  history 
must  be  obtained  in  detail.  Bleeding  tendencies 
and  allerg’c  phenomena  should  be  sought  out.  In 
the  personal  history  it  is  important  to  look  to 
those  points  that  will  make  for  diagnostic  spe- 
cificity. It  is  a common  fault  to  draw  out  the 
history  in  a pattern-like  fashion.  Such  symp- 
toms as  excessive  menses,  epistaxis,  ease  of 
bruising,  and  the  appearance  of  petechiae  with- 
out injury  should  be  carefully  detailed.  The  in- 
dividual dietary  must  be  studied.  The  relative 
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balance  of  fat,  protein  and  carbohydrates  should 
be  determined ; also  whether  or  not  there  is  an 
adequate  intake  of  minerals  and  vitamines.  As- 
sociated ills  are  of  great  importance,  especially 
those  that  materially  affect  the  reticulo-endothel- 
ial  system,  especially  chronic  infections  and  blood 
dyscrasias.  If  there  is  a previous  or  associated 
illness,  the  kind  of  medication  exhibited  should 
he  known.  The  precipitation  of  bleeding  phe- 
nomena by  bismuth,  mercury  and  the  arsenicals  is 
well  known.  Quinine  and  phenolphthalein  have 
been  reported  as  causing  signs  similar  to  the 
heavy  metals.  More  and  more  substances  are 
being  demonstrated  as  factors  in  the  causing  of 
vascular  injury  on  an  allergic  basis. 

Several  laboratory  tests  are  of  value  in  the 
study  of  the  hemorrhagic  case.  It  is  beyond  the 
scope  of  this  paper  to  give  the  technique  of  the 
tests,  and  besides  this  information  is  better  ob- 
tained from  standard  laboratory  manuals. 

1.  Complete  blood  count,  and  study  of  blood 
smears.  This  information  will  he  valuable  in 
estimating  the  activity  of  the  bone  marrow.  It 
will  establish  the  presence  of  a related  blood 
dyscrasia,  and  it  offers  some  direct  information 
cf  the  reticulo-endothelial  system.  Furthermore, 
the  blood  count  is  of  help  in  evaluating  the  gen- 
eral condition  of  the  patient.  Kugelmass(7)  states 
that  anemias  are  never  productive  of  active  hem- 
orrhagic diseases,  unless  there  is  reticulo-endo- 
thelial damage. 

2.  Platelet  count.  There  is  a wide  difference 
in  the  normal  number  of  platelets,  depending  up- 
on the  method  used  in  counting.  The  method  of 
Fonio,  or  of  Reese  and  Ecker(8),  for  counting 
platelets  is  satisfactory.  For  practical  purposes, 
a count  varying-  from  150,000  to  500,000  cells 
per  cubic  millimeter  may  be  considered  as  nor- 
mal for  older  children  and  adults.  It  is  generally 
believed  that  the  blood  platelet  count  is  influenced 
by  many  factors,  chief  among  these  being  many 
diseases,  changes  in  temperature,  muscular  ac- 
tivity, menstruation,  splenectomy,  etc.  Spontane- 
ous hemorrhage  generally  ensues  if  the  platelet 
count  falls  below  35,000  per  cubic  millimeter. 
However,  many  exceptions  to  this  rule  have  been 
recorded. 

Lability  and  agglutinability  of  the  platelet  of- 
fer some  practical  points  of  interest  in  their 
study.  The  platelet  disintegrates  very  rapidly 
unless  fixation  is  made  quickly.  This  disintegra- 
tion takes  place  explosively.  Furthermore,  this 
change  takes  place  only  in  the  presence  of  ionized 
calcium.  The  blood  platelets  are  believed  to  pos- 
sess marked  cohesiveness  which  probably  ac- 


counts, in  part  at  least,  for  their  agglutinability. 
In  the  usual  blood  smear,  the  platelets  appear  in 
groups. 

Platelets  vary  in  quality  as  well  as  quantity. 
For  this  reason  Kugelmass(7)  recommends  the 
practical  test  of  counting  the  platelets  from  the 
plasma  after  the  red  blood  cells  settle  and  also  at 
the  end  of  an  hour  in  a paraffin  tube  to  determine 
the  number  remaining  after  agglutination.  In 
normal  conditions  half  clump  within  the  hour,  in 
thrombocytopenia  the  rate  is  diminished,  and  in 
hemophilia  clumping  hardly  occurs  at  the  end  of 
an  hour  because  of  their  marked  stability. 

3.  Bleeding  Time.  The  method  of  Duke  is 
quite  satisfactory.  The  cut  should  be  made  fairly 
deep  with  a sharp  instrument.  Care  must  be  used 
in  blotting  the  blood  drop  so  that  it  does  not  con- 
tact the  skin.  The  normal  bleeding  time  is  from 
three  to  six  minutes.  Tf  it  is  over  ten  minutes  it 
is  definitely  prolonged.  Bleeding  time  depends 
upon:  (a)  the  effectiveness  of  the  tissue  extract; 
(b)  quality  and  quantity  of  blood  platelets;  (c) 
the  condition  of  the  skin;  and  (d)  the  vaso- 
motor state.  For  the  most  part,  the  bleeding 
time  varies  directly  as  the  number  of  platelets. 
It  is  prolonged  in  thrombocytopenic  purpura,  and 
normal  in  hemophilia.  It  is  well  to  remember 
that  the  fewer  the  platelets  in  the  blood  the  longer 
the  small  capillary  lumens  remain  open,  although 
there  may  be  platelets  enough  to  cause  coagula- 
tion. 

4.  Clot  retraction.  Normally  the  coagulum 
of  clotted  blood  shrinks.  This  is  called  clot  re- 
traction. It  begins  normally  within  one-half  hour 
and  is  well  advanced  in  two  hours,  although  the 
process  is  generally  not  entirely  completed  until 
eighteen  hours  have  elapsed.  Pathologic  blood 
may  fail  to  show  any  clot  retraction.  The  blood 
specimen  should  not  be  agitated  because  this  in- 
hibits the  process.  There  appears  to  be  a direct 
relationship  between  clot  retraction  and  the  plate- 
let count.  The  exact  reason  for  this  phenomena 
’s  not  clear.  For  routine  examinations,  observa- 
tions at  room  temperature  are  satisfactory;  but 
more  accurate  determination  can  be  made  if  the 
specimen  is  incubated  at  37°  C.  There  is  normal 
retraction  of  the  clot  when  the  platelet  count  is 
100,000  or  more,  and  there  is  very  weak  or  no 
retraction  when  the  count  is  below  45,000.  Dis- 
turbances of  clot  retraction  are  typical  in  throm- 
bocytopenic purpura. 

5.  Coagulation  time.  A variable  concentra- 
tion of  one  or  all  of  the  different  components 
that  affect  blood  clotting,  as  prothrombin,  cal- 
cium, and  fibrinogen,  will  produce  a change  in 
the  clotting  time.  Hence  the  determination  of  the 
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coagulation  is  only  a measure  of  the  rate  of  the 
combined  action  of  these  various  factors.  A pro- 
longed coagulation  time  generally  means  that 
there  is  a tendency  to  hemorrhage ; however,  it 
is  not  an  exact  criterion  of  the  hemorrhagic  state. 
The  clotting  time  may  be  normal  in  the  presence 
of  spontaneous  hemorrhage,  as  in  purpura  and 
some  cases  of  jaundice.  It  is  well  known  that 
coagulation  time  and  bleeding  time  do  not  always 
run  parallel. 

In  the  use  of  any  method  for  determining  the 
coagulation  time,  the  technician  must  make  for 
a constant  environment  of  the  test,  and  also  learn 
well  the  criterion  of  the  exact  end  point.  The 
latter  has  been  the  chief  difficulty  in  devising  a 
satisfactory  method.  The  fact  that  all  tissues 
contain  clotting  substances,  demands  a method 
that  requires  vein  puncture.  For  practical  pur- 
poses, the  methods  of  Lee  and  White,  and  the 
capillary  tube  method  are  the  methods  of  choice. 
The  normal  time  for  the  first  test  is  from  five  to 
eight  minutes,  and  for  the  second  method  from 
two  to  four  minutes. 

The  coagulation  time  is  prolonged  chiefly  in 
hemophilia,  most  cases  of  melena,  some  cases  of 


liver  disease,  and  at  times  in  both  leukemia  and 
aplastic  types  of  anemia. 

Whenever  the  coagulation  time  is  prolonged 
the  finding  of  the  prothrombin  time,  the  test  for 
calcium,  and  the  estimation  of  fibrinogen  are  of 
some  value.  The  prothrombin  time  is  prolonged 
in  hemophilia.  There  has  been  some  doubt  cast 
on  the  value  of  the  calcium  test ; but  practically, 
if  there  is  found  to  be  some  calcium  want,  it  of- 
fers the  proper  indication  for  the  exhibition  of 
calcium  salts. 

b.  Capillary  resistance.  Two  methods  are 
generally  used.  The  Leede-Rumpel  test  has  the 
virtue  of  a fixed  pressure  of  100  mm.  for  two  to 
three  minutes.  The  tourniquet  test  is  also  highly 
satisfactory  for  testing  capillary  resistance.  A 
positive  test  indicates  an  increased  permeability 
of  capillaries,  and  usually  a blood  platelet  defi- 
ciency. This  test  is  of  great  importance  in  the 
examination  of  every  case  because  of  its  relation- 
ship to  hemorrhage  in  general.  Morawitz(10) 
states  that  it  is  quite  probable  that  there  can  be 
no  hemorrhagic  diathesis  without  vascular  alter- 
ation. 

(Concluded  next  month) 


THE  FAMILY  PHYSICIAN  AND  HIS  PSYCHONEUROTIC 

PATIENT* 

A.  L.  COOPER,  B.  Sc.,  M.  D., 

Scottsbluff,  Nebraska. 


The  basic  principles  which  have  been  the  firm 
foundation  for  the  practice  of  medicine  in  the 
past  are  still  the  same  at  the  present  and  can 
safely  be  predicated  the  same  for  the  future. 
They  may  be  gathered  into  one  simple  formula. 
The  art  and  science  of  medicine  consists  of  any 
and  all  means  that  may  be  used  to  safeguard  the 
physical  and  mental  welfare  of  humanity,  and 
salvage  the  remnants,  when  impairment  has  oc- 
curred. Diagnosis,  prognosis,  prophylaxis  and 
therapy,  we  may  call  them. 

During  the  centuries,  any  knowledge  which 
supported  these  principles,  in  time  found  prac- 
tical application,  and  gradual  evolution  has  re- 
sulted in  the  very  complex  mass  of  knowledge 
and  skill  of  modern  medicine. 

Simple  as  these  guiding  principles  have  been, 
and  still  are,  the  means  of  their  application  have 
varied  from  the  preponderance  of  the  mystery 
and  magic  of  the  past,  to  the  equally  preponder- 
ant exact  knowledge  and  skill  of  the  present,  and 
the  vision  of  greater  accomplishments  in  the 
future.  This  transition  more  or  less  complete 

•Presented  before  the  annual  meeting.  Nebraska  State  Medical 
Association,  Lincoln.  April  7-8,  1936. 


in  the  mental  concepts  of  trained  physicians,  is 
by  no  means  as  complete  in  the  minds  of  the 
laity,  both  ignorant  and  educated,  or  either  class 
misinformed. 

The  general  practitioner,  and  the  specialist, 
alike,  finds  his  greater  time  and  interest  devoted 
to  the  concrete  physical  aspects,  of  the  patient’s 
prophylactic  health  needs,  or  therapeutic  neces- 
sities. This  is  as  it  should  be,  for  it  represents 
by  far  the  major  part  of  humanity’s  medical 
needs.  Possibly  this  very  fact  makes  more  dif- 
ficult the  recognition,  management  and  treat- 
ment of  the  less  tangible,  psychoneurotic  disturb- 
ances in  a varying  degree  to  which  our  patients 
fall  heir. 

The  economic  and  social  disturbances  of  the 
past  several  years  have  served  to  intensify  and 
increase  the  psychoneurotic  problems  with  which 
both  the  general  practitioner  and  specialist  must 
contend.  The  profession  of  medicine,  itself,  has 
fallen  heir  to  its  share  of  these  uncertainties,  and 
probably  with  as  much  emotional  turmoil  as  the 
laity,  even  though,  we  individually,  hesitate  to 
admit  it.  Possibly  part  of  the  continued  volume 
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of  work  that  comes  to  the  average  physician  dur- 
ing- these  difficult  times,  is  engendered  by  the 
anxiety  states  from  which  the  public,  all  classes 
included,  have  suffered. 

Personally,  I am  sure,  many  of  my  patients 
have  come  to  me,  the  past  few  years,  with  physi- 
cal difficulties,  which  under  the  less  worried 
about,  previous  years  of  “good-times,”  they  tol- 
erated with  much  less  thought  of  present  suffer- 
ing or  future  consequences.  Truly  the  neuro- 
psychiatrist has  had  a fertile  field  for  his  services. 
The  general  practitioner  has  had  an  equal  oppor- 
tunity for  real  service  and  has  often  recognized 
it,  and  in  one  way  or  another  furnished  some 
practical  answer.  Many  others  have  no  doubt 
been  bewildered  or  failed  to  recognize  other  than 
the  physical  problems  present. 

The  brief  time  alloted  precludes  further  detail 
of  the  place  and  importance  of  neuropsychiatry 
in  general  practice.  The  organic  psychoneurotic 
diseases  we  have  with  us  always.*  There  is  little 
evidence  that  environmental  stresses  have  any- 
thing to  do  with  their  incidence,  but  much  evi- 
dence that  these  stresses,  aggravate  such  condi- 
tions. Often  it  is  difficult  to  determine  the  bor- 
der line  between  abnormal  or  unusual  function 
and  true  pathology.  For  the  considerations  of 
this  paper  it  is  enough  to  point  out  that  both  are 
too  often  considered  outside  the  field  of  general 
medicine.  If  we  are  to  be  true  to  our  definition 
of  the  scope  of  medicine,  psychoneurotic  prob- 
lems of  whatever  nature,  are  as  much  a part  of 
our  art  and  practice  as  any  concrete  physical  en- 
tity. The  patient  confronting  us  with  a problem, 
physical  or  mental,  or  both,  is  a complex,  indi- 
vidual unit,  with  all  the  normal  variations,  which 
inheritance,  environment  and  stage  of  life  can 
assemble  in  one  being.  The  results  are  much 
more  complicated  than  a Mendelian  two  or  four 
color  combination. 

If  this  brief  discussion  does  no  more  than  em- 
phasize these  facts,  that  our  patients  are  really 
human  beings,  and  not  simply  cases  of  this  or  of 
that,  my  effort  will  be  worthwhile  and  your  time 
well  spent.  In  doing  this,  nothing  should  de- 

*A  Little  Correspondence  on  This  Paper:  “Dear  Doctor  Coop- 
er— What  do  you  mean  when  you  speak  of  ‘an  organic  psycho- 
neurotic disease’?  ‘There  hain’t  no  such  animule,’  or  is  there? 
I am  just  going  over  your  manuscript  and  find  the  above 
quoted  phrase.  Cordially,  F.  A.  Long.” 

I assume  what  you  have  reference  to  is  last  paragraph  page 
2,  “The  organic  psychoneurotic  diseases  we  have  with  us  al- 
ways,” etc. 

Your  point  is  well  taken  I think.  In  such  a hurried  crowding 
of  so  much  material  in  so  short  a paper,  there  is  no  place  to 
itemize  or  detail,  even  saliant  points.  Perhaps,  I should  have 
put  in  more  detail,  since  no  doubt  others  may  wonder  what  I 
was  classing  as  such.  However,  I feel  that  pages  7 and  8 make 
that  more  clear.  Yes  I believe  there  are  such  “animules.”  How 
about  dementia  praecox,  manic  depressive  psychoses,  paresis, 
toxic  psychoses,  etc.,  certainly  these  are  organic  in  origin. 

— A.  L.  Cooper. 


tract  from  the  importance  of  disease  entities  as 
such,  or  their  prevention  and  treatment.  The 
body  of  knowledge  making  up  the  medical  sci- 
ences has  become  so  great,  and  has  developed  so 
rapidly,  that  its  detail  may  well  detract  from  the 
whole  consideration  of  the  object  for  which  it  is 
all  intended — the  patient  and  his  particular  con- 
dition as  a unit  organism. 

Specialization  in  the  many  fields  of  medicine 
has  become  a vital  necessity,  in  order  that  diag- 
nosis and  treatment  may  be  most  effective  and 
further  rapid  progress  made  in  scientific  advance- 
ment. The  general  practice  of  medicine  must 
continue,  however,  to  take  care  of  the  major  vol- 
ume of  human  ailment,  and  the  family  physician 
will  continue  to  be  the  honored  personage  that 
tradition,  and  the  practical  application  of  medi- 
cine places  at  the  service  of  humanity.  The 
psychoneurotic  patient  belongs  in  his  sphere  of 
service  as  truly  as  does  the  whole  array  of  phy- 
sical possibilities  that  demand  his  initial  atten- 
tion. As  long  as  patients  are  human  beings,  as 
well  as  cases,  and  so  long  as  human  beings  live  as 
family  units — the  family  physician  and  his  serv- 
ices will  endure. 

As  a general  practitioner,  as  a family  physi- 
cian, I wish  to  discuss  briefly  the  psychoneurotic 
patient,  and  the  nature  of  his  or  her  problem. 

The  genesis  of  psychoneurotic  states,  no  doubt, 
follows  biologic  law  as  truly  as  do  the  physical 
conditions  and  pathologies.  A consideration  of 
some  of  the  factors  involved  will  indicate  the 
probability  of  this  being  true.  Biologically,  the 
whole  existence  of  the  human  being  is  concerned 
with  two  purposes  of  life,  or  rather  two  condi- 
tions of  existence.  The  first  is  nutrition,  and 
the  second  is  reproduction.  The  first  has  to  do 
with  the  development,  growth,  structural  change, 
disintegration,  and  final  death  of  the  individual. 
The  second  has  to  do  with  the  transmission  of  the 
racial  line  through  individuals  to  the  next  gener- 
ations. 

If  we  apply  the  demonstrated  facts  of  biology 
to  this  basic  consideration,  in  the  same  way 
we  apply  them  to  the  concrete  sciences  of 
embryology,  histology,  anatomy,  physiology,  and 
chemistry,  and  correlate  this  with  the  less  ma- 
terial but  probable  history  of  the  race,  and  the 
effects  of  historical,  social  and  physical  environ- 
ment, a true  basis  for  the  understanding  of  hu- 
man emotionalism  and  behaviorism  may  be  dem- 
onstrated. Several  other  factors  also  enter  into 
this  understanding.  These  will  be  mentioned 
later. 

From  birth  to  old  age  the  individual  human 
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being  is  constantly  facing  the  problems  of  indi- 
vidual existence.  Food,  drink,  warmth,  and 
physical  protection,  the  physical  exertion  to  at- 
tain them  and  the  rest  and  sleep  for  regenera- 
tion, constitute  the  individual  selfish  ends  of  ex- 
istence. The  second  condition  of  existence  con- 
sists of  all  the  individual  male  and  female  attri- 
butes that  results  in  the  continuance  of  the  race, 
or  sexual  reproduction.  This  second  condition 
for  life,  is  essentially  unselfish,  that  is,  expendi- 
ture of  the  individual,  that  the  race  may  con- 
tinue. Community  of  effort  beyond  the  sexual 
pair,  no  doubt  developed  from  this  beginning. 
From  this  basis  all  the  intricate  individual  and 
social  inter-relationships  of  human  existence 
have  developed  in  accordance  with  biological 
law.  as  truly  as  has  the  physical  and  chemical 
developmental  changes,  taken  place.  Reasonable 
conjecture  gives  a logical  explanation  of  all  that 
we  find  in  normal  and  abnormal  human  behav- 
iorism. 

In  the  history  of  the  race,  civilized  environ- 
ment, constitutes  but  a small  fraction  of  the  to- 
tal, but  it  has  in  this  short  time,  comparatively, 
imposed  environmental  changes  that  easily  con- 
flict with  the  adaptations  which  had  become  fixed 
characteristics  before.  In  like  manner,  the  sys- 
tematic training  of  the  individual  mind,  more  or 
less  general  in  the  recent  few  thousand  years, 
has  in  some  ways  increased  the  problems  of  men- 
tal adaptation  to  environmental  changes. 

Is  it  any  wonder,  that  the  psychic  conflict,  the 
inferiority  complex,  and  the  anxiety  neuroses, 
etc.,  should  often  develop  in  the  human  being  in 
this  modern  environment.  Civilized  human  en- 
vironment has  so  changed  the  nature  of  the  two 
conditions  of  human  existence,  that  the  first, 
which  we  termed  nutritional,  has  become  easier 
and  more  natural,  while  the  second  condition, 
which  we  termed  reproduction,  has  become  more 
difficult  and  unnatural.  Considering  the  total 
life  history  of  the  human  race,  civilized  environ- 
ment covers  a small  part  of  the  time.  Custom,  re- 
ligion. and  law  in  turn  have  added  their  influ- 
ences as  a code  of  conduct  for  human  relation- 
ships in  organized  society.  These  influences 
have  made  it  easier  for  the  human  being  to  exist 
as  an  individual.  These  same  influences  have, 
in  many  ways,  made  it  more  difficult,  more  un- 
natural, for  the  human  being  as  a biological  unit 
of  procreation.  Probably  the  female  has  suf- 
fered greater  than  the  male. 

This  code  of  conduct,  largely  a system  of 
“thou  shalt  nots”  which  has  more  or  less  effec- 
tively protected  the  race  continuance,  has  not  as 
well  protected  its  normal  psychic  impulses. 


It  has  taken  the  researches  of  a Krafft-Ebing, 
a Freud,  and  a Havelock  Ellis,  and  many  others, 
to  uncover  the  truth  of  the  above  statement. 
Psychoneurotic  states  may  and  do  develop  from 
both  aspects  of  human  environment,  but  by  the 
very  nature  of  things,  the  procreative  side  has 
had  the  greatest  causative  action. 

I stated  above  several  other  factors  are  also 
envolved.  Let  us  consider  them  briefly.  First : 
Heredity.  Mendel’s  laws  in  application  to  ani- 
mal and  plant  breeding  have  demonstrated  how 
effectively,  undesirable  qualities  can  be  eradicated 
and  more  desirable  or  beneficial  qualities,  can  be 
intensified  in  later  generations.  Through  the 
greater  part  of  the  life  history  of  the  human  race, 
natural  selection,  possibly  the  survival  of  the  fit- 
test, protected  the  better  qualities,  physical  and 
mental,  of  the  race.  Is  it  not  probable  that  mod- 
ern civilization  has  been  doing  the  opposite? 
Many  evidences  point  to  that  conclusion.  This 
is  a problem  which  the  medical  profession  can  ill 
afford  to  ignore. 

Through  inheritance  then,  a varying  degree 
of  mental  inadequacy  to  cope  with  environments, 
exists  among  human  beings. 

Second : A new  science,  namely  endocriminol- 
ogy,  has  recently  added  its  knowledge  to  the  un- 
derstanding of  psychoneurological  states.  There 
is  no  time  for  detail,  but  much  has  already  been 
demonstrated  and  the  near  future  will  no  doubt 
uncover  much  more,  of  the  normal  and  abnormal 
glandular  effect  on  mental  and  nervous  processes. 
Endocrine  balances  may  in  part  be  hereditary,  but 
a greater  portion  are  probably  the  result  of  the 
childhood  infections  that  occur  so  generally,  and 
the  developmental  changes  resulting,  much  of 
which  is  as  yet  little  understood. 

Third : The  time  of  life,  or  age  changes  of  the 
individual.  The  laity  expression  of  “acting  your 
age”  is  the  answer  to  the  fact  of  its  existence. 
The  failure  of  the  individual  to  accept  normal 
physiological  changes  incident  to  the  period  of 
life,  and  physical  and  mental  condition,  often 
lays  the  foundation  for  mental  difficulties. 

Fourth,  is  the  true  mental  and  nervous  dis- 
eases, organic  in  origin.  These  are  often  diffi- 
cult to  recognize  in  their  incipiency,  or  when  ex- 
istent in  mild  degree  or  of  unusual  nature. 

They  are  often  difficult  to  differentiate  from 
purely  psychic  states,  and  emotional  instability, 
not  organic,  and  due  to  environmental  origin. 
Often,  too,  both  types  exist  concurrently,  the  one 
accentuating  the  other,  a true  vicious  circle  of 
cause  and  effect. 
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Fifth,  is  the  effects  mentally,  of  organic  dis- 
eases, and  nutritional  and  toxic  states  on  the 
cental  nervous  system.  These  effects,  transitory 
or  permanent,  are  often  undervalued  in  their  in- 
fluences, on  the  patient  as  a rational  being. 

We  see  then,  our  patient,  a human  being,  pre- 
sents a more  complex  problem  than  merely  a 
physical  organism,  with  some  abnormal  struc- 
tural defect,  or  collection  of  pathological  condi- 
tions . As  long  as  thought  and  action  are  pres- 
ent, the  result  of  a mind  and  a nervous  system, 
will  there  also  be,  psychic  states,  and  emotional 
reactions,  to  evaluate,  as  well.  We  must  treat 
our  patient  as  a whole,  as  well  as  his  or  her  dis- 
ease or  abnormal  condition. 

The  incidence  of  psychoneurotic  patients  in 
general  practice  is,  I am  sure,  greater  than  is 
generally  recognized.  Perhaps  ten  to  fifteen  per 
cent  of  the  population,  young  and  old,  that  seek 
medical  service,  are  suffering  from  well  marked 
degree  of  mental  and  emotional  disturbances, 
superimposed  usually,  but  by  no  means  always, 
upon  some  physical  condition.  The  physician 
need  not  be  versed  in  all  the  intricate  details  of 
psycho-analytical  technic  and  mental  therapy,  to 
get  good  practical  results  in  the  management  of 
mental  problems.  Much  is  done  by  the  average 
physician  routinely  in  his  practical  solutions  of 
the  physical  problem  at  hand,  that  is  of  good 
wholesome  mental  therapy  to  the  patient  in  its 
effects.  This  is  neither  the  time  or  the  place 
to  discuss  the  details  of  practical  psychotherapy, 
suffice  to  say  that  the  wise  physician  has  his  own 
individual  ways  of  getting  relief  to  his  patient. 

We  may  well  state  again,  that  the  art  and 
science  of  medicine  consists  of  any  and  all  means 
that  may  be  practically  used  to  safeguard  the 
physical  and  mental  welfare  of  humanity,  and 
salvage  the  remnents  of  these  if  impairment  has 
occurred.  We  see  our  patients  as  individual 
human  beings,  or  collected  as  human  families, 
and  families,  as  community  units.  The  whole, 
existing  for  individual  welfare,  and  the  future 
generations  of  the  race. 

The  work  of  the  family  physician,  that  sort  of 
“universal  specialist,”  which  society  is  again  be- 
ginning to  honor  with  more  due  appreciation, 
must  necessarily  cover  the  whole  field  of  medi- 
cine. Psychoneuroses  are  an  important  part  of 
that  field.  The  general  practitioner  with  his  in- 
timate contacts  and  long  continued  knowledge  of 
patients  as  individuals,  and  as  family  units, 
should  be  well  fitted  to  recognize  psychoneurotic 
problems  when  they  occur,  and  handle  them  with 
the  same  frank,  sincere,  practical  efficiency,  that 
he  does  material  entities. 


Ever  a teacher,  seldom  a preacher,  he  should 
be  the  councilor  to  whom  his  patients,  young  and 
old,  may  confidently  consign  their  mental  diffi- 
culties, and  receive  remedial  service  consistent 
with  the  importance  of  such  relief  to  their  wel- 
fare and  happiness. 

DISCUSSION 

DR.  OLGA  STASTNY,  (Omaha):  I think  Dr.  Coop- 
er has  brought  out  some  very  important  points.  I am 
beginning  to  feel  that  we  as  a medical  profession  have 
rather  failed  in  taking  cognizance  of  just  these 
things.  I,  who  have  done  a good  deal  of  work  with 
women’s  groups,  mothers’  clubs,  and  girls  in  high 
and  grade  schools,  have  felt  that  we  should  have 
something  to  do  with  directing  work  and  play  of 
the  growing  child.  Only  a medical  man  or  woman 
can  do  the  things  that  are  necessary  in  teaching  our 
young  people  how  to  accept  the  privileges  of  life  in 
a sane  way,  and  perform  this  second  function  Dr. 
Cooper  mentions. 

We  have  our  clinics  for  the  children  when  they 
enter  school.  We  have  their  eyes  and  tonsils  ex- 
amined, and  the  nurses  send  them  to  a physician 
when  they  think  they  need  medical  care.  But,  we 
have  not  paid  enough  attention  that  proper  work  in 
mental  hygiene  'be  given,  and  in  instructing  our 
mothers  and  teachers  in  that  needed  to  handle  the 
mental  and  emotional  states  of  the  child  in  school. 
This  would  in  time,  if  we  performed  our  duty,  be  a 
great  donation  to  the  formation  of  good  habits  of 
human  beings. 

I think  Dr.  Cooper  has  given  us  a splendid  reminder 
that  this  is  our  function,  which  possibly  we  are  not 
performing  to  such  an  extent  as  we  should.  Every 
medical  physician  meets  these  breakdowns  in  his  of- 
fice and  he  thinks,  “This  should  have  been  attended 
to  earlier;  something  must  be  done  about  this.”  But 
we  are  all  so  busy  we  plan  to  do  that  something  at 
some  future  time. 

It  seems  to  me,  it  is  a challenge  to  us  as  a medical 
profession,  to  do  something  now.  Call  it  mental  hy- 
giene or  by  any  other  name  if  you  will — but  find  a 
way  to  incorporate  it,  through  working  with  our  pa- 
tients and  also  through  the  mothers  and  our  teachers 
in  the  schools. 

That  the  emotional  instability  of  our  young  people 
today  is  being  interferred  with  because  of  the  many 
changes  in  what  we  call  civilization,  was  brought  out 
by  Dr.  Cooper  when  he  stated  the  laws  of  natural 
selection  were  being  seriously  hampered.  If  we  at- 
tend to  giving  of  our  medical  knowledge,  to  better 
training  of  the  individual,  it  would  be  a contribu- 
tion to  preventative  medicine  that  would  prove  its 
worth  definitely  by  making  people  free  and  happier 
human  beings. 

DR.  RICHARD  A.  YOUNG,  (Omaha):  I want  to 
confine  myself  to  the  work  going  on  in  psychiatric 
education  at  the  present  time.  There  is  now  a meet- 
ing in  Baltimore  of  psychiatrists  and  deans  of  dif- 
ferent medical  schools,  in  an  effort  to  make  psy- 
chiatric teaching  a little  more  practical,  so  that  it 
will  be  helpful  to  the  medical  student  in  general  prac- 
tice after  he  has  left  his  university  course. 

The  tendency  is  to  stress  several  points.  In  the 
first  place,  conditions  we  meet  in  medicine  have  not 
developed  on  a basis  of  either  functional  or  organic. 
We  see  mixtures  of  both.  Dr.  Moersch,  of  the  Mayo 
Clinic,  says  in  45  per  cent  of  the  cases  that  come  to 
them,  their  problem  is  in  part  or  entirely  on  a per- 
sonality basis. 

The  method  of  teaching  as  stressed  is  funda- 
mentally scientific,  and  one  in  which  we  were  trained 
through  our  preclinical  years.  We  deal  with  a sick 
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patient,  and  our  first  job  is  to  get  all  the  facts  in 
the  form  of  the  complaint.  If  we  do  that,  we  cannot 
help  but  be  impressed  that  some  are  personality 
facts.  If  we  get  the  conditions  under  which  they 
develop,  we  are  again  impressed  that  they  develop 
in  situations  of  strain  and  under  emotional  stress. 
The  next  thing-  is  to  get  the  course.  In  the  course  of 
development  of  the  illness,  if  we  pay  particular  at- 
tention and  take  a careful  history,  we  find  somewhere 
along  the  course  there  may  be  an  exacerbation  of 
symptoms  due  again  to  some  emotional  or  situational 
stress.  In  finally  obtaining  the  total  picture  of  the 
end  results,  in  a large  percentage  of  cases  we  cannot 
help  but  be  impressed  by  the  personality  factors. 

From  the  standpoint  of  the  teaching  of  treatment 


at  the  present  time,  there  is  also  the  tendency  to  get 
away  from  the  concepts  of  there  being  pigeonholed 
diagnostic  reaction  types.  We  are  seeing  cases  dis- 
cussed and  diagnosed  from  the  standpoint  of  all  the 
facts  presented.  Our  diagnoses  show  an  integration 
of  all  the  facts,  personality,  mental,  emotional,  somatic 
or  endocrinologic.  By  avoiding  the  diagnostic 
straightjackets  we  can  plan  our  treatment  along  com- 
mon sense  lines  to  include  all  the  features  the  case 
presents. 

DR.  COOPER,  (closing):  I am  thankful  for  your 
gracious  reception  of  this  type  of  paper.  I think  the 
knowledge  incorporated  is  something  sadly  neglected 
in  our  medical  education.  It  must  be  incorporated  in 
the  future  in  a larger  degree. 


ACUTE  INTUSSUSCEPTION  IN  INFANCY  AND 
CHILDHOOD 


CHAS.  W.  McLAUGHLIN,  Jr.,  M.  D„ 
Department  of  Surgery,  University  of  Nebraska, 
Omaha,  Nebraska. 


Intussusception  is  one  of  the  oldest  abdominal 
lesions  of  which  we  have  a record,  Hippocrates 
having  mentioned  the  condition  and  suggested 
rectal  injections  for  its  treatment.  In  spite  of 
its  early  recognition  centuries  ago,  there  still  ex- 
ists in  the  minds  of  medical  men  the  feeling  that 
intussusception  is  a rare  pathological  entity.  This 
false  conception  probably  accounts  for  the  all  too 
frequent  delay  between  the  onset  of  the  condition 
and  the  institution  of  surgical  treatment. 

Intussusception  is  the  most  common  cause  of 
acute  intestinal  obstruction  in  infancy  and  child- 
hood, being  responsible  for  from  60%  to  75% 
of  all  cases.  (Lanman  and  Lanman,  1921 ; Cohen, 
1927).  A review  of  the  reported  series  of  acute 
abdominal  emergencies  in  infancy  and  childhood 
indicates  that  intussusception  is  the  most  common 
acute  surgical  lesion  under  the  age  of  two  and 
that  from  4%  to  8%  of  all  acute  abdominal  con- 
ditions from  birth  to  the  age  of  twelve  are  due 
to  intussusception.  When  one  considers  further 
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that  the  vast  majority  of  cases  of  intussusception 
occur  between  the  ages  of  six  and  eighteen 
months,  during  which  period  acute  inflammatory 
conditions  in  the  abdomen  are  relatively  infre- 
quent, the  importance  of  keeping  this  condition 
in  mind  is  further  emphasized. 


Intussusception  is  encountered  more  frequently 
in  male  than  in  female  babies,  approximately 
65%  being  seen  in  the  former  sex.  The  great 
majority  of  cases  are  seen  in  well  developed  and 
well  nourished  breast-fed  babies  who  have  pre- 
viously been  in  good  health. 

A multiplicity  of  factors  have  been  suggested 
which  may  produce  an  intussusception  but  as  yet 
no  satisfactory  explanation  for  all  cases  has  been 
advanced.  It  is  a well  recognized  fact  that  cases 
are  encountered  more  frequently  in  clinic  than  in 
private  practice,  and  in  certain  sections  of  the 
world  the  condition  appears  to  be  more  common 
than  in  others.  The  various  suggested  causes 
are  listed  as  follows : 

1.  The  presence  of  some  pathological  exciting  force 
within  the  intestine  such  as  Meckel’s  diverticuli, 
polyps  and  intestinal  new  growths.  Romanis  (1918) 
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of  his  37 
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Ladd 

(1930)  in  5.3%  of 
of  his  372  cases. 

273 

cases 

and  Hudson 

(1934)  in  8% 

2.  A local  point  of  irritation  in  the  lower  ileum  in- 
cident to  alterations  in  diet  or  protracted  diarrhea. 

3.  Inflamed  lymph  tissue  in  the  lower  ileum  acting 
as  a polyp.  Wade  (1924)  with  a personal  series  of  519 
cases  believes  this  is  the  usual  etiological  factor. 
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4.  Some  possible  error  in  the  structural  arrange- 
ment of  the  splanchnic  nervous  system.  (Frazier, 
1926). 

5.  Abnormal  mobility  of  the  ascending  colon  due 
to  a persistence  of  its  mesentery.  (Clubbe,  1907). 

6.  Disproportionate  growth  of  the  colon  and  ileum 
during  infancy,  both  being  approximately  the  same 
size  at  birth.  (D’Arcy  Power). 

7.  Irregular  action  of  the  intestinal  musculature 
with  spasm  of  the  circular  coat  and  resultant  in- 
vagination. (Sir  Frederick  Treves,  Clubbe). 

An  intussusception  has  been  described  as  “the 
catching  up  of  one  piece  of  bowel  within  another 
piece."  A great  number  of  classifications  for  the 
varying  types  of  intussusception  have  been  re- 
corded, but  for  practical  purposes  they  may  be 
divided  into  three  groups  : 

1.  An  enteric  type,  which  is  distinctly  rare,  and 
involves  only  the  small  bowel. 

2.  A colic  type  in  which  the  colon  alone  is  involved. 
This  is  not  frequent  in  children  but  is  occasionally 
encountered  in  elderly  patients.  The  sigmoid  colon 
is  the  usual  site. 

3.  The  entero-colic  type  in  which  the  terminal 
ileum,  caecum  and  colon  are  all  involved.  This  type 
is  much  the  most  common  in  infancy  and  childhood. 

The  vast  majority  of  these  intussusceptions  be- 
gin in  the  distal  six  inches  of  the  ileum  and  from 
there  proceed  to  the  caecum  and  the  ascending 
colon.  As  the  intussusceptum  advances,  the  me- 
sentery of  the  terminal  ileum  is  carried  with  it, 
resulting  in  constriction  of  the  invaginated  part, 
oedema,  mucosal  bleeding  and  finally  necrosis. 

Efforts  on  the  part  of  the  bowel  to  expel  the 
abnormal  bolus  within  its  lumen  force  the  ad- 
vancing intussusceptum  further  and  further  along 
the  intussuscepiens,  and  in  neglected  cases  the 
advancing  segment  may  be  palpated  per  rectum 
or  may  even  protrude  through  the  anus.  Dur- 
ing the  advance  of  the  intussusceptum  an  excess 
of  mucus  is  poured  out  into  the  bowel,  where  it 
promptly  becomes  mixed  with  blood  from  the 
engorged  mucosa.  This  material  when  passed 
per  rectum  is  one  of  the  diagnostic  features  of 
the  condition.  This  phenomenon  is  present  in 
practically  all  cases  in  from  six  to  twelve  hours, 
except  in  the  enteric  type  in  which  it  rarely  oc- 
curs. 

Prior  to  the  days  of  operative  intervention  in 
these  cases,  an  occasional  recovery  was  reported 
following  the  sloughing  away  of  the  entire  intus- 
susceptum with  a re-establishment  of  intestinal 
continuity  by  plastic  adhesions  at  the  site  of  the 
invagination.  Such  an  occurrence  was  a distinct 
rarity  and  in  not  more  than  2%  or  3%  of  the 
cases  might  such  a favorable  result  be  expected. 
In  the  untreated  cases  death  usually  results  in  a 
very  few  days  from  acute  intestinal  obstruction 
with  its  associated  toxemia. 


Nebr.  S.  M.  Jour. 
September.  1936 

It  is  infrequent  that  a physician  is  privileged 
to  see  an  acute  intussusception  during  the  first 
moments  of  the  illness,  but  the  story  which  may 
be  obtained  from  the  mother  or  nurse  is  so  clas- 
sical that  there  can  be  little  doubt  as  to  the  ex- 
isting condition.  A previously  well  baby,  usually 
between  the  ages  of  six  and  eighteen  months, 
suddenly  screams  and  draws  up  its  legs  as  if  in 
agony.  In  a few  moments  the  screaming  ceases 
and  the  infant  appears  to  be  in  shock.  The  face 
is  pale  and  beaded  with  perspiration,  the  lips  are 
pinched  and  slightly  blue  and  the  whole  counten- 
ance indicates  that  something  serious  has  hap- 
pened. After  a variable  period,  ranging  from  a 
few  moments  to  several  hours,  the  child’s  color 
returns  and  the  symptoms  of  shock  disappear. 
Recurrent  attacks  of  the  initial  severe  pain  are 
not  usual  but  at  intervals  the  child  whimpers  or 
cries  briefly  as  the  intussusceptum  is  forced  along 
the  colon  by  intestinal  peristalsis.  Vomiting  may 
occur  at  the  onset  of  the  illness  but  often  does  not 
make  its  appearance  until  late  in  the  disease. 
When  seen,  the  child  is  usually  lying  quietly  in 
bed  with  an  apprehensive  look  on  its  face.  In  a 
variable  period  of  from  six  to  twelve  hours  bloody 
mucus  or  “currant  jelly”  like  material  is  passed 
per  bowel. 

The  diagnosis  of  intussusception  is  usually  not 
difficult  if  one  will  but  remember  to  consider 
this  possibility  when  the  small  patient  is  first 
seen.  A rather  typical  history  can  usually  be 
elicited  and  only  a few  pertinent  physical  find- 
ings are  necessary  to  clinch  the  diagnosis.  (Table 
2). 

The  difficulties  of  making-  a proper  abdominal 
examination  in  infants  and  small  children  are 
well  appreciated  by  all  who  have  any  contact  with 
these  patients.  Efforts  at  palpation  all  too  fre- 
quently result  in  the  child’s  crying,  which  makes 
satisfactory  examination  almost  impossible.  How- 
ever with  persistence,  patience  and  gentleness 
all  the  information  that  is  required  can  usually 
be  elicited.  Abdominal  tenderness,  rigidity  and 
distention  are  not  features  of  an  intussusception 
until  late  in  the  disease.  On  inspection  the  ab- 
domen is  usually  flat  or  scaphoid.  Palpation 
frequently  discloses  a peculiar  emptiness  of  the 
entire  right  side  of  the  abdominal  cavity  (signe 
de  Dance)  resultant  from  a migration  of  the  cae- 
cum and  the  ascending  colon  with  the  advancing 
intussusceptum.  The  principal  physical  finding 
is  the  palpation  of  an  abdominal  mass  which  rep- 
resents the  intussusception.  The  mass  is  usually 
palpable  in  the  upper  right  quadrant  of  the  ab- 
domen along  the  line  of  the  ascending  colon,  or 
above  the  umbilicus,  but  it  may  appear  anywhere 
along  the  course  of  the  colon,  depending  upon 
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how  far  the  intussusception  has  advanced.  The 
tumor  is  usually  sausage  shaped  and  several 
inches  in  length  but  it  may  present  as  a small, 
spherical,  walnut-sized  mass  becoming  more 
prominent  during  straining  of  the  child. 

While  the  presence  of  an  abdominal  tumor  is 
one  of  the  essential  features  of  the  condition,  and 
its  outline  is  palpable  in  the  vast  majority  of 
cases,  one’s  inability  to  feel  such  a mass  should 
not  influence  one  too  strongly  in  excluding  an 
intussusception  in  the  presence  of  other  facts.  It 
is  to  be  remembered  that  the  liver  of  the  infant 
is  abnormally  large  and  not  infrequently  this  or- 
gan serves  as  an  effective  screen  between  the 
lesion  and  the  examiner’s  hand. 

Rectal  examination  should  never  be  omitted, 
for  the  shallow  pelvis  of  the  child  makes  this  an 
extremely  important  procedure.  The  presence  of 
blood  is  often  demonstrated  in  this  way  before 
the  typical  bloody  mucus  is  passed  per  rectum. 
Although  one  can  occasionally  palpate  the  ad- 
vancing intussusceptum  per  rectum,  it  is  never 
justifiable  to  wait  upon  this  finding  to  make  a 
diagnosis.  Wade  (1924)  found  that  while  blood 
was  passed  per  rectum  on  the  average  of  seven 
hours  after  the  onset  of  the  condition,  a rectal 
mass  could  rarely  be  palpated  until  twenty-four 
hours  had  elapsed,  making  this  sign  important 
from  a prognostic  rather  than  a diagnostic  stand- 
point. As  in  any  case  of  acute  intestinal  ob- 
struction seen  during  the  first  few  hours,  the 
temperature  and  the  white  count  are  of  little 
value  in  making  the  diagnosis. 

There  are  few  conditions  which  might  be  con- 
fused with  an  intussusception,  but  four  may  be 
briefly  considered : 

1.  Acute  appendicitis.  This  condition  is  distinctly 
rare  under  the  age  of  two  and  its  onset  is  neither  as 
sudden  nor  as  dramatic.  Vomiting  is  usually  present 
early  in  the  condition,  with  associated  abdominal  ten- 
derness, rigidity  and  distension. 

2.  Acute  entero-colitis.  This  condition  rarely  be- 
gins suddenly  and  is  associated  with  an  excessive 
number  of  bowel  movements.  Although  it  may  be  as- 
sociated with  abdominal  pain  and  the  passage  of  ex- 
cessive amounts  of  mucus  and  later  blood  per  rec- 
tum, feces  continue  to  be  passed,  which  is  not  the 
case  in  an  intussusception.  An  abdominal  mass  is 
not  palpable  in  simple  acute  entero-colitis  and  acute 
intestinal  obstruction  does  not  develop.  It  is  well  to 
remember  that  acute  entero-colitis  with  its  associated 
hyper-peristalsis  may  occasionally  result  in  the  pro- 
duction of  an  intussusception. 

3.  Rectal  prolapse.  This  condition  in  general 
should  give  little  difficulty  in  differentiation.  Simple 
rectal  examination  will  settle  the  problem  by  demon- 
strating that  it  is  impossible  to  introduce  ones  finger 
into  the  rectum  along  side  of  the  protruding  mass  in 
this  condition. 

4.  Abdominal  (Henoch’s)  purpura.  In  acute  ab- 
dominal purpura  a picture  may  develop  which  will  be 
extremely  difficult  to  differentiate  from  an  intus- 


susception. In  purpura  one  may  have  the  sudden  on- 
set with  severe  pain  and  associated  shock,  the  passage 
of  blood  per  rectum,  and  not  infrequently  the  presence 
of  an  abdominal  mass  due  to  the  subserous  extrava- 
sation of  blood  along  the  bowel.  Differentiation  is 
aided  by: 

a.  Finding  a purpuric  rash  on  the  body,  usually 
on  the  extensor  surfaces  of  the  extremities. 

b.  Applying  a tourniquet  to  the  arm  for  three 
minutes  and  producing  petechial  hemorrhages  distal 
to  the  site  of  application. 

c.  Platlet  count. 

d.  Most  patients  affected  with  abdominal  purpura 
are  over  the  age  of  five,  while  intussusception  is  not 
common  after  two. 

Unfortunately  the  cutaneous  manifestations  of 
purpura  may  not  develop  until  several  hours  after 
the  onset  of  the  abdominal  pain  and  in  such  an 
event  a diagnosis  of  intussusception  would  almost 
invariably  be  made.  In  addition  to  subserosal 
hemorrhages  in  the  intestinal  wall,  abdominal 
purpura  may  predispose  to  the  development  of  an 
intussusception,  nine  such  cases  having  been  col- 
lected from  the  literature  since  1908  by  Bailey 
(1930). 

In  1871  Jonathan  Hutchinson  performed  the 
first  successful  laparotomy  for  intussusception, 
but  in  the  succeeding  twenty-four  years  only  six- 
teen cases  successfully  treated  by  operation  were 
reported.  (Clubbe,  1907).  During  this  period 
all  cases  were  treated  by  the  ancient  method  of 
multiple  rectal  injections  and  surgery  was  used 
only  as  a last  resort. 

During  more  recent  years,  experience  has 
shown  that  the  safest  and  most  satisfactory  meth- 
od of  dealing  with  an  intussusception  is  to  sub- 
mit the  case  to  surgery  at  the  earliest  possible 
moment  after  the  diagnosis  is  made.  There  are 
still  those  who  recommend  that  in  early  cases 
rectal  injections  should  be  tried  as  a preliminary 
to  surgical  reduction.  The  danger  of  this  pro- 
cedure is  that  one  may  be  led  to  believe  that  the 
intussusception  has  been  relieved  while  in  reality 
a portion  has  remained  unreduced.  The  six  or 
eight  hours  lost  before  the  mistake  is  discovered 
may  mean  the  difference  between  simple  opera- 
tive reduction  and  resection  with  its  high  at- 
tendant mortality. 

In  the  surgery  of  infancy  and  childhood  cer- 
tain principles  must  be  observed  with  extreme 
care.  Small  children  do  not  stand  prolonged 
anaesthesia  or  rough  handling  of  tissues  and  are 
very  prone  to  develop  surgical  shock.  An  in- 
tussusception is  essentially  an  acute  intestinal  ob- 
struction and  the  well  know  dictum,  “get  in  and 
get  out  quickly,’’  is  even  more  important  here 
than  in  the  adult  patient. 

Provision  should  be  made  to  maintain  the  body 
heat  while  the  small  patient  is  on  the  operating 
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table  and  the  surgeon  and  his  assistant  should  be 
scrubbed  and  ready  before  the  anaesthetic  is  be- 
gun. Ether  is  the  most  satisfactory  anaesthetic 
agent  but  both  the  amount  used  and  the  total 
anaesthetic  period  should  be  reduced  as  much  as 
possible.  The  incision  is  usually  placed  to  the 
right  of  the  umbilicus  and  sufficient  exposure 
obtained  to  permit  the  introduction  of  the  oper- 
ator’s two  index  fingers.  The  tumor  is  located 
and  reduction  carried  out  within  the  abdomen  by 
milking  the  intussusception  backward  through 
the  intussuscepiens  until  the  tight  oedematous 
ring  marking  the  origin  of  the  intussusception  is 
reached.  It  is  then  best  to  deliver  the  bowel  into 
the  wound  at  this  point,  which  can  usually  be 
accomplished  without  difficulty.  The  reduction 
having  been  completed  under  direct  vision  and 
the  absence  of  any  specific  etiological  factor 
noted,  the  intestine  is  returned  to  the  abdomen 
and  the  incision  closed.  It  is  not  considered 
necessary  or  wise  to  tack  the  caecum  to  the  lat- 
eral abdominal  wall  as  has  been  suggested,  since 
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the  incidence  of  recurrence  is  very  low  and  this 
procedure  is  opposed  to  physiological  principles. 
Tf  a Meckel's  diverticulum  is  present  it  should 
be  removed,  but  in  general  it  is  inadvisable  to 
prolong  the  operating  time  for  the  performance 
of  an  appendectomy.  The  surgeon  should  al- 
ways assure  himself  that  a double  intussusception 
has  not  been  overlooked,  the  presence  of  such  a 
condition  having  occasionally  been  noted. 


If  the  case  has  come  to  operation  early  there 
is  usually  no  great  difficulty  in  completing  the 
operative  reduction.  However,  if  many  hours  or 
days  have  elapsed  since  the  onset,  reduction  may 


be  extremely  difficult.  In  these  cases  one  may 
wrap  the  intussusception  in  a moist  warm  sponge 
and  apply  gentle  pressure  with  the  grasping 
hand.  After  some  of  the  oedema  has  been  driven 
out  of  the  tumor  mass,  reduction  may  be  possible. 

If,  in  spite  of  all  efforts,  reduction  cannot  be 
accomplished,  one  is  left  with  the  choice  of  either 
a resection  or  a colostomy. 

Fluids  should  either  be  introduced  into  the 
peritoneal  cavity  during  closure  or  given  sub- 
cutaneously at  the  end  of  the  procedure.  The 
latter  method  is  probably  more  reliable  and  a 
sufficient  quantity  can  always  be  administered  in 
this  way.  If  vomiting  is  not  a feature  after  op- 
eration either  the  bottle  or  the  breast  may  be 
given  in  from  six  to  eight  hours. 

The  mortality  in  any  large  series  of  intussus- 
ceptions ranges  between  15%  and  45%.  (Table  3) 
It  may  be  said  that  the  mortality  of  the  condition 
is  almost  directly  proportional  to  the  delay  in 
the  institution  of  surgical  treatment.  The  cases 
which  make  up  the  great  bulk  of  the  fatalities 
are  those  which  come  late  to  operation  and  re- 
quire extensive  manipulation  or  resection.  On  the 
other  hand  from  Australia,  where  intussusception 
appears  to  be  particularly  common,  Wade  (1924) 
reports  a series  of  519  cases  seen  over  a period 
of  thirteen  years  with  a remarkable  mortality 
record  of  only  14.06%. 

That  the  mortality  can  be  greatly  lowered  by 
more  prompt  diagnosis  and  earlier  operative  in- 
terference is  indicated  bv  the  recently  reported 
series  of  Hudson  (1934)  who  had  no  fatalities 
in  the  last  sixty  operated  cases. 

Two  patients  recently  observed  emphasize  cer- 
tain of  the  characteristic  features  of  an  intussus- 
ception : 

Case  I.  Female,  aged  eight  months,  was  admitted 
to  the  hospital  at  4 p.  m.  because  of  incessant  cry- 
ing and  the  passage  of  blood  per  rectum. 

P.  H.  Instrumental  delivery.  A perfectly  healthy 
baby,  breast  fed  with  supplementary  feedings  until 
the  onset  of  the  present  illness. 

P.  I.  At  9 p.  m.  on  the  morning  of  admission  the 
baby  suddenly  began  to  shriek  as  if  in  pain.  The 
legs  were  drawn  up  on  the  abdomen  and  the  appear- 
ance was  that  of  an  intra-peritoneal  lesion.  After 
a transient  period  of  quiet,  the  child  again  began  to 
cry  and  continued  to  do  so  until  admission  to  the 
hospital.  Vomiting  occurred  once  soon  after  the  on- 
set of  the  pain.  At  10  a.  m.  an  apparently  normal 
stool  was  passed  but  at  2 p.  m.  (five  and  one-half 
hours  after  the  onset  of  the  present  illness)  a stool 
containing  fresh  blood,  clots  and  mucus  was  passed. 

P.  X.  T.  98,  P.  165,  R.  45.  A well-nourished  baby 
lying  quietly  in  bed  with  an  apprehensive  look  on 
its  face.  Essential  physical  findings  were  limited  to 
the  abdomen.  No  distension.  The  upper  abdomen 
was  quite  soft  but  there  was  slight  muscle  gaiard 
over  both  lower  quadrants.  Careful  palpation  failed 
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to  disclose  any  mass.  Peristalsis  was  not  audible. 
Rectal  examination  disclosed  the  presence  of  a smooth 
soft  protruding-  intussusception,  readily  palpable  just 
inside  the  anal  sphincter.  The  examining  finger  was 
blood  stained  on  withdrawal. 

A diagnosis  of  intussusception  was  made  and  im- 
mediate operation  advised. 

Operation:  Nine  hours  after  the  onset  of  the  pres- 
ent illness.  Open  drop  ether  anaesthesia.  The  abdo- 
men was  opened  through  a right  rectus  incision.  The 
entire  colon  proximal  to  the  splenic  flexure,  together 
with  the  terminal  six  inches  of  the  ileum,  were  found 
to  have  invaginated  into  the  descending  colon  and 
sigmoid.  Reduction  was  carried  out  with  consider- 
able difficulty  within  the  abdomen  because  of  the 
marked  oedema  of  the  structures.  The  terminal  il- 
eum, caecum  and  appendix  were  very  red  and  hem- 
orrhagic but  appendectomy  was  not  deemed  advis- 
able. One/  very  large  lymph  node  was  seen  in  the 
mesentery  on  the  medial  side  of  the  caecum  near  the 
ileo-caecal  valve.  This  may  have  been  partially  re- 
sponsible for  the  development  of  the  intussusception. 
Routine  closure  of  the  abdomen  in  layers.  Hypoder- 
moclysis  of  normal  salt  solution  given  immediately 
after  operation. 

Progress:  The  following  morning  the  patient’s 

condition  seemed  satisfactory  and  a breast  feeding 
was  permitted.  Two  ounces  of  this  feeding  were  re- 
gurgitated and  a short  time  later  the  child  was  seen 
to  be  cyanotic,  restless  and  appeared  to  be  acutely 
ill.  Examination  showed  diminished  aeration  of  the 
left  lower  chest  with  a few  scattered  rales.  Immedi- 
ate aspiration  of  the  pharynx  was  carried  out  togeth- 
er with  the  administration  of  carbon  dioxide  and  oxy- 
gen. An  emergency  bronchoscopic  examination  was 
decided  upon  on  the  assumption  that  a massive  aspir- 
ation of  fluid  might  be  the  cause  of  the  sudden  col- 
lapse. The  child  was  immediately  removed  to  bron- 
choscopy but  the  respirations  ceased  before  the  exam- 
ination was  begun.  Artificial  respiration  was  admin - 
iestered  and  a small  bronchoscope  introduced.  No 
secretion  or  milk  could  be  seen  in  the  trachea  or 
larger  bronchi.  In  spite  of  all  measures  the  child 
failed  to  respond  and  succumbed. 

A necropsy  was  permitted  and  the  essential  findings 
were  reported  as  follows: 

1.  Moderate  cardiac  dilatation,  especially  the  right 
heart. 

2.  No  clot  found  in  the  pulmonary  artery  or  veins. 

3.  No  bronchial  obstruction.  Early  red  consolida- 
tion irregularly  distributed  throughout  the  left  lower 
lobe. 

4.  Similar  findings  throughout  the  entire  right 
lung. 

5.  Enlarged  Peyer’s  patches. 

6.  Hyperemia  of  serosal  vessels  of  the  caecum  and 
colon. 

7.  No  evidence  of  recurrence  of  the  intussuscep- 
tion. 

COMMENT 

In  the  absence  of  bronchoscopic  or  postmortem 
evidence  of  milk  or  secretion  in  the  bronchial 
tree,  it  seems  probable  that  death  was  the  result 
of  a fulminating  pneumonia.  There  was  no  evi- 
dence at  autopsy  that  the  process  was  embolic  in 
nature. 

Case  II.  Male,  age  11  months,  was  seen  with  Dr.  M. 
C.  Green  three  hours  after  the  onset  of  severe  ab- 
dominal pain  followed  by  shock. 

P.  I.  The  baby,  previously  in  excellent  health, 
awakened  from  its  morning  nap  screaming  with  pain. 
The  legs  were  drawn  up  on  the  abdomen  and  he  ap- 
peared to  be  in  agony.  Soon  after  the  onset  of  the 
pain  the  baby  vomited  once.  After  ten  or  fifteen 


minutes  the  child  became  quiet,  was  very  pale,  slight- 
ly blue,  perspiring,  and  the  pulse  was  small  and 
rapid.  The  bowels  moved  once  within  the  hour  and 
the  motion  was  grossly  normal.  After  an  hour  or  so 
the  child  recovered  from  this  picture  simulating 
shock  but  remained  very  pale  and  the  pulse  contin- 
ued very  rapid.  He  would  doze  for  short  intervals 
only  to  awaken  and  cry  for  a few  moments  as  if  in 
pain. 

P.  N.  T.  101,  P.  140,  slightly  irregular.  The  baby 
was  well  developed  and  well  nourished,  lying  quietly 
in  bed.  He  appeared  pale,  listless  and  disinterested 
in  his  surroundings.  The  essential  physical  findings 
were  limited  to  the  abdomen.  There  was  no  abdom- 
inal distension  but  the  entire  right  side  of  the  abdo- 
men presented  a peculiar  empty  appearance,  the  so- 
called  ‘‘signe  de  Dance.”  There  was  no  tenderness 
or  rigidity.  An  elongated  sausage  shaped  tumor  was 
readily  palpable  to  the  left  of  the  midline,  occupying 
the  position  of  the  distal  transverse  colon.  A diag- 
nosis of  acute  intussusception  was  made  and  the  pa- 
tient hospitalized. 

On  admission  to  the  hospital  the  patient  had  a large 
bowel  movement  which  was  grossly  bloody.  Rectal 
examination  disclosed  no  mass  but  a large  quantity 
of  blood  clot,  mucus  and  feces  were  expelled  follow- 
ing the  digital  examination.  The  leucocytes  were 
14,000,  the  urine  was  clear. 

Operation:  Four  and  one-half  hours  after  the  on- 

set of  the  P.  I.  Open  drop  ether  anaesthesia.  A 
right  rectus  incision  was  made  and  a large  intussus- 
ception immediately  visualized.  Palpation  showed 
that  the  intussusceptum  had  already  passed  through 
the  transverse  colon  and  was  entering  the  descending 
colon.  The  intussusception  was  reduced  within  the 
abdomen  until  the  caecum  was  reached,  but  the  final 
reduction  was  completed  under  direct  vision  with  the 
caecum  in  the  wound.  The  tip  of  the  caecum,  appen- 
dix and  terminal  six  inches  of  the  ileum  were  the 
last  structures  to  leave  the  intussuscepiens.  The  cae- 
c&l  wall  was  diffusely  infiltrated  with  blood  and  very 
oedematous,  giving  one  almost  the  sensation  of  an 
intrinsic  mass.  The  caecum  had  an  abnormally  long 
mesentery  and  in  it  were  numerous  enlarged  hemor- 
rhagic lymph  nodes  approximately  one  centimeter  in 
diameter.  There  was  a large  congenital  peritoneal 
band  crossing  the  front  of  the  caecum  and  partially 
constricting  this  structure.  This  band  was  severed, 
the  absence  of  a Meckel’s  diverticulum  demonstrated 
and  the  abdomen  closed  in  layers.  Two  hundred  and 
fifty  cc.  of  normal  saline  were  left  in  the  peritoneal 
cavity  before  closure. 

Course.  The  baby’s  convalescence  was  entirely  un- 
eventful and  he  was  discharged  from  the  hospital  on 
the  ninth  postoperative  day. 

SUMMARY  AND  CONCLUSIONS 

1.  Acute  intussusception  is  the  most  common 
cause  of  the  acute  surgical  abdomen  under  the 
age  of  two  years  and  is  responsible  for  from 
4%  to  8%  of  all  acute  abdominal  emergencies 
up  to  the  age  of  twelve  years. 

2.  Intussusception  is  the  most  common  cause 
of  acute  intestinal  obstruction  in  infancy  and 
childhood,  being  responsible  for  from  60%  to 
75%  of  all  cases. 

3.  The  history  of  onset  in  a case  of  intussus- 
ception is  so  classical  that  few  conditions  can  be 
readily  confused  with  it. 

4.  Repeated  vomiting  and  the  palpation  of  a 
mass  per  rectum  are  late  signs  in  intussusception 
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and  should  be  considered  in  prognosis  rather  than 
in  the  diagnosis. 

5.  The  only  rational  therapy  is  laparotomy  at 
the  earliest  possible  moment  after  the  diagnosis  is 
made. 


(i.  The  mortality  in  intussusception  ranges 
from  1.-)%  to  45%  and  should  be  materially  re- 
duced if  the  condition  is  remembered  and  the 
diagnosis  made  more  promptly. 
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EXTRA-UTERINE  PREGNANCY  OF  EIGHT  MONTHS  DURATION* 

L.  H.  DUNHAM,  B.  Sc.,  M.  D„ 

Scottsbluff,  Nebraska. 


INTRODUCTION 

Since  the  latter  part  of  the  tenth  century  when 
extra-uterine  pregnancy  was  first  discovered,  it 
has  been  a much  discussed  subject.  In  this  par- 
ticular case  T think  that  the  duration  of  viability 
of  the  fetus  and  the  various  complication  most 
interesting.  I hope  that  the  society  will  find  this 
case  worthy  of  full  discussion. 

CASE  HISTORY  (ABBREVIATED) 

Case  No.  2361.  Mrs.  H.,  age  28.  White.  Married. 

First  seen  April  16,  1932,  at  her  home  in  Scotts- 
bluff. She  gave  history  of  pregnancy  of  six  weeks’ 
duration.  Complains  as  follows:  (1)  Abdomenal  pain 
below  lower  border  of  right  ribs,  dull  aching  in 
character,  radiated  to  back,  of  ten  days'  duration; 
(2)  vomiting  past  ten  days,  yellowish  green  color, 
frequently  contains  undigested  food;  (3)  inability  to 
retain  food  past  three  days;  (4)  chronic  constipation 
past  eight  months;  (5)  loss  of  weight  past  month; 
(6)  weakness,  nervousness  about  two  weeks'  duration. 

Skin  of  entire  body  is  icteric.  Numerous  abrasions 
due  to  scratching;  marked  emaciation  present.  Feet 
and  ankles  slightly  swollen.  Temp.  100.2;  pulse  110; 
resp.  20;  B.  P.  100/80.  Sclera  are  yellow  and  the 
mucous  membrane  is  markedly  anemic.  Systolic 
murmur  heard  over  apex,  transmitted  to  axilla.  Pain 
and  tenderness  present  on  deep  palpation  of  epigas- 
trium, more  marked  over  G.  B.  area.  Pelvic  examina- 
tion: Uterus  slightly  enlarged,  retroflexed,  the  cervix 
soft,  adenexia  not  palpable,  examination  made  with 
moderate  discomfort. 

Complaints  June  1st:  (1)  Slight  dull  aching  pain 
occuring  irregular  intervals  over  upper  right  side 
abdomen,  radiated  to  back,  present  since  April  6,  1932; 
(2)  indefinite  pain  upper  right  chest,  about  a month 
duration;  (3)  slight  persistant  cold  accompanied  by 
slight  cough  of  a months’  duration;  (4)  sensation  of 
weight  over  heart,  feels  it  beat  fast,  at  times  irregu- 
lar, present  for  two  weeks;  (5)  swelling  of  feet  and 
ankles  since  April;  (6)  nervousness,  weakness,  loss 
of  weight  during  past  three  months. 

Cardio-respiratory:  Sensation  weight  over  heart  ac- 
companied by  dull  aching  pain  not  radiated,  slight 
dyspnea  on  exertion,  feels  heart  palpitate  on  exercise 
or  emotional  disturbance.  Symptoms  present  about 
two  weeks.  Has  mild  cough,  productive  in  character, 
more  pronounced  in  morning  on  arising.  This  hard- 
ly noticeable,  followed  a slight  cold  contracted  about 
a month  ago.  Night  sweats  past  two  weeks. 

Gastro-intestinal:  Patient  has  moderate  pain  and 
distress  after  eating  fatty  or  rich  foods.  Distress 
relieved  by  vomiting.  States  that  even  using  care  in 
selection  of  foods  is  troubled  with  gas.  Eructates 
frequently  but  not  relieved.  Appetite  poor;  nauseated 
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about  two  hours  in  morning.  Constipation  present, 
stools  gray  color,  hard,  small  in  amount.  Hemor- 
rhoids present,  not  troublesome.  Habits  of  eating, 
regular. 

Genito-urinary:  Slight  pressure  noticed  after  vom- 
iting. Polyuria  present,  nocturia  one  to  two  times. 
Urine  straw  colored. 

Catamenia:  Onset  at  13  years,  28  day  type,  4 to  5 
days’  duration,  3 to  4 napkins  first  three  days.  Date 
of  last  period  March  5,  1932,  no  vaginal  bleeding 
since. 

* * * * * * 

PHYSICAL  EXAMINATION 

General  development  good,  though  patient  markedly 
emaciated.  Expression  that  of  anxiety.  No  deformi- 
ties; good  physical  type;  secondary  sex  characteris- 
tics normal.  Mental  state  excellent. 

****** 

Thorax:  Contour  symetrical;  normal  in  size.  Tactle 
fremitus  negative  and  on  palpation  of  superior  border 
of  right  trapesius  muscle  slight  atrophy  present.  Dull- 
ness present  over  upper  right  lobe  of  lung.  Rales 
heard  over  apex  of  right  lung  as  far  down  as  4th 
interspace  on  ventral  surface  and  6th  interspace  on 
dorsal  surface,  rales  are  fine  crackling  in  character; 
more  pronounced  at  end  of  deep  inspiration  and  after 
coughing.  Slight  rales  of  same  character  heard  over 
left  apex.  There  is  a diminution  of  excursion  of  dia- 
phragm on  right  side  as  compared  to  left  side. 

Heart:  Apex  beat  located  about  9 cm  to  left  of 
midsternal  line  in  6th  interspace  covering  area  of 
3 % cm;  is  feeble  and  rapid  in  character.  A murmur 
may  be  palpated.  Laterally  dullness  extends  to  about 
3 cm  in  the  3rd  interspace,  6 cm  in  the  4th  interspace, 
8 cm  in  the  5th,  9 cm  in  the  6th  interspace.  Murmur 
is  heard  over  apex;  it  is  systolic  in  time,  transmitted 
to  axilla  and  heard  at  angle  of  scapula.  Second  pul- 
monic sound  accentuated. 

Vessels:  Not  abnormal  to  palpation,  the  radial 

pulse  is  120  per  minute,  of  weak  quality  but  rhyth- 
matic. 

Blood  Pressure:  Systolic  90,  diastolic  52,  pulse  pres- 
sure 38. 

Abdomen:  Flat  type;  moderate  pain  on  deep  palpa- 
tion of  hypogastric  region. 

Liver:  Lower  border  extends  one  finger  breadth 
below  the  costal  margin;  marked  tenderness  over 
gallbladder  but  no  muscular  rigidity  present. 

Pelvis:  Measurements,  intercrestal  31  cm;  inter- 
spinous  28  cm;  intertrochanteric  31  cm;  Baudelocque’s 
diameter  20%  cm;  right  oblique  21  cm;  left  oblique 
21  cm;  bispinous  11%  cm;  tuberosities  of  ischia  11 
cm;  conjugate  diagonal  12  cm;  (conjugate  vera 
10%).  Slight  bluish  discoloration  of  vestibule.  Digi- 
tal examination:  Vaginal  mucosa  succulent,  cervix 
soft,  Hegar's  sign  absent,  uterus  not  freely  movable, 
a mass  about  the  size  of  an  orange  is  palpated  in 
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culdesac,  funds  cannot  be  outlined  from  above,  tubes 
and  ovaries  cannot  be  palpated,  moderate  pain  is 
present  when  slight  pressure  applied  to  mass.  No 
bleeding  present. 

****** 

SUMMARY  OF  THE  HISTORY  AND  PHYSICAL 
FINDINGS 

1.  The  history  of  nights  sweats,  afternoon  tem- 
perature, pain  in  chest,  obstinate  cold,  productive 
cough,  loss  of  weight,  weakness  accompanied  by 
fine  crackling  rales,  anemia  and  presence  of  tubercle 
bacillus  in  sputum  unmistakabe  evidence  pulmonary 
tuberculosis. 

2.  History  shortness  of  breath,  palpation,  weak- 
ness accompanied  with  edema  of  feet  and  ankles,  en- 
largement of  heart,  weak  rapid  pulse,  systolic  murmer 
transmitted  and  heard  at  angle  of  scapula,  as  well  as 
accentuated  second  pulmonic  sound,  sufficient  evi- 
dence mitral  insufficiency. 

3.  Inability  to  tolerate  fat  foods,  constipation, 
persistent  pain  over  G.  B.  area  radiated  to  angle 
right  scapula  as  well  as  pain  on  palpation  gallbladder 
region  and  icteric  tint  of  skin  and  sclera,  suggest 
acute  catarrhal  jaundice. 

4.  Presence  of  hard  non-movable  tumor  in  culde- 
sac, inability  to  palpate  tubes  and  ovaries  and  to 
definitely  outline  fundus  accompanied  with  history 
of  some  surgery  of  right  tube  suggests  extra-uterine 
pregnancy.  Absence  of  history  of  colicky  pains  or 
severe  pain  or  shock  or  bleeding  or  the  expulsion  of 
decidua  quite  confusing. 

DIAGNOSIS 

Pulmonary  tuberculosis,  acute  catarrhal  jaundice, 
mitral  insufficiency  and  extra-uterine  pregnancy. 

****** 

SUMMARY  OF  HISTORY  DURING  REST  OF 
PREGNANCY 

August  20th  patient  visited  office,  much  elated, 
stating  after  my  last  visit  (July  20th)  felt  life;  at 
first  did  not  know  what  it  was,  upon  repetition  of 
movement  quite  sure.  Movement  occurred  on  the 
136th  day  of  pregnancy  or  approximately  19 V2  weeks. 
Feels  better  than  has  for  several  months.  Weight 
108;  temp.  99;  B.  P.  98/58;  sleeps  good;  appetite 
good;  urine,  color,  clear;  react.,  acid;  sp.  gr.,  1022; 
sug.,  neg.;  alb.,  trace;  acet.,  plus  1;  bile,  neg. 

****** 

December  9th.  Visited  home.  Condition  still  con- 
sidered very  grave.  F.  H.  T.  very  faint  and  rapid. 
Following  day  F.  H.  T.  and  F.  S.  absent.  Had  been 
slight  bloody  vaginal  discharge  since  December  3rd: 
this  continued  until  December  12th.  December  10th 
patient  entered  hospital,  was  carefully  prepared  and 
vaginal  examination  made  under  light  gas  anesthesia. 
Cervix  found  back  of  symphysis;  very  hard  and 
neither  effaced  or  dilated.  Nodular  projections  easily 
outlined. 

December  11th.  Patient  taken  to  home;  requested 
remain  in  bed;  suffered  acute  flare-up  of  tuber- 
cular process;  heart  continued  to  offer  quite  a thera- 
peutic problem.  She  gradually  improved;  on  Febru- 
ary 1st  we  decided  to  remove  tumor.  On  night  before 
was  to  go  to  hospital,  I was  called  to  home  and  found 
her  condition  very  serious;  pulse  not  perceptible; 
B.  P.  systolic  72,  no  diastolic;  was  dyspneic  and 
slightly  cyanotic;  extremities  cold;  patient  unable  to 
speak.  Foot  of  bed  elevated,  heat  applied  to  ex- 
tremities and  strychnine  grs  1/40  given  intermuscu- 
larilv.  As  soon  as  possible  glucose  and  saline  given. 
Patient  responded  to  treatment;  did  not  show  im- 


provement until  after  February  22nd.  April  8,  1933, 
entered  hospital  for  operation.* 

****** 

OPERATION 

Gas  anesthesia  given;  operation  started  8:20  a.  m.; 
mid-line  scar  resected;  incision  lengthened  to  sym- 
physis pubic  below  and  above  to  right  and  2 inches 
above  umbilicus.  Incision  was  carried  to  peritoneum 
and  latter  found  to  be  tightly  adherent  to  tumor. 
Adhesion  found  to  be  very  friable  and  peritoneum 
easily  separated  by  blunt  dissection.  Wide  retraction 
exposed  ventral  surface  of  tumor  showed  intestines 
matted  together  and  to  tumor  with  very  dense  ad- 
hesions. Dissection  of  tumor  mass  from  intestines 
begun  at  fundus  or  top  and  carried  downward  toward 
spine;  lateral  surfaces  freed  until  tumor  could  partly 
be  raised  from  its  bed,  care  being  used  at  all  times 
to  closely  follow  the  fibrous  capsule  of  tumor  to 
avoid  perforation  of  intestine.  That  portion  laying 
above  and  back  of  symphysis  pubes  attacked  and  a 
fold  of  tissue  was  encountered  above  symphysis  pubes 
which  was  carefully  freed  from  tumor;  this  structure 
was  about  lVz  cm  in  thickness  and  proved  to  be  the 
uterus.  Dissection  then  carried  downward  and  later- 
ally until  adenexa  encountered.  Traction  then  made 
on  tumor  mass  lifting  first  the  left  then  the  right 
adenexa  into  clearer  view;  these  were  freed  from 
tumor  in  turn.  Both  tubes  appeared  to  be  continuous 
with  fibrous  capsule  of  tumor.  Right  tube  had  been 
resected  at  junction  of  medial  and  proximal  1/3  and 
appeared  to  be  more  tightly  adherent  to  tumor. 
Tumor  mass  now  free  except  most  dependent  pelvic 
portion,  this  freed  with  considerable  caution,  care 
being  used  throughout  operation  to  avoid  a perfora- 
tion, and  while  carefully  guarding  against  injury  to 
sigmoid  a perforation  was  made  in  the  capsule  of 
tumor  releasing  about  6 to  8 ounces  of  amniotic 
fluid.  Tumor  was  delivered  from  pelvis  with  little 
difficulty. 

Operation  completed  9:15  a.  m.  During  last 
20  minutes  of  operation  patient’s  condition  very  poor, 
pulse  about  140  per  minute;  blood  pressure  60,  no 
diastolic;  breathing  very  shallow  and  feet  and  hands 
cold.  External  heat  applied,  head  of  table  lowered, 

8 mm  of  adrenalin  chloride  1-1000  given  intra-mus- 
cular,  and  500  cc  of  normal  saline  containing  10% 
glucose  given  intravenously.  Pulse  dropped  to  118, 
breathing  more  regular  and  B.  P.  82/38.  Taken  to 
room  and  1,500  cc  of  normal  saline  containing  2% 
glucose  given  subpectorally.  Condition  observed  every 
15  minutes,  retained  warm  water  by  mouth  and  at 
1 p.  m.  given  morphine  grs  1/6.  At  that  time  B.  P. 
was  88/56;  pulse  better  quality;  perspiring  freely. 

9 p.  m.,  patient  became  restless;  sodium  amytal  grs 
5 given  intra-venously.  First  post-operative  night 
uneventful.  Following  morning  was  given  500  cc 
normal  saline  containing  10%  glucose.  From  then 
on  patient’s  convalescence  uneventful;  April  23rd 
dismissed  from  hospital.  Two  weeks  later  patient 
visited  office  for  examination;  heart  apparently  nor- 
mal size;  no  murmur  on  moderate  exercise,  pulse 
rate  82;  B.  P.  98/70;  no  rales  heard  in  chest.  Weight 
90  lbs.;  temp.  98.6.  Patient  examined  at  regular  in- 
tervals for  next  six  months;  at  end  of  that  time 
weight  was  154  lbs.  and  was  entirely  free  of  symp- 
toms. 

PATHOLOGY 

The  tumor  is  round,  hard,  symmetrical,  weight  9 
pounds  12  ounces.  Capsule  composed  of  fibrous  tis- 

*1  figured  the  length  of  the  pregnancy  from  the  date  of  the 
last  normal  menstrual  period  to  the  date  the  fetus  died ; this 
figures  out  at  about  eight  and  one-half  months.  But  consider- 
ing the  possibility  of  a two  weeks  error,  I called  the  pregnancy 
eight  months.  And  again  the  weight  of  the  fetus  as  well  de- 
velopmental characteristics  would  bear  out  my  diagnosis.  At 
no  time  from  the  date  of  fetal  death  to  the  date  the  patient 
entered  the  hospital  did  we  consider  operation  a safe  procedure 
or  that  the  mother  had  an  even  chance  to  live. 
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sue  with  two  elevations  or  nodules  on  surface  of 
capsule,  the  larger  about  7 cm  in  diameter  at  base, 
the  smaller  about  3 cm  in  diameter  at  base.  There 
is  a rent  in  capsule  through  which  estimated  quantity 
between  6 and  8 ounces  amniotic  fluid  escaped. 

On  incising  posterior  surface  of  tumor,  capsule  very 
firm,  cuts  easily,  is  about  3 mm  in  thickness. 

Removing  posterior  half  of  capsule,  membranes 
and  crescent  shaped  area  of  hepatized  tissue  en- 
countered. Hepatized  area  appears  to  have  been 


24  cm.  long,  very  tortuous,  contains  one  artery,  two 
veins. 

Fetus  removed  from  tumor  weighs  3 pounds  6 
ounces,  is  wrinkled  and  emaciated,  lanugo  present,  no 
vernix  caseosa;  is  male  child,  testicles  in  scrotum. 
Finger  nails  present,  extend  to  tips  of  fingers,  abund- 
ance hair,  bones  of  head  soft,  head  molded  in  con- 
formity to  capsule.  Entire  fetal  body  shows  evidence 
of  compression.  There  are  varying  degrees  deform- 
ity of  long  bones,  right  tibia  shows  definite  angula- 


Fig.  1 Fig.  2 Fig.  3 

Fig.  1.  Shows  ventral  surface  of  the  tumor.  The  broken  line  is  the  site  of  the  adhesion  of  the  uterus  to  the  tumor. 
Below  and  to  the  right  are  the  two  nodular  projections  which  were  suggestive  of  fibroids.  Below  is  the  sutured  rent  in  the 
capsule. 

Fig.  2.  The  posterior  portion  of  the  tumor  capsule  has  been  removed,  chorion  and  amnion  have  been  reflected  showing 
the  calvarium,  feet,  hand  and  flexed  knee.  The  umbilical  cord  lies  above  the  hand  and  passes  under  the  flexed  knee.  The 
crescent  shaped  homogenous  area  to  the  left  of  the  fetus  is  a partly  organized  blood  clot.  Directly  below  the  brow  is  a cross- 
section  of  the  larger  of  the  two  nodules.  It  is  composed  of  fibrous  tissue  and  is  site  of  an  early  hemorrhage. 

Fig.  3.  Position  the  same  as  Fig.  2.  The  tumor  has  been  opened  showing  the  fetal  attitude,  and  the  attachment  of 
the  placenta.  Note  the  insertio  marginalis  of  the  umbilical  cord,  the  finger  nails  and  the  hair. 


large  area  hemorrhage  which  has  become  partly  or- 
ganized. Incision  through  membrane  discloses  fetal 
parts  and  calvarium.  Membrane  composed  of  chorion, 
amnion.  About  one  ounce  amniotic  fluid  still  pres- 
ent of  blackish  green  color,  very  thick  and  tenacious, 
containing  small  particles  debris. 

Dissection  advanced  by  lateral  traction  between 
fetal  parts  and  the  hemorrhagic  mass  exposes  inner 
surface  of  tumor.  Fetus  well  preserved,  lies  in  fetal 


tion  suggestive  of  early  fracture.  Feet  deformed, 
forefoot  swung  out  and  foot  in  heel -drop  position,  or 
talipes  calcaneoivalgus  type  club  foot. 

I wish  to  point  out  that  in  this  particular  case 
nature  appears  to  have  attempted  to  construct  a 
habitat  for  the  fetus,  not  unlike  that  of  normal 
pregnancy;  inadequacy  not  only  manifested  in 


Fig.  4 Fig.  5 Fig.  6 

Fig.  4.  Shows  the  most  dependent  portion  of  the  fetus  as  found  within  the  tumor.  Note  the  marks  of  the  suture  on 
the  back  and  compare  with  sutured  rent  in  Fig.  1. 

Fig.  5.  Shows  the  fetal  attitude  more  clearly.  When  the  figure  is  inverted  the  fetus  is  in  the  same  position  as  in  Fig.  4. 
Fig.  6.  The  fetal  parts  separated  to  show  deformity  of  the  head,  chest,  long  bones,  and  club  feet  of  talipes  calcaneovalgus 
type.  The  disalignment  of  the  right  tibia  is  suggestive  of  an  early  fracture. 


attitude  partly  surrounding  the  placenta.  Placenta 
easily  identified,  14  cm  in  diameter,  firmly  attached 
to  capsule  at  central  portion,  one  inch  of  periphery 
loose  and  appears  to  be  site  of  hemorrhage.  Pla- 
centa has  marginal  insertion  of  umbilical  cord.  Cord 


failure  of  capsule  to  enlarge  to  accommodate  fetal 
growth  and  movement,  but  also  in  failure  to 
establish  circulatory  relationship  with  maternal 
system  sufficient  to  maintain  fetal  life. 
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Removal  of  the  fallopian  tubes  is  generally 
taken  too  lightly  by  the  surgeon.  The  patient  at 
a given  time  may  be  entirely  unconcerned  about 
the  removal  of  her  tubes ; however,  her  attitude 
may  change  later  on,  whether  as  the  result  of  al- 
tered economic,  social  or  marital  conditions. 

If  in  our  operations  upon  the  female  sex  ap- 
paratus we  adopt  the  motto  to  “save  everything 
that  may  be  safely  saved"  we  will  make  a large 
number  of  our  patients  happier.  Even  if  only  a 
portion  of  a tube  can  be  saved,  it  is  our  duty  to 
save  it,  so  that  the  reproductive  function  of  the 
individual  may  be  preserved. 

Occasionally,  we  are  confronted  with  the  prob- 
lem of  preserving  or  reestablishing  the  possibility 
of  pregnancy  in  cases  where,  due  to  extensive 
pathology,  both  tubes  have  been  removed.  This 
problem  has  been  baffling  surgeons  for  a long 
while  and  many  solutions  have  been  offered  by 
way  of  operative  procedures  aiming  at  a restora- 
tion of  the  productive  function. 

I.  One  of  the  earliest  attempts  in  that  direc- 
tion was  made  by  Robert  Morris  in  1895  who 
grafted  a piece  of  ovary  in  the  interior  of  the 
tubal  stump — with  pregnancy  following. 

II.  In  1898,  Frank  reported  three  similar 
cases.  Dudley,  in  1900,  conceived  the  idea  of 
transposing  an  ovary  with  its  pedicle  attached  to 
the  interior  of  the  uterus  through  an  incision 
through  the  fundus — pregnancy  and  abortion  at 
three  months  followed. 

III.  In  1903,  Martin  attempted  to  reestablish 
the  possibility  of  pregnancy  in  a woman  who  had 
both  of  her  tubes  and  ovaries  removed,  by  graft- 
ing some  ovarian  tissue  from  another  woman  into 
the  broad  ligaments,  then  making  new  peritone- 
alized  openings  into  each  uterine  horn.  However, 
pregnancy  did  not  follow. 

IV.  Petit,  in  1908,  evolved  a method  of  pro- 
cedure, which  from  an  anatomical  and  physiologi- 
cal standpoint,  is  superior  to  the  other  methods 
and  as  a result  has  a larger  percentage  of  success- 
ful outcomes  than  had  been  hitherto  possible. 

DETAILED  DESCRIPTION 

The  salient  points  in  this  operation  are: 

1.  Observance  of  the  integrity  of  the  ovarian 
pedicle. 


2.  Transposition  of  the  ovary  into  uterine 
cornu. 

3.  Conservation  of  the  hilus  of  the  ovary, 
especially  its  interior  part,  where  the  main  blood 
and  nerve  supply  of  the  ovary  is  located. 

STEPS  OF  THE  OPERATION 

1.  Mobilization  of  ovary  by  separating  adhe- 
sions, by  incising  the  peritoneum  all  around  ped- 
icle and  by  blunt  dissection  making  a peritoneal 
cuff  1 cm  long. 

2.  Four  anchoring  loops  of  fine  chromic  gut 
are  taken  through  the  four  poles  at  the  base  of 
the  ovary,  near  insertion  of  pedicle. 

3.  Incision  through  uterus — the  incision,  an- 
gular in  shape,  has  the  cornu  of  the  uterus  as  its 
apex,  the  two  sides  are  formed  by  incisions  one 
inch  long,  one  through  the  superior  border  of 
the  uterus  and  the  other  through  the  fundus,  ex- 
tending to  the  uterine  cavity. 

4.  Passage  of  sutures  into  uterine  edge.  The 
four  loops  taken  in  the  ovary  are  passed  from 
within  out,  through  the  corresponding  edges  of 
uterine  incision. 

5.  The  ovary  is  placed  in  the  uterine  cavity, 
so  that  the  lower  surface  is  exposed  to  the  uterine 
cavity.  By  drawing  upon  the  loops  previously 
introduced,  the  ovary  is  anchored  in  its  new  lo- 
cation. 

6.  One  or  two  sutures  on  each  side  of  the 
pedicle  close  uterine  incision. 

7.  Peritonealization : the  collar  of  peritoneum 
loosened  around  the  pedicle  is  sutured  to  the  uter- 
ine peritoneum.  If  insufficient,  the  correspond- 
ing round  ligament  may  be  used. 

MODIFICATION  OF  ABOVE  TECHNIQUE 

1.  Taffier  places  incision  vertically  in  the 
posteriomedian  line  because  of  its  lower  vascu- 
larity. 

2.  Estes  sutures  cut  surface  of  ovary  to  the 
cut  surface  of  uterine  horn,  depending  upon  the 
small  portion  of  the  ovary  exposed  to  the  tubal 
opening  to  ovulate  and  extrude  ova  into  the  uter- 
ine cavity. 

V.  Foster  Method : Foster  makes  a cross  in- 
cision in  the  dome  of  the  fundus  of  the  uterus. 
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half  way  between  the  cornua,  extending  through 
the  endometrium.  The  ovary  separated  from  its 
pedicle  and  pared  flat  at  four  cardinal  points  is 
placed  in  the  uterine  cavity  through  the  incision 
in  such  a manner  as  to  have  about  2/g  of  its  in- 
tact circumference  protruding  through  the  endo- 
metrium, while  the  four  flattened  surfaces  will 
come  in  contact  with  raw  surfaces  in  the  uterine 
wall  and  sutured  there — the  intimate  contact  of 
the  two  will  permit  establishment  of  proper  cir- 
culation from  uterus  to  ovary,  thus  securing  a 
complete  take. 

In  analysing  these  different  methods  for  their 
comparative  merits,  we  find  that  the  highest  per- 
centage of  successful  outcomes  is  claimed  by  the 
Petit  method  which  in  the  hands  of  Aleson  gave 
25%  of  successful  results.  His  series,  however, 
is  rather  limited — eight  cases,  with  two  pregnan- 
cies. The  Foster  method  claims  18%  success. 
The  Estes  method  claims  8%  success. 

How  are  we  to  explain  such  a difference  in 
the  results  and  what  are  the  prerequisites  of  suc- 
cess in  the  operation?  The  factors  responsible 
may  be  divided  into  three  groups : anatomical, 
mechanical,  and  physiological. 

J.  Anatomical  Factors: 

1.  Presence  of  healthy  functioning  tissue  in 
the  transposed  ovary. 

2.  Integrity  of  the  ovarian  pedicle  with  its 
blood  and  nerve  supply. 

3.  Proper  fusion  of  the  ovary  with  the  uter- 
ine wall. 

II.  Mechanical  Factors: 

Size  of  surface  area  of  the  ovary  directly  ex- 
posed to  the  uterine  cavity.  The  larger  the  area 
the  greater  the  frequency  of  ovulation  into  the 
uterine  cavity  and  the  greater  the  chances  for 
fertilization. 

III.  Physiological  Factors: 

1.  Maintenance  of  the  function  of  ovulation 
in  the  transposed  ovary. 

2.  Facilities  for  the  ovum  to  become  fertil- 
ized : where  the  ovum  is  expelled  near  the  uter- 
ine horn — the  least  sensitive  and  contractible  part 
of  the  uterine  body — it  has  a greater  chance  to 
become  fertilized  than  when  it  is  expelled  in  the 
middle  of  the  uterine  cavity  where  its  presence 
acts  as  a foreign  body  stimulating  uterine  con- 
tractions resulting  in  expulsion  of  the  ovum  be- 
fore fertilization  can  take  place. 

3.  Ability  of  the  fertilized  ovum  to  implant 


itself.  Normally  it  takes  about  eight  days  for 
the  fertilized  ovum  to  complete  its  journey  from 
the  ovary  to  the  uterine  cavity,  as  shown  by  H. 
Schmitz,  Chicago  Clin.  Med.  40:299,  33.  This 
space  of  time  as  provided  by  nature,  is  absolutely 
essential  for  the  preparation  of  the  endometrium 
to  receive  the  fertilized  ovum.  As  soon  as  ovula- 
tion occurs,  a corpus  luteum  is  formed,  the  lutein 
cells  of  which  secrete  the  hormone  progestin.  The 
function  of  the  latter  is  to  promote  secretorv  ac- 
tivity in  the  endometrial  glands  which  had  been 
previously  stimulated  to  growth  and  proliferation 
by  the  follicular  hormone  of  the  ovary.  These 
secretory  changes,  also  called  “nidatory  changes” 
are  absolutely  essential  for  implantation  of  the 
fertilized  ovum.  And  it  takes  about  eight  days 
for  these  changes  to  develop  fully. 

If  the  ovum  reaches  the  uterine  cavity  before 
these  “nidatory  changes”  have  occurred — it  can- 
not implant  itself  and  dies. 

Furthermore,  the  uterine  contractions  stimu- 
lated by  estrin,  if  not  prohibited  by  progestin, 
would  tend  to  cause  expulsion  of  ovum  before 
fertilization  should  occur. 

When  applying  the  above  criteria  to  the  dif- 
ferent operations  described  we  find  that  the 
Petit  method  comes  nearer  to  fulfillment  of  these 
requirements  than  any  other  given  method. 

However,  it  too  lacks  in  two  essential  points : 

1.  It  makes  no  provision  for  complete  fusion 
of  the  implanted  ovaries  and  adjacent  uterine  wall 
— the  line  of  incision  leaving  a weak  spot  in  the 
uterine  wall  subject  to  danger  of  rupture  in  case 
of  pregnancy. 

2.  It  makes  no  provision  for  preparing  the 
endometrium  so  that  the  fertilized  ovum  may  im- 
plant itself. 

Tn  order  to  meet  these  requirements  we  made 
the  following  modifications  in  the  above  method: 

1.  Before  implantation,  the  ovary  is  “pared 
flat”  at  its  outer  borders  in  such  a manner  that 
the  raw  areas  will  come  in  close  contact  with  the 
incised  raw  walls  of  the  uterus,  thus  favoring 
proper  fusion  of  the  adjacent  parts.  This  meth- 
od differs  from  the  Foster  method  in  two  re- 
spects : 

1.  The  ovarian  pedicle  is  preserved. 

2.  Implantation  is  done  in  the  cornu  of  the 
uterus  instead  of  the  center. 

1.  It  has  been  proven  that  the  life  of  grafted 
ovarian  tissue  is  rather  short,  and  the  likelihood 
of  ovulation  in  this  tissue  is  quite  remote.  We 
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feel  that  for  the  proper  functioning  of  the  ovary 
it  is  most  essential  to  preserve  the  original  blood 
and  nerve  supply  of  the  ovary  which  is  accom- 
plished in  our  method  by  the  preservation  of  the 
pedicle. 

2.  In  order  to  provide  a progestational  endo- 
metrium for  the  fertilized  ovum  we  shall  start 
the  administration  of  progestin— 1 Rabbit  unit 
—every  day  for  about  five  or  six  days  before  ovu- 
lation is  supposed  to  take  place,  so  that  when  the 
ovum  is  discharged  into  the  uterus  it  will  find 
a progestational  endometrium  in  which  to  im- 
plant itself.  The  reason  we  cannot  start  the  ad- 
ministration of  progestin  any  sooner  is  because 
it  had  been  definitely  proven  that  it  has  no  effect 
upon  the  endometrium  until  the  latter  had  been 
primed  and  stimulated  by  the  follicular  hormone 
causing  it  to  grow  and  proliferate  first. 


We  feel  that  five  or  six  days  before  ovulation 
sufficient  proliferation  of  the  endometrium  had 
taken  place  to  make  the  administration  of  pro- 
gestin quite  effective. 

We  hope  by  this  method  to  increase  the  num- 
ber of  pregnancies  following  the  ovarian  transpo- 
sition operation  to  proportions  commensurate 
with  the  risk  of  the  operation. 
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FIRST  AID  AND  TRANSPORTATION  OF  FRACTURES* 

JOHN  R.  NILSSON,  M.  D„ 

Omaha,  Nebraska. 


The  proper  first  aid  and  transportation  of  a 
fracture  has  an  important  bearing  on  the  end 
result. 

This  fact  was  impressed  upon  us  during  the 
World  War  when  during  the  first  year  of  the 
war,  wood,  metallic,  and  plaster  paris  splints  were 
applied  at  our  First  Aid  Stations  and  Field  Hos- 
pitals. Many  times  severe  infection,  hidden  ab- 
scesses under  plaster  dressing,  atrophy  of  muscles 
and  gas  gangrene  developed  which  often  necessi- 
tated amputation.  This  was  due  to  the  difficulty 
in  transporting  wounded  to  the  base  hospitals 
which  necessarily  often  delayed  the  second  dress- 
ing from  two  to  seven  days. 

The  Allied  Medical  Staff  discussing  this  prob- 
lem of  First  Aid  and  transportation,  decided  to 
resurrect  the  old  Thomas,  Murray  and  Keller 
splints.  These  were  put  into  service  and  proved 
very  practical  and  efficient.  They  were  made  of 
iron,  they  were  light,  unbreakable  and  hundreds 
could  be  placed  on  a truck  and  delivered  to  our 
field  hospitals.  Their  application  to  an  extrem- 
ity was  very  simple.  Every  soldier  in  the  British 
army  was  taught  how  to  apply  a Thomas  splint 
before  he  was  sent  into  the  firing  line. 

Advantages  of  traction  and  suspension : 

1.  Practically  no  pain. 

2.  Easy  to  handle  and  transport. 

3.  Wounds  were  accessible  to  treatment. 

4.  No  damage  to  muscles,  nerves  or  blood  vessels 
during  transportation. 

•Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  9,  1936. 


From  personal  experience  during  the  war  and 
since  that  time  I am  convinced  that  these  are  the 
best  first  aid  and  transportation  splints  available 
at  the  present  time.  Every  case  of  fractured  ex- 
tremity that  came  to  our  hospital  during  the  last 
year  of  the  war  had  a Thomas,  Keller,  or  Mur- 
ray splint  applied,  and  in  many  instances  the 
treatment  was  continued  with  the  original  splints. 

After  returning  home  I immediately  procured 
a set  of  these  splints  and  use  them  continually  in 
my  private  and  railroad  work  with  excellent  re- 
sults. I had  made  a canvas  container  for  these 
splints  and  accessories.  It  contains  the  follow- 
ing: 

1.  Thomas  Splint. 

2.  Murray  Splint. 

3.  Keller  Splint. 

4.  One  piece  felt. 

5.  Pour  4-in.  bandages. 

6.  Bar  for  Spanish  windlass. 

7.  One  foot  rest. 

8.  One  splint  elevator. 

9.  Six  towels  for  hammock. 

10.  Twelve  clips. 

The  cost  of  container  and  contents  if  splints 
are  made  of  iron  (not  nickle  plated)  is  approxi- 
mately $5.00.  You  will  find  these  splints  at  our 
railroad  emergency  stations.  These  kits  are  eas- 
ily carried  in  an  auto.  Application  of  splints  for 
transportation  takes  approximately  six  minutes. 

The  less  the  distance  the  better  for  the  frac- 
ture. The  greatest  distance  I have  ever  trans- 
ported a patient  was  a fractured  hip  from  Omaha 
to  the  Walter  Reed  hospital  in  Washington,  D. 
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C,  and  the  patient  required  no  sedative  of  any 
kind  during  the  trip. 

It  is  my  opinion  that  every  nurse  should  be 
taught  how  to  apply  a Thomas  splint  before 
graduation.  All  doctors  should  instruct  those  in 
charge  of  the  Red  Cross  First  Aid  Stations  now 
being  established  on  the  highways  through  the 
country,  the  proper  method  of  applying  these 
splints. 

The  American  College  of  Surgeons  Fracture 
Committee  is  aiding  in  every  way  in  teaching  the 
Red  Cross  workers  the  best  methods  of  trans- 
porting the  injured. 

I have  been  asked  to  demonstrate  our  first  aid 
kit  and  the  application  of  our  transportation 
splints. 

This  canvas  container  was  made  to  order  at 
the  cost  of  $1.25.  It  contains  the  splints  and 
accessories  as  enumerated  before  and  can  be  eas- 
ily carried  in  the  back  of  your  auto. 

This  is  a Thomas  splint  with  foot  rest  and 
elevator.  I will  now  demonstrate  the  application 
of  this  splint  to  this  young  man’s  supposedly  frac- 
tured femur.  It  should  not  take  over  six  min- 
utes. 

First,  cover  him  up  to  keep  him  warm. 

Second,  he  seems  to  be  in  severe  pain  so  give 
him  1/6  or  1/4  of  morphine  by  hypo.  After 
determining  the  location  of  fracture  have  the  as- 
sistant grasp  the  foot  and  apply  gentle  traction. 
Now  apply  felt  around  ankle,  this  to  be  held  in 
place  by  two  strips  of  bandage — one  to  be  tied 
with  knot  over  external  malleolus  and  the  other 
with  a knot  over  internal  malleolus,  the  ends  to 
hang  free.  Now  slip  leg  through  ring  of  Thomas 
splint  over  all  clothing,  seeing  that  it  fits  snugly 
in  the  crotch.  Next  tie  ends  of  bandages  tightly 
over  end  of  * splint,  apply  foot  rest  attachment 
and  splint  elevator,  one  towel  under  thigh  being 
looped  over  inner  bar  of  splint  passing  under  leg 
making  a hammock,  which  is  held  in  place  by  two 
clips.  A towel  is  also  placed  under  lower  part 
of  leg  making  a hammock  and  held  in  place  by 
clips. 

Next  increase  your  traction  by  inserting  metal 
piece  or  tongue  blades  between  bandages  tied  to 
splint  and  twisting  these  as  a Spanish  windlass, 
which  causes  sufficient  traction  so  that  fractured 
fragments  will  not  cause  further  damage  to  soft 
parts.  Patient  is  now  ready  to  be  transported. 

If  fracture  is  in  upper  extremity,  technique  of 
application  is  the  same,  except  that  we  use  a 
Murray  hinge  splint. 


DISCUSSION 

DR.  ROBERT  D.  SCHROCK,  (Omaha):  The  gen- 
eral use  of  splints  for  transportation  purposes  is  a 
thing  that  we  should  drive  at  incessantly,  because  in 
the  highway  accidents  it  will  mean  the  difference, 
time  and  again,  between  the  loss  or  saving  of  an  in- 
jured extremity.  In  many  cases  it  will  mean  the 
difference  between  the  loss  or  saving  of  the  life  of 
the  injured  individual. 

Unfortunately,  the  transportation  of  these  injured 
individuals  is  rarely  in  the  hands  of  a doctor,  but  it 
is  usually  in  the  hands  of  a soft-hearted  truck  driver 
who  may  be  coming  along  and  pick  up  this  individual. 
His  one  idea  is  to  get  the  patient  to  the  hospital  or 
to  a doctor.  He  has  neither  consideration  for  the 
dangling  extremity  nor  for  the  added  hemorrhage 
and  the  added  shock  that  are  given  to  this  patient  as 
a result  of  his  handling. 

If  it  be  possible  in  some  way,  as  has  been  done  in 
many  places,  to  instruct  lay  people  how  to  support 
an  injured  extremity,  either  by  means  of  a board 
splint  or  simply  pulling  it  and  keeping  it  still,  there 
will  be  much  less  loss  of  both  life  and  limb.  It  is  a 
matter  of  education  of  the  highway  public,  if  you  will, 
and  we  must  do  a little  educating  of  the  medical 
profession  as  a preliminary  to  reaching  the  less  in- 
formed from  this  standjjoint.  The  transportation  of 
these  extremities  in  traction,  or  at  least  some  type 
of  fixation,  is  the  beginning  to  the  answer  of  a very 
serious  problem. 

With  a Thomas  splint  we  have  the  ideal  set-up 
for  transportation.  We  will  not  be  able  to  reach  the 
ideal  as  yet,  but  the  oil  stations  may  finally  provide 
themselves  with  Thomas  splints.  In  some  states, 
emergency  stations  are  already  established  through 
the  aid  and  under  direction  of  the  American  Red 
Cross.  Until  assistance  can  be  made  available  at 
short  distances,  we  must  get  into  the  mind  of  the 
public  the  necessity  of  keeping  these  broken  arms  and 
legs  and  necks  and  back  from  being-  moved  too  much 
during  transportation. 

DR.  FRANK  D.  DICKSON,  (Kansas  City,  Mo.): 
The  First  Aid  classes  conducted  by  the  Red  Cross  are 
doing  a lot  in  educating  the  people  to  this  very 
thing.  We  think  the  so-called  “safety  engineers"  are 
doing  a lot  for  the  protection  of  these  individuals.  I 
had  the  privilege  of  attending  one  of  the  talks  a man 
gives  every  week  to  employees  in  the  cook’s  shack. 
The  principle  he  instils  is,  “Don’t  move  him  until  the 
physician  is  called  to  supervise  the  transportation.” 

DR.  H.  W.  FRANCIS,  (Bancroft):  I wanted  to  say 
the  same  thing — and  that  is  to  educate  the  public  to 
bring  the  physician  to  the  injured  individual  instead 
of  taking  the  fracture  to  the  doctor.  In  my  com- 
munity some  fellow  says,  “Come  on  boys!  I’ll  help 
him,”  and  away  they  go  with  him.  It  does  not  make 
any  difference  whether  it  is  a fractured  leg  or  arm, 
if  we  can  educate  the  public  to  call  the  doctor  to  the 
patient  instead  of  the  reverse,  it  will  be  helpful. 


EXPERT  DIAGNOSIS 
A woman  went  to  see  a doctor.  “Doctor,”  she 
exclaimed  loudly,  bouncing  into  the  room,  “I 
want  you  to  say  frankly  what’s  wrong  with  me.” 
He  surveyed  her  from  head  to  foot. 

“Madam,”  he  said  at  length,  “I’ve  just  three 
things  to  tell  you.  First,  your  weight  wants  re- 
ducing by  nearly  50  pounds.  Secondly,  your 
beauty  would  be  improved  by  freer  use  of  soap 
and  water.  And,  thirdly,  I’m  an  artist ; the  doc- 
tor lives  on  the  next  floor.” — Montreal  Star. 


CARCINOMA  OF  VULVA 


MAX  EMMERT,  M.  D., 
Omaha,  Nebraska. 


Mrs.  M.  E.,  aged  58,  para  10,  was  seen  July  28,  1924. 
complaining  of  a “sore  in  the  vagina.” 

P.  H.  The  patient  had  had  an  attack  of  jaundice 
20  years  ago.  Otherwise  has  always  been  healthy. 
Menses  began  at  15.  She  is  the  mother  of  ten  chil- 
dren and  has  never  had  a miscarriage.  Ten  years 
ago  a cervical  fibroid  was  removed.  Menopause  at  52. 

P.  I.  About  three  years  ago  noticed  a pimple  on 
the  vulva  accompanied  by  itching.  This  gradually 
became  larger  and  ulcerated  about  one  year  ago. 
There  has  never  been  any  discharge  of  blood.  There 
is  no  pain  but  some  irritation  after  urination.  No 
pains  in  back  of  legs. 

Examination:  Fleshy  woman.  Head  and  throat 
negative.  Thorax  negative.  Heart  sounds  faint  but 
regular.  B.P.  145/100.  Abdomen  negative.  Urine  neg- 
ative. Vagina — lower  border  of  the  right  labia  ma- 
jora  replaced  by  an  ulcerated  area  the  size  of  a dol- 
lar, which  is  granular  in  appearance,  of  a pinkish 
gray  color.  The  edges  are  slightly  thickened  and 
there  is  small  area  of  firm  induration  at  the  lower 
margin  from  which  cheesy  material  exudes  upon 
pressure.  The  entire  involved  area  is  movable  over 
the  underlying  tissue.  The  lower  inguinal  and  femor- 
al glands  are  enlarged  and  firm.  Vaginal  and  rectal 
examinations  negative.  No  pelvic  glands  felt. 

Diagnosis:  Carcinoma  of  vulva  involving  Bartho- 
lin's gland  with  extension  of  the  femoral  and  lower 
inguinal  glands. 

Operation:  Under  regional  anesthesia  the  local  con- 
dition with  wide  margin  was  excised,  followed  by 
cauterization  of  the  surface.  Excision  of  all  glands 
en  masse. 

Pathological  report:  Microscopic — Extending  down- 
ward from  the  surface  and  infiltrating  the  specimen 
to  a very  considerable  depth  were  penetrating  col- 
umns and  cords  of  epithelial  cells  which  very  fre- 
quently showed  central  keratinization  into  epithelial 
pearls.  The  downward  growth  was  utterly  without 
anything  in  the  way  of  delimitation. 

Diagnosis:  Epithelioma. 

Patient  returned  February  24,  1925,  at  which  time 
a hard  mass  was  found  in  the  inguinal  region.  Scar 
very  firm,  no  pelvic  glands  felt. 

Operation  February  25,  1925.  Judd  incision.  Dis- 
section of  inguinal  glands  first.  Glands  found  plas- 
tered to  the  femoral  ring  and  along  saphenous  veins.- 
Incision  carried  to  and  including  the  removal  of  the 
old  scar  and  remainder  of  the  right  labia.  Left  glands 
removed  together  with  subcutaneous  tissue  down  to 
the  upper  part  of  the  left  labia  and  across  above  the 
clitoris. 

Pathological  report:  Epithelioma. 

Patient  returns  December  12,  1925.  The  wound  of 
the  last  operation  remained  healed  until  several  weeks 
ago  when  slight  bleeding  was  noticed. 

Examination  revealed  a semi-fluctuating  mass  the 
size  of  a quarter  upper  part  of  scar  on  right  side 
from  which  could  be  expressed  cheesy  material,  also 
an  area  of  ulceration  size  of  a finger  nail.  These 
were  removed  under  local  anesthesia,  the  surfaces 
cauterized,  and  the  entire  area  treated  by  heavy  radi- 
ation over  a period  of  time. 

Result:  Patient  died  from  metastasis  a few  years 
later. 

COMMENT 

Carcinoma  of  the  vulva  is  not  a common  dis- 
ease and  unfortunately  it  is  seldom  recognized  in 


time  to  accomplish  a cure.  Involvement  of  the 
glands  occurs  early  and  the  patient  usually  suc- 
cumbs within  two  years  after  the  disease  starts. 
It  is  usually  discovered  because  the  pruritis  calls 
the  patient’s  attention  to  the  part,  at  times  by  the 
accidental  discovery  of  a small  nodule  most  fre- 
quently at  the  lower  end  of  the  labia  which  is 
firm  and  often  has  a bluish  discoloration.  A com- 
plaint of  pruritis  about  the  labia  or  vagina  should 
always  indicate  a careful  examination.  Because 
of  the  rapid  involvement  of  the  glands  a radical 
surgical  procedure  is  indicated  upon  establish- 
ment of  the  diagnosis  rather  than  temporizing 
with  radium  of  x-ray. 


PRIMARY  CARCINOMA  OF  THE 
STOMACH 

CLINICO-PATHOLOGICAL  CASE  REPORT 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

A white  male,  age  63,  was  admitted  to  the  hospital 
May  30,  1934,  complaining  of  weakness,  vomiting,  loss 
of  appetite,  and  loss  of  weight.  These  symptoms  first 
appeared  about  a year  before  admission  and  had  be- 
come propressively  worse.  Examination  revealed  an 
elderly  cachectic  male.  The  blood  pressure  was 
100/76.  The  abdomen  was  scaphoid  and  a mass  could 
be  palpated  in  the  left  epigastrium.  The  blood  showed 
a secondary  anemia.  There  was  no  free  hydrochloric 
acid  in  the  stomach,  no  blood  in  the  stool.  The  x-ray 
showed  a filling  defect  of  the  stomach  with  retention. 
A diagnosis  of  carcinoma  of  the  stomach  was  made 
and  the  patient  discharged  from  the  hospital.  He 
was  readmitted  on  July  22,  his  condition  having  be- 
come progressively  worse.  He  was  vomiting  blood 
when  re-admitted.  The  mass  had  become  larger  and 
the  liver  was  enlarged  and  nodular. 

At  autopsy  which  was  performed  the  day  of  death, 
a large  carcinoma  was  found  involving  the  lesser 
curvature  of  the  stomach  producing  marked  contrac- 
tion so  that  the  duodenum  and  lower  end  of  the 
esophagus  were  almost  side  by  side.  This  mass  ex- 
tended to  but  did  not  involve  the  cardiac  orifice  of 
the  stomach.  The  stomach  and  a portion  of  the  up- 
per small  intestine  was  filled  with  blood.  There  was 
metastasis  in  the  mesenteric  lymph  glands.  In  addi- 
tion to  this  the  following  lesions  were  noted:  Chron- 

ic adhesive  pleuritis;  dilitation  of  the  heart;  general- 
ized visceral  edema;  peritoneal  adhesions.  There  was 
no  evidence  of  carcinoma  in  the  liver. 


“Doctor,”  said  an  old  lady,  "kin  you  tell  me 
how  it  is  that  some  folks  is  born  blind?”  ‘‘Why 
- — hem,  certainly,  Madam;  it  is  owing  to  the  fact 
that  they  came  into  the  world  without  the  faculty 
of  sight.”  “La,  me!  now  just  see  what  it  is  to 
have  a physic  edication.  I’ve  axed  my  old  man 
more  nor  a hundred  times  that  are  same  ques- 
tion, and  all  that  I could  get  out  of  him  was, 
‘kase  they  is’.” 
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MORE  ABOUT  THE  NEBRASKA  STATE 
COUNCIL  ON  MEDICAL  EDUCATION 

After  the  August  number  of  the  Journal  had 
gone  to  press  five  manuscripts  numbering  fifteen 
pages  pertaining  to  the  newly  created  Nebraska 
State  Council  on  Medical  Education  were  re- 
ceived at  the  editor's  office  for  publication  in  the 
August  Number.  The  editor  had  advance  infor- 
mation that  a manuscript  to  make  about  one  page 
in  the  Journal  would  be  forthcoming  shortly  be- 
fore the  time  the  manuscript  must  be  delivered  to 
the  printer. 

Always  willing  to  accommodate  when  possi- 
ble, the  editor  immediately  made  a special  trip  to 
the  printer  at  Norfolk  to  arrange  for  the  inser- 
tion of  the  key  manuscripts — “The  Nebraska 
State  Council  on  Medical  Education’’  by  Presi- 
dent Covey  and  “Minutes,  Nebraska  Council  on 
Medical  Education,  First  Meeting,”  by  General 
Chairman  Wherry.  This  seemed  the  best  he 
could  do  at  that  late  date. 

The  Council  on  Medical  Education  feels  that 
the  material  lost  much  force  by  not  appearing  in 
the  same  issue,  so  the  entire  five  manuscripts  ap- 
pear herein  seriatim. 

The  creation  of  this  Council  on  Medical  Ed- 
ucation, the  child  we  believe  of  President  George 
Covey,  represents  one  of  the  most  progressive 


steps  ever  taken  by  the  Nebraska  State  Medical 
Association,  and  the  personnel  of  the  Council 
bespeaks  action. 

NEBRASKA  STATE  COUNCIL  ON 
MEDICAL  EDUCATION 

The  increasing  number  of  activities  of  the 
State  Association,  together  with  a realizaztion 
that  an  effort  of  education,  not  only  of  our  own 
members,  but  of  the  lay  public  is  expected,  justi- 
fies the  coordination  and  the  dissemination  of 
all  educational  phases  of  this  association  through 
some  source. 

Furthermore,  it  has  become  evident  that  out- 
lets can  or  should  be  provided  for  this  dissemina- 
tion of  correct  medical  information  and  must  be 
controlled  through  legitimate  channels. 

With  this  idea  in  mind,  a Nebraska  Council 
of  Medical  Education  has  been  formed.  This 
council  will  consist  of  a General  Chairman,  the 
Deans  of  both  Medical  Schools,  and  the  chairman 
of  each  special  educational  activity,  the  president, 
president-elect  and  executive  secretary,  ex-offi- 
cio. 

The  appointments : 

Dr.  W.  P.  Wherry,  General  Chairman. 

Dr.  J.  S.  Welch,  Vice  Chairman. 

Dr.  C.  W.  M.  Poynter,  Dean. 

Dr.  B.  M.  Riley,  Dean. 

Dr.  Joseph  McCarthy,  Speakers  Bureau. 

Dr.  Earl  Sage,  Maternal  Welfare. 

Dr.  E.  W.  Hancock,  Tuberculosis. 

Dr.  James  F.  Kelly,  Cancer. 

Dr.  Claude  Uren,  Hard  of  Hearing. 

Dr.  J.  E.  M.  Thomson,  Fracture  Committee. 

Ex-officio: 

Dr.  Geo.  W.  Covey. 

Dr.  R.  Fouts. 

Mr.  M.  C.  Smith. 

— Geo.  W.  Covey,  President. 


MINUTES  NEBRASKA  COUNCIL  ON 
MEDICAL  EDUCATION,  FIRST 
MEETING 

Pursuant  to  the  wishes  of  the  President,  Dr. 
Geo.  W.  Covey,  the  Council  on  Medical  Educa- 
tion met  in  Omaha,  Tuesday,  June  23rd,  and  or- 
ganized. 

The  following  policies  were  tentatively  agreed 
to : 

1.  That  a faculty  from  among  members  of  the 
Nebraska  State  Medical  Association  will  be  organized. 
Each  to  prepare  addresses  upon: 

(a)  Specific  medical  subjects  for  use  in  prescribed 
post-graduate  courses. 

(b)  General  discussion  for  use  in  district  and 
county  medical  societies. 

(c)  Lay  talks  for  use  in  Parent  Teachers  Associa- 
tions, dinner  clubs,  and  general  lay  medical  groups. 

2.  That  the  above  council  will,  where  desired,  act 
as  editorial  critic  and  advisors  to  the  members  of  this 
faculty  in  the  final  preparation  of  their  addresses. 
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3.  That  wherever  agreeable  the  results  of  all,  or 
part  of  the  special  investigative  committee  become  a 
part  of  the  above  programs. 

4.  That  the  activities  of  this  council,  wherever  and 
whenever  possible,  unite  with  national  or  govern- 
mental units,  such  as  the  State  Board  of  Health,  the 
American  Society  for  the  Control  of  Cancer,  and  the 
National  Tuberculosis  Society. 

In  agreement,  therefore,  with  the  above,  this 
council  is  now  preparing  to  act.  The  chairman 
of  each  investigative  activity  will  put  his  informa- 
tion in  hand,  in  such  shape  to  meet  the  demands. 
Each  member  of  the  State  Association  who  de- 
sires to  become  a member  of  the  faculty  will  send 
the  council  an  abstract  properly  titled  of  that 
which  he  thinks  he  can  best  deliver  to  district, 
county  and  lay  groups. 

Each  district  and  county  society  is  requested 
to  communicate  with  this  Council  should  they  de- 
sire assistance  in  the  development  of  their  meet- 
ing programs.  Also  is  there  a need  in  your 
community  for  a prescribed  postgraduate  course? 
Furthermore,  can  you  assist  this  council  in  dis- 
seminating proper  medical  knowledge  to  lay 
groups  by  passing  on  the  information  to  the 
groups  that  within  reason,  speakers  will  be  pro- 
vided upon  either  subjects  of  their  choosing  or 
subjects  selected  by  this  council?  In  this  latter 
connection,  and  wherever  they  might  desire,  the 
cooperation  of  the  Woman’s  Auxiliary  will  be 
appreciated. 

Communications  should  be  sent  to : 

Mr.  M.  C.  Smith,  Executive -Secretary, 

Nebraska  State  Medical  Association, 

Curtis,  Nebraska, 
or  to: 

Dr.  W.  P.  Wherry,  General  Chairman, 

1500  Medical  Arts  Bldg., 

Omaha,  Nebraska, 
or  to: 

Dr.  J.  D.  McCarthy,  Chairman  Speakers  Bureau, 

1036  Medical  Arts  Bldg., 

Omaha,  Nebraska. 

Sincerely  yours. 

W.  P.  Wherry, 

General  Chairman. 

SUGGESTIONS  OF  DR.  J.  D.  McCARTHY, 
DR.  J.  S.  WELCH  AND  EXECUTIVE 
SECRETARY  SMITH  ON  PRO- 
GRAM ON  MEDICAL 
EDUCATION 

Dr.  W.  P.  Wherry,  General  Chairman 
Nebraska  Council  on  Medical  Education, 
Omaha. 

Dear  Doctor  Wherry: 

Replying  to  your  request  that  I submit  my 
ideas  regarding  a Speakers  Bureau  to  zvork  in 
conjunction  zvith,  and  part  of,  the  Nebraska 


Council  on  Medical  Education,  may  I submit  the 
follozving  suggestions: 

In  making  these  suggestions  I recognize  that 
I have  gone  far  afield  in  the  planning  of  what 
may  be  expected  of  your  chairman  of  the  Speak- 
ers Bureau,  nevertheless  I do  so,  for  in  trying  to 
correlate  his  possible  activities  it  becomes  neces- 
sary to  have  some  sort  of  a zvorking  plan  in 
schematic  form  which  might  help  to  unify  and 
centralize  the  Council’s  activities  in  relation  to 
its  purposes. 

Enclosed  you  zvill  find  a schematic  graph 
which  might  be  considered  merely  as  a start  for 


SUCCESTED  PLAN 

future  discussion  as  to  what  might  be  expected 
of  this  Council. 

A.  It  seems  to  me  that  there  should  be  sub- 
committees out  of  the  Council  membership  which 
might  be  designated  as 

1.  Committee  on  radio  activities  with  author- 
ity of  censorship. 

2.  Committee  on  programs,  medical  and  lay, 
zvith  authority  of  censorship  over  the  latter — 

to  advise  zvith  what  must  be  a close  hookup  be- 
tween the  chairman  of  the  Council,  the  Execu- 
tive Secretary  of  the  State  Medical  Society  and 
the  Chairman  of  the  Speakers  Bureau.  It  is 
suggested  that  the  Council  appoint  one  or  tzvo 
physicians  in  each  councilor  district  to  act  as 
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laison  representatives,  who  will  advise  with  the 
aforementioned  subcommittees. 

So  that  these  subcommittees  of  the  Council 
may  be  readily  ? workable , thought  should  be  given 
in  their  makeup  to  location  of  the  members.  In- 
asmuch as  members  of  the  Council  are  from 
either  Lincoln  or  Omaha,  this  should  not  be  dif- 
ficult. 

The  Council  as  a whole  would  of  course  act 
on  the  above  suggestions  as  to  policy  of  these 
committees,  and  zvoidd  as  a whole  decide  the  pol- 
icies zvhich  would  have  to  do  with  the  reports  of 
the  Maternal  Welfare,  T.B.,  Cancer,  Hard  of 
Hearing,  and  Fracture  committee  or  any  addition- 
al like  committees  "which  would  be  appointed 
later.  The  Council  as  a "whole  would  act  on  all 
matters  pertaining  to  matters  relating  to  national 
societies. 

B.  The  Chairman  of  the  Speakers  Bureau  will 
endeavor  to  make  up  enough  varied  programs, 
the  personnel  of  "which  will  be  selected  because 
of  their  special  qualifications,  zvhich  would  per- 
mit them  to  best  serve  on  the  respective  programs, 
medical  or  lay.  This  "would  include 

1.  Medical  Society  Programs — varied  as  to 
topics  for  discussion,  symposia  or  panel  type  of 
program  zvhich  might  extend  through  an  after- 
noon and  evening  "with  or  zmthout  clinics.  If  so 
desired  guest  speakers  from  outside  the  state 
might  be  included  in  the  team  as  part  of  any  of 
the  above. 

2.  Lay  Group  Talks — Topics  and  Speakers 
for  Lay  Meetings — The  opinion  has  been  ex- 
pressed many  times  that  doctors  have  been  un- 
fortunate in  not  only  the  selection  of  topic  to  be 
discussed,  but  also  the  presentation  before  lay 
groups.  General  discussion  on  topics,  especially 
the  specific  medical  entities,  is  desired,  rather 
than  undergraduate  type  of  academic  treatment, 
of  pathology,  symptomatology  and  treatment. 
Careful  selection  of  men  qualified  for  such  talks 
is  very  necessary — these  men  to  have  the  con- 
structive aid  of  the  censor  committee. 

?.  Radio  Broadcasts — The  same  may  be  said 
about  broadcasts  as  has  been  touched  upon  un- 
der Lay  Group  Talks.  The  radio  committee 
might  prepare  a list  of  subjects  "which  in  their 
opinion  "would  be  proper  and  best  received  by  a 
lay  audience,  from  zvhich  one  could  be  chosen 
by  speaker. 

4 . Postgraduate  Teaching — Teams  for  the 
purpose  of  giving  intensive  courses  in  some  of  the 
respective  specialties  will  be  formed,  if  the  Ex- 
ecutive Secretary  of  the  State  Medical  Society 


can  specifically  cite  groups  "willing  to  underwrite 
such  an  endeavor. 

fa)  Suggest  that  the  Secretary  make  inquiry 
as  to  the  "wants  of  such  groups  with  regard  to 
subject  to  be  covered. 

fb)  An  effort  should  be  made  to  determine 
"whether  or  not  such  groups  "would  expect  or  de- 
sire outside  talent  on  such  teams. 

fc)  The  time  for  such  group  study  should 
be  carefully  selected  so  that  there  will  be  no 
conflicts  zvith  already  established  meetings  held 
in  the  State,  such  as  that  of  the  State  Medical 
Association,  Omaha  Mid-West  Clinical  Society, 
etc. 

(d ) When  the  organization  is  completed,  a 
skeletal  outline  of  zvhat  the  Speakers  Bureau  has 
prepared  will  be  ready  for  distribution  to  the  re- 
spective county  societies,  auxiliary,  etc.,  so  that 
selection  of  programs  might  be  made.  Special 
program  according  to  needs  other  than  the  above 
could  be  prepared. 

Auxiliary — The  ladies  of  the  Auxiliary  could 
use  Speakers  Bureau  for 

1.  Speakers  for  Auxiliary  Meeting. 

2.  Lay  meetings  sponsored  by  the  Auxiliary. 

j.  Talks  on  medical  subjects  to  organizations 
such  as  guilds,  parent-teacher  societies,  etc.,  pro- 
posed by  some  member  of  the  auxiliary  zvho  is 
also  a member  of  the  aforementioned  respective 
societies. 

Exihibits  — Scientific,  commercial,  “doctor’s 
hobbies,”  exhibits,  etc.,  could  be  catalogued,  the 
commercial  especially  from  the  standpoint  of  ac- 
ceptability by  the  American  Medical  Association. 

Sincerely  yours, 

J.  D.  McCarthy,  M.  D., 

Chai rman — Speaker's  B ureau. 

* * * * * * 

My  dear  Wherry: 

I am  pleased  to  add  a word  of  explanation  and 
approval  to  your  nezv  plans  in  this  Council.  For 
many  years  this  Council,  or  committee,  as  it  has 
in  the  past  been  designated,  has  striven  to  bring 
about  certain  educational  ideals.  As  its  retiring 
chairman,  I am  glad  to  stand  by  and  assist  in 
every  way  possible. 

It  is  to  be  remembered  that  the  activities  of 
this  group  have  never  concerned  themselves  ma- 
terially zvith  medical  education  as  presented  by 
our  medical  colleges.  The  need  has  never  exist- 
ed, because  of  the  high  rating  of  these  institu- 
tions. 
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It  is  further  to  be  remembered  that  the  work  of 
this  council  has  never  been  prescribed  by  the 
State  Association.  A single  exception  to  this  has 
been  the  inspection  of  hospitals  for  internes,  and 
this  work  has  long  since  been  taken  over  by  the 
A.  M.  A.  The  ideals  conceived  by  this  council 
crystallized  out  slowly  in  the  minds  of  the  mem- 
bership of  the  Nebraska  Association  and  its  of- 
ficers. Now,  hozvever,  one  seems  justified  in  be- 
lieving the  problem  of  medical  education  as  re- 
lated to  our  State  Association  today  takes  on  the 
foil ouing  solution: 

First  of  all,  as  medical  practitioners,  we  face  in 
our  field  of  zvork  an  ever  changing  set  of  de- 
tailed facts.  To  keep  abreast  ziith  the  times  zee 
must  somehow  grasp  at  least  a workable  under- 
standing of  these  facts.  In  this  modern  day 
especially  these  facts  pertain  not  only  to  the  prac- 
tice of  medicine  upon  our  patients  but  to  that 
responsibility  now  falling  upon  the  doctor  every- 
where in  relation  to  the  correct  education  of  the 
public  along  health  lines. 

We  do  not  find  it  possible  to  leave  our  work 
and  take  refreshing  courses  at  remote  places.  In- 
deed it  is  difficult  to  find  even  semi-convenient 
places  to  do  such  zvork.  Therefore  if  such  courses 
in  medical  education  can  be  brought  to  us  as 
groups  in  our  ozvn  environment,  it  zvould  seem 
most  desirable.  In  any  event,  there  is  no  doubt 
remaining  that  these  review > opportunities  are 
needed. 

Gradually  the  officers  of  our  association  are 
being  convinced  that  the  desire  as  well  as  the 
need  has  come  to  exist  among  the  members  of 
the  State  Medical  Association.  If  this  is  the 
case,  one  part  of  the  solution  of  this  problem  is 
to  find  out  what  you  want  in  your  community, 
how  bad  you  want  it  or  how  zvilling  you  are  to 
make  some  sacrifices  for  it,  and  finally,  when  you 
w 'ant  it.  Let  this  desire  be  known  to  Executive 
Secretary  Smith,  Dr.  Wherry  or  Dr.  McCarthy. 

In  the  next  place,  if  this  need  exists  along  with 
the  desire,  the  next  important  step  in  our  organ- 
ization is  to  formulate  a supply  of  such  medical 
education  as  you  want.  As  you  will  see  by  the 
notice  of  the  Council,  these  things  are  being  done 
and  zve  are  nozv  ready  for  your  cooperation, 

HEALTH  EDUCATION 

Gradually  also  those  concerned  zmth  the  man- 
agement of  our  State  Association  have  become 
convinced  that  it  is  our  duty  to  go  into  the  field 
of  medical  education  from  the  lay  viewpoint.  This 
M edical  Education  Council  report  here  published 
states  that  the  need  for  this  lay  medical  education 


exists,  that  proper  outlets  can  be  provided  for 
the  dissemination  of  this  information  and  that 
with  correct  organization  here  undertaken  this 
dissemination  can  go  forzvard  through  legitimate 
censored  channels. 

It  seems  entirely  likely  that  the  same  organ- 
ization set  up  to  provide  a speaker's  bureau  or 
suitable  faculty  can  also  adequately  censor  and 
disseminate  the  health  education  from  the  lay- 
men’s viewpoint. 

The  nezv  chairman,  Dr.  W . P . Wherry,  is  espe- 
cially well  qualified  to  serve  the  Nebraska  State 
Medical  Association  well,  by  zvay  of  his  experi- 
ence in  organization  zvork,  by  his  grasp  of  nezv 
needs,  and  by  his  determination.  With  the  splen- 
did associates  he  and  the  entluisiastic  president 
and  the  president-elect  have  selected  for  co-coun- 
cilors, I feel  very  certain  that  tzvo  more  long-felt 
needs  zvill  be  accomplished  for  the  Nebraska 
State  Medical  Association.  Likewise  the  enthus- 
iasm and  support  of  our  Executive  Secretary  is 
proving  to  be  a pillar  of  strength  in  the  organiza- 
tion zvork.  To  a retiring  chairman,  the  promise 
of  this  fertile  plan  affords  much  personal  pleas- 
ure. 

Yours  truly, 

J.  S.  Welch,  M.  D. 
****** 

My  dear  Doctor  Wherry: 

I am  in  receipt  this  morning  of  the  material 
which  announces  the  formation  of  the  Council 
on  Medical  Education  and  the  letter  from  Dr. 
McCarthy,  as  well  as  the  letter  from  Dr.  Welch 
and  I am  more  than  pleased  to  see  this  organi- 
zation come  out  of  our  meeting  in  Omaha  on 
June  23. 

Although  I have  been  connected  with  the  Ne- 
braska State  Medical  Association  a comparatively 
short  time,  I have  immediately  seen  the  need  for 
such  a committee  or  council  and  I believe  that 
the  work  of  this  council  as  set  out  in  your  letter 
and  the  letter  of  Dr.  McCarthy  is  going  to  culmi- 
nate in  one  of  the  most  important  and  effective 
activities  which  have  been  a part  of  the  state  Med- 
ical Association  for  a long  time. 

I have  felt  that  some  medical  education  to  the 
general  practitioners  is  very  important  as  set  out 
in  Dr.  Welch’s  letter.  Medical  practitioners  in 
their  field  of  work  are  constantly  facing  an  ever- 
changing  set  of  facts  and  the  practice  of  the  sci- 
ence of  medicine  zve  know  to  be  a progressive 
science  and  unless  the  general  practitioner  in  the 
field  can  in  some  way  receive  the  benefit  of  ad- 
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vanced  education  through  postgraduate  courses, 
either  at  medical  centers  or  brought  to  him  in  his 
own  environment,  zve  know  that  he  is  not  going 
to  be  as  good  a doctor  to  his  patients.  It  appears 
that  this  Council  on  Medical  Education  is  going 
to  be  in  a position  to  supply  this  additional  med- 
ical education  to  the  medical  profession  itself  in 
a way  that  zvill  be  efficient  and  effective,  to  be 
distributed  through  the  Executive  Secretary’s  of- 
fice zvhere  the  demands  and  zvants  of  the  practi- 
tioner are  to  be  made  known. 

1 have  also  seen  for  some  time  a distinct  need 
for  medical  education  to  the  lax  public  that  they 
may  become  better  acquainted  zvith  their  ozvn 
family  physician  and  the  high  type  of  scrz'icc 
zvhich  he  can  render  them,  which  zvill  offset  the 
possibility  of  them  receiving  an  erroneous  type 
of  education  from  outside  groups  or  cults. 

This  Council  on  Medical  Education  zvill  pro- 
vide for  this  need  in  presenting  talks  which  may 
be  given  before  the  lay  groups  through  the  medi- 
um of  the  Speakers  Bureau  and  again  distributed 
by  the  Executive  Secretary’s  office. 

As  I look  over  the  list  of  appointments  and 
note  the  men  who  zvill  have  charge  of  the  Coun- 
cil on  Medical  Education,  I feel  sure  that  the 
zvork  is  in  good  hands  and  it  now  remains  only 
for  the  membership  and  the  various  county  and 
district  units  of  the  Nebraska  State  Medical  As- 
sociation to  make  their  wants  and  desires  known 
and  they  can  be  readily  supplied. 

I feel  sure  that  the  establishment  of  this  new 
Council  by  our  president,  George  W . Covey,  and 
its  organization  by  yourself  and  co-workers 
marks  a new  epoch  in  the  advancement  of  the 
Nebraska  State  Medical  Association  and  the  fur- 
ther establishment  of  better  health  and  better 
medical  service  for  the  people  of  the  state  of  Ne- 
braska. 

Yours  very  truly, 

M.  C.  Smith, 

Executive  Secretary. 


AMERICAN  UROLOGICAL  ASSOCIATION 
SOUTHWEST  BRANCH,  OMAHA 

The  Southwestern  Branch  of  the  American 
LYological  Association  will  hold  its  annual  meet- 
ing in  Omaha,  Nebraska,  September  17,  18  and 
19,  at  the  Paxton  Hotel. 

While  this  organization  is,  of  course,  composed 
exclusively  of  urologists,  the  program  is  such 
that  it  presents  a very  excellent  postgraduate 
course  for  the  man  in  general  practice  and,  as  a 
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consequence  of  this,  any  reputable  physician  in 
the  state  of  Nebraska  or  surrounding  states,  who 
is  interested  in  Urology  and  desires  a good 
“brain  dusting”  in  such  subjects,  is  invited  to  at- 
tend this  meeting. 

— Arbor  D.  Munger,  President. 


■ 

THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY 

The  Omaha  Mid-West  Clinical  Society  cordial- 
ly invites  you  to  attend  the  fourth  annual  ses- 
sion to  be  held  in  Omaha,  Nebraska,  October 
86th.  27th,  28th,  29th,  and  30th,  1936. 

With  pardonable  pride  may  we  call  your  at- 
tention to  the  fact  that  each  year  has  seen  an  in- 
creasing number  of  physicians  registering  during 
the  sessions — last  year  over  one  thousand.  Of 
this  number  there  are  a high  percentage  of  “re- 
peaters." a great  many  having  attended  all  meet- 
ings to  date,  along  with  an  ever-increasing  num- 
ber attending  for  the  first  time.  It  is  felt,  there- 
fore, that  these  physicians  must  have  found  at 
least  some  of  the  things  they  had  hoped  to  hear 
about  and  see. 

Those  desiring  five  days  intensively  spent  in 
“brushing  up  and  adding  to"  their  medical  lore  at 
minimum  cost,  will  not  find  better  opportunity 
anywhere  than  at  the  Omaha  Mid-West  meet- 
ing. 

As  in  previous  years  we  have  as  our  guests  ' 
physicians,  distinguished  because  of  their  accom- 
plishments which  are  so  well  known  to  the  ma- 
jority of  practicing  physicians,  that  further  com- 
ment here  would  be  superfluous.  You  will  hear 
from  these  respective  guests  on  three  occasions, 
two  addresses  and  a clinic,  their  subjects  most 
carefully  chosen  from  the  standpoint  of  live  in- 
terest. 

Lecture  courses,  varied  in  subject  matter,  and 
conducted  by  members  of  the  Mid-West  Clinical 
Society  qualified  by  experience  and  ability  to 
make  such  courses  most  interesting,  have  been 
arranged,  in  addition  to  the  program  to  be  pre- 
sented by  our  distinguished  guests.  To  the 
aforementioned  add  the  hospital  day,  which  will 
include  a new  venture  in  clinical  presentation,  and 
one  finds  five  days  of  studious  pursuit  so  bal- 
anced, that  general  or  special  interests  of  all 
should  be  served. 

The  scientific  and  commercial  exhibits  are  of 
special  interest,  and  are  so  located  and  arranged 
that  they  may  be  visited  and  studied  with  ease. 

The  one  hundred  twenty-five  members  of  the 
Omaha  Mid-West  Clinical  Society  are  endeavor- 
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ing  to  present  a program  which  will  appeal  to 
all  physicians.  Time,  energy,  and  money  have 
not  been  spared  in  this  preparation  and  it  is  felt 
that  in  bringing  a program  of  this  type  to  you 
we  may  expect  to  have  your  support. 

Strike  off  October  26th  to  30th  inclusive  on 
your  calendar  now  and  plan  to  be  with  us  during 
that  week. 


THE  NEW  AMERICAN  MEDICAL 
DIRECTORY 

The  Fourteenth  Edition  of  the  American  Med- 
ical Directory  has  been  completed  and  copies  are 
now  available  for  general  distribution. 

The  directory,  with  nearly  twenty-five  hundred 
pages,  is  a vast  storehouse  of  information.  It 
contains  not  only  the  most  complete  list  availa- 
ble of  the  physicians  of  the  United  States  and  its 
dependencies  and  of  Canada,  but  much  additional 
data  which  hospitals,  libraries  and  various  other 
institutions,  as  well  as  individuals,  will  find  useful 
and  readily  available.  The  directory  is  the  only 
nation-wide  register  of  physicians  in  which  the 
extensive  data  on  medical  education,  licensure 
and  society  affiliations  have  been  verified. 

The  1936  edition  contains  183,312  names,  or 
4.796  more  than  were  in  the  previous  edition  is- 
sued in  1934. 

The  bringing  to  completion  of  the  Fourteenth 
Edition  of  the  American  Medical  Directory  has 
been  a monumental  task,  in  the  pursuance  of 
which  thousands  of  individuals,  societies,  licens- 
ing boards,  medical  colleges  and  other  organiza- 
tions have  cooperated.  For  their  ready  coopera- 
tion and  assistance  the  American  Medical  Asso- 
ciation is  thankful  and  deeply  appreciative. 


THE  NEBRASKA  STATE  SAFETY 
COUNCIL  AND  ITS  OBJECTIVES 

The  Nebraska  State  Safety  Council  after  about 
six  months  of  fundamental  organizational  efforts 
has  planned  a luncheon  to  which  the  heads  of  the 
many  organizations  of  scientific,  social  and  wel- 
fare activities  are  to  be  invited.  A conference 
incidental  to  the  luncheon  is  expected  to  assist  in 
developing  a definite  program  of  action  to  cur- 
tail the  motor  vehicle  accidents  which  last  year 
numbered  320  fatalities  in  Nebraska.  The  Ne- 
braska State  Safety  Council  suggests  some  Driv- 
ers Pledges  which  should  go  far  in  reducing  to  a 
minimum  motor  vehicle  fatalities  in  our  state : 

1.  I will  drive  my  car  at  a reasonable  speed. 

2.  I will  be  courteous  at  all  times. 

3.  I will  give  the  correct  hand  signals  before  turn- 
ing or  stopping. 


4.  I will  not  insist  upon  the  “right  of  way." 

5.  I will  slow  down  when  approaching  pedestrians, 
especially  children,  aged  or  infirm  persons. 

6.  I will  not  pass  another  vehicle  on  a hill  or  where 
the  view  is  obstructed. 

7.  I will  know  my  passing  and  stopping  distance 
and  make  full  allowance  for  weather  and  road  con- 
ditions. 

8.  I will  keep  my  brakes,  lights  and  steering  mech- 
anism in  good  order. 

9.  I will  recognize  the  rights  and  privileges  of 
others. 

10.  I will  dim  the  lights  of  my  motor  vehicle  when 
meeting  another  motor  vehicle  at  night. 


CRIPPLED  CHILDREN’S  PROGRAM 

There  are  so  many  erroneous  impressions  in 
regard  to  the  Crippled  Children’s  program,  ad- 
ministered by  this  office,  I want  to  take  this  op- 
portunity to  tell  you  about  the  Crippled  Chil- 
dren’s work.  The  State  Legislature  appropriated 
$35,201.40  for  the  period  ending  June  30th,  1937, 
for  Crippled  Children’s  services,  and  the  Federal 
Government  is  matching  this  amount  as  well  as 
additional  funds  set  aside  for  crippled  children 
by  the  Board  of  Control. 

The  intention  of  the  Federal  and  State  law  for 
services  to  crippled  children  is  to  provide  aid  for 
locating  crippled  children  and  facilities  for  diag- 
nosis, hospitalization,  medical,  surgical,  correc- 
tive and  after  care  for  crippled  children  and  chil- 
dren suffering  from  conditions  which  lead  to 
crippling.  Crippled  Children’s  funds  cannot  be 
used  for  custodial  care  or  permanent  nursing  as- 
sistance. 

A child  is  eligible  for  Crippled  Children’s  assistance 
when  he: 

1.  Is  crippled  under  the  definition  of  the  law,  i.  e. 
“by  reason  of  physical  defect  or  infirmity, — is  or  may 
be  expected  to  be  totally  or  partially  incapacitated 
for  education  or  remunerative  occupation,  but  shall 
not  include  the  deaf  and  blind.” 

2.  Has  legal  residence  in  Nebraska  (residing  in 
Nebraska  for  the  past  twelve  consecutive  months). 

3.  Is  under  the  age  of  16  years. 

4.  Is  in  need  of  public  aid  in  securing  treatment. 
(This  would  allow  a child  whose  family  is  not  re- 
ceiving public  aid  to  have  assistance  in  securing  med- 
ical treatment  which  could  not  otherwise  be  ob- 
tained). However,  if  the  family  resources  are  such 
that  they  can  reasonably  be  expected  to  handle  the 
payment  of  all  or  part  of  the  services,  they  should 
do  so. 

5.  Has  been  given  consideration  as  to  the  follow- 
ing: 

(a)  Preference  for  service  to  crippled  chil- 
dren under  the  age  of  six  years. 

(b)  To  congenital  conditions  and  crippling 
due  to  diseases  or  injury  offering  obvious 
promise  for  restoration  to  normal  activ- 
ity and  usefulness. 

6.  Has  been  given  consideration  in  an  adequate 
social  plan. 

The  procedure  that  is  followed  in  obtaining  certifi- 
cation by  this  office  for  Crippled  Children’s  assist- 
ance is: 
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1.  Application  is  filled  out  with  the  County  As- 
sistance Director. 

2.  Information  establishing  eligibility  for  aid  is 
sent  to  the  State  office  by  the  County  Assistance  Di- 
rector, along  with  the  application. 

3.  Family  physician  sends  in  a medical  blank  to 
the  State  Child  Welfare  Bureau.  The  form  is  avail- 
able through  the  County  Assistance  Director. 

4.  Diagnosis  must  be  made  by  an  Orthopedic  Sur- 
geon. Clinics  in  cooperation  with  the  local  Medical 
Society  will  be  arranged  at  advantageous  points. 

We  are  suggesting  that  the  Orthopedic  Sur- 
geons at  the  University  Hospital  and  Orthopedic 
Hospital  be  used  when  possible  for  diagnosis 
when  clinics  are  not  available.  A clinic  is  held 
every  Friday  morning  at  the  Orthopedic  Hospital 
and  a member  of  our  staff  is  present  at  the  clinic. 
When  a case  has  been  referred  to  us,  we  will  keep 
in  touch  with  it  at  the  clinic  and  a plan  will  be 
made  for  the  child  by  our  Division  after  the  diag- 
nosis by  the  Orthopedic  surgeon. 

We  know  this  information  will  be  helpful  to 
you  and  we  hope  that  you  will  be  able  to  secure 
medical  treatment  through  this  program  for  some 
of  the  cases  known  to  you.  At  your  request  we 
will  be  glad  to  send  you  a copy  of  our  Crippled 
Children’s  Manual.  If  there  are  any  questions 
with  which  we  might  help  you,  please  feel  free 
to  write  us. 

— Maud  E.  Nuquist,  Director 
State  Child  Welfare  Bureau. 


THE  PRESENT  TREATMENT  OF  ACUTE 
POLIOMYELITIS 

Reviewing  the  serum  treatment  of  acute  polio- 
myelitis, /.  A.  M.  A.,  August  8,  1936: 

“In  1934,  Harmon  could  find  no  statistical 
proof  of  the  value  of  any  type  of  serum  based 
on  experiences  recorded  in  the  literature.  He 
was  careful  to  point  out,  however,  the  almost 
universal  observation  of  rapid  symptomatic  re- 
sponse with  a drop  in  temperature  and  improve- 
ment in  symptoms,  even  with  the  small  doses  of 
serum  that  were  in  vogue  at  that  time.  He  stated 
that  this  alone  was  enough  encouragement  to 
continue  the  use  of  convalescent  serum. 

“Jensen,  in  the  Denmark  epidemic  of  1934, 
found  there  was  less  acute  paralysis,  the  earlier 
serum  was  given  in  the  preparalytic  stage,  but 
reported  a low  total  incidence  of  paralysis.  Cowie 
and  his  co-workers  have  reported  no  residual 
paralysis  in  eighty  preparalytic  cases  treated  with 
both  human  convalescent  serum  and  transfusions 
from  normal  adults.  Levinson,  in  149  prepara- 
lytic cases  of  the  seasonal  endemic  type  in  the 
Chicago  area  during  the  past  four  years,  observed 
paralysis  in  only  a few  cases.  This,  for  the  most 
part,  disappeared  within  a few  weeks.  He  has 


been  especially  impressed  by  the  decline  of  acute 
symptoms  in  both  the  preparalytic  group  and  in 
early  paralytic  cases  following  serum  administra- 
tion. 


"Large  doses  of  convalescent  serum  (100  cc. 
or  more)  given  intravenously  and  small  doses 
(from  10  to  15  cc.)  intraspinally  at  the  time  of 
the  spinal  puncture  are  recommended.  The  in- 
travenous dosage  should  be  repeated  in  from 
twelve  to  twenty-four  hours  if  the  temperature 
is  still  elevated  or  symptoms  are  not  subsiding. 
If  future  epidemic  results  can  duplicate  those 
here  mentioned,  the  treatment  of  acute  poliomye- 
litis will  be  satisfactory  and  harmless  to  the  pa- 
tient. There  is  no  other  treatment  that  is  even  of 
debatable  value.” 

The  Omaha-Douglas  County  Medical  Society 
has  on  hand  some  convalescent  serum  for  the  use 
of  the  profession  of  Nebraska  in  the  treatment  of 
poliomyelitis. 

“It  is  now  believed  that  orthopedic  treatment 
is  as  much  of  an  emergency  procedure  in  acute 
poliomyelitis  as  the  administration  of  serum  and 
deserves  equal  attention  by  physicians  who  treat 
these  patients.  A fair  estimate  of  probable  re- 
covery from  paralysis  cannot  be  made  until  the 
end  of  the  first  convalescent  year.  The  early 
and  continued  use  of  orthopedic  measures  will 
improve  results  in  the  acute  paralytic  disease  and 
in  cases  in  which  only  paresis  appears.” 

Nasal  spray  has  recently  been  suggested  as  a 
preventive  treatment  in  poliomyelitis  by  the  new 
National  Institute  of  Health,  Washington.  D.  C. 
The  work  is  in  the  experimental  stage  on  ani- 
mals and  while  promising,  cannot  at  this  time 
be  recommended  for  general  use  by  the  profes- 
sion. 

So  far  this  season  Nebraska  has  been  prac- 
tically free  from  poliomyelitis. 


THE  INTERNATIONAL  ASSOCIATION 
OF  INDUSTRIAL  ACCIDENT 
BOARDS  AT  TOPEKA 

The  International  Association  of  Industrial 
Accident  Boards  and  Commissions  will  hold  its 
23rd  annual  convention  in  Topeka.  Kansas,  Sep- 
tember 21-24  inclusive.  G.  Clay  Baker,  the  Kan- 
sas Commissioner  of  Workmen's  Compensation, 
is  president  of  the  Association.  The  convention 
is  always  held  in  the  state  where  the  president  re- 
sides. The  membership  of  the  Association  is 
composed  of  administrators  of  compensation  laws 
throughout  the  states  and  territories  of  the  Unit- 
ed States,  and  the  provinces  of  Canada.  In  addi- 
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tion  to  the  membership  that  will  be  in  attendance 
there  will  be  numbers  of  those  interested  in  indus- 
trial accidents  from  various  angles,  safety-insur- 
ance and  medical. 

It  has  been  the  custom  of  the  Association  to  de- 
vote practically  a day  of  its  four  day  session  to 
phases  of  medical  problems  as  applied  to  work- 
men's compensation.  The  program  contemplates 
this  on  Tuesday.  September  22.  when  there  will 
be  discussed  such  subjects  as  “Injection  Method 
Treatment  of  Hernia;”  “Effect  of  Trauma  in 
Lighting  Up  T.  R. Measurement  of  Schedule 
Injuries  Under  the  Various  Acts;”  “Rating  of 
Eve  Disabilities.” 

In  addition  to  the  Tuesday  medical  program 
the  Association  will  for  the  first  time  have  a sep- 
arate and  distinct  medical  section  for  the  doctors 
themselves.  This  will  take  place  on  Wednesday 
and  will  deal  with  a number  of  technical  medical 
subjects  with  relationship  to  workmen’s  compen- 
sation. A number  of  doctors  from  over  the 
United  States  will  be  here  as  well  as  local  doctors 
to  deal  with  and  discuss  some  of  these  subjects. 


THE  AMERICAN  BOARD  OE  INTERNAL 
MEDICINE  (INC.) 

The  American  Board  of  Internal  Medicine,  in- 
corporated February  28,  1936,  completed  its  or- 
ganization on  June  15,  1936.  The  officers  chos- 
en were  Walter  L.  Bierring,  M.  D.,  Des  Moines, 
Chairman;  Jonathan  C.  Meakins,  M.  D.,  Mont- 
real, Vice-Chairman ; and  O.  H.  Perry  Pepper, 
M.  D.,  Philadelphia,  Secretary-Treasurer.  These 
officers  with  the  following  six  members  consti- 
tute the  present  membership  of  the  board  ; David 
P.  Barr,  M.  D.,  St.  Louis,  Reginald  Fitz,  M.  D., 
Boston:  Ernest  E.  Irons,  M.  D.,  Chicago;  Wil- 
liam S.  Middleton,  M.  D.,  Madison;  John  H. 
Musser,  M.  D.,  New  Orleans,  and  G.  Gill  Rich- 
ards, M.  D.,  Salt  Lake  City. 

The  purpose  of  the  Board  will  be  the  certifica- 
tion of  specialists  in  the  field  of  internal  medicine, 
and  the  establishment  of  qualifications  with  the 
required  examination  procedure  for  such  certifi- 
cation. 

While  the  Board  is  at  present  chiefly  con- 
cerned with  the  qualification  and  procedure  for 
certification  in  the  general  field  of  internal  medi- 
cine. it  is  intended  to  inaugurate  immediately  aft- 
er July  1,  1937,  similar  qualification  and  proce- 
dure for  additional  certification  in  certain  of  the 
more  restricted  and  specialized  branches  of  in- 
ternal medicine,  as  gastroenterology,  cardiology, 
metabolic  diseases,  tuberculosis,  allergic  diseases, 
et  cetera.  Such  special  certification  will  be  con- 


sidered only  for  candidates  who  have  passed  at 
least  the  written  examination  required  for  certifi- 
cation in  general  internal  medicine.  The  opera- 
tion of  such  a plan  will  require  the  active  partici- 
pation and  cooperation  of  recognized  representa- 
tives from  each  of  such  special  fields  of  medi- 
cine. 

Application  blanks  and  further  information 
can  be  obtained  by  addressing  the  office  of  the 
chairman.  Walter  L.  Bierring,  M.  D.,  406  Sixth 
Avenue.  Des  Moines,  Iowa,  U.  S.  A. 


RESOLUTION  ON  INSURANCE 
MEDICAL  DIRECTORIES 

Adopted  by  the  Arkansas  Medical  Society 
April  29th,  1936. 

Presented  to  the  House  of  Delegates  of  the 
American  Medical  Association  May  11th;  ap- 
proved by  the  Judicial  Council  May  14th  and 
adopted  by  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  May  14th,  1936. 

“WHEREAS,  certain  commercial  interests 
are  publishing  medical  directories,  listing  physi- 
cians by  speciality  and  otherwise,  as  available  for 
insurance  and  compensation  work,  and  other  pro- 
fessional services,  and 

“WHEREAS,  participation  by  listing  in  these 
lay  publications  merely  serves  for  the  profit  of 
the  promoters,  and  is  furthermore  technically  in- 
direct solicitation  of  patients, 

“THEREFORE  RE  IT  RESOLVED.  That 
the  Arkansas  Medical  Society  condemns  these 
practices  as  unethical  ond  forbids  its  members 
to  continue  listing  their  names  in  such  directories, 
and 

“BE  IT  FURTHER  RESOLVED.  That  the 
Arkansas  Medical  Society  requests  the  House  of 
Delegates  of  the  American  Medical  Association 
to  take  similar  action.” 


DOTH  MEDICAL  REGIMENT  TO  GET 
ITS  COLORS,  INSIGNIA  THIS  YEAR 
The  1 1 0th  Medical  regiment,  commanded  by 
Col.  David  Hilton,  Lincoln,  will  finally  get  its 
colors  and  official  insignia  in  the  Nebraska  Na- 
tional Guard  some  time  this  year.  Official  com- 
munication from  Washington  has  assigned  the 
traditions  of  several  outfits  to  the  110th  and 
acknowledgement  of  this  means,  the  organization 
is  eligible  to  the  honor.  At  the  present  time,  of- 
ficers in  the  110th  are  without  shoulder  insignia 
and  their  headquarters  without  the  color  flag  and 
its  attending  decorations. 

Regimental  decorations  which  will  be  carried 
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will  include  ribbons  for  participation  in  the  bat- 
tles of  Meuse-Argonne,  Alsace  and  Lorraine, 
with  one  company,  166th  Hospital,  decked  also 
with  Champagne.  This  outfit  served  as  part  of 
the  medical  force  with  the  Rainbow  division  in 
the  World  war. 

NEBRASKA  GROUP 

By  agreement  of  the  governors  of  Nebraska, 
Missouri  and  Kansas,  the  110th  Medical  regi- 
ment is  to  be  an  exclusively  Nebraska  organiza- 
tion, thus  entitled  to  claim  the  traditions  of  the 
two  other  state  units  should  they  come  under  the 
regimental  flag. 

The  headquarters  staff,  headquarters  having 
been  organized  in  1923,  is  headed  by  Col.  Hilton 
and  his  associates,  Lt.  Col.  Phillip  Bartholomew, 
Major  J.  North  Evans,  Capt.  Earl  Deppen  and 
Chaplain  H.  H.  Marsden,  all  of  Lincoln. 

— Lincoln  Journal  and  Star. 


MEDICO-LEGAL: 

STIPPLING  OF  RED  CELLS  IN  LEAD  POISONING 

Because  of  the  frequency  and  the  insidious 
onset  of  lead  poisoning  in  industry,  frequent 
claims  for  damages  are  brought  before  compen- 
sation commissioners  and  the  courts.  Often  there 
is  much  argument  concerning  the  diagnosis  and 
much  stress  is  placed  upon  the  presence  or  ab- 
sence of  basophilic  stippling  of  the  red  blood 
cells  as  an  indication  of  lead  poisoning. 

Much  importance  has  been  assigned  to  stip- 
pling as  a diagnostic  sign.  The  experience  of 
Aub(1)  is  that  it  is  the  most  reliable  of  the  early 
signs.  Caution  must  be  used,  however,  before 
diagnostic  value  is  assigned  to  the  stippling.  A 
few  stippled  cells  may  be  found  even  in  normal 
blood,  while  in  such  chronic  diseases  as  pernicious 
anemia  and  the  leukemias  and  in  some  diseases  of 
infancy,  they  are  often  seen.  Schmidt(2)  sug- 
gests that  at  least  100  red  cells  in  every  million 
must  be  stippled  before  the  change  can  be  con- 
sidered diagnostic.  The  granulation  varies 
markedly  from  day  to  day,  being  intense  one  day 
and  absent  the  next.  Daily  observations,  there- 
fore, are  necessary. 

The  exact  significance  of  stippling  is  uncer- 
tain. It  may  indicate  rapid  absorption  of  lead 
or  it  may  be  present  months  after  exposure  has 
ceased.  Most  writers  agree  that  stippling  is 
more  intense  in  early  plumbism. 

in  a recent  important  contribution  upon  the 
control  of  lead  poisoning  in  the  worker,  Bel- 
knap! 3!  makes  some  important  observations  upon 


stippling.  He  states  that  the  lead  line  on  the 
gums  usually  appears  when  the  stipple  cell  count 
is  from  1,000  to  2,000  per  million  red  blood  cells. 

In  preventing  lead  absorption  from  progressing 
to  lead  intoxication,  more  attention  is  paid  to  the 
stipple  cell  count  than  to  anemia.  From  500  to 
1,000  stipple  cells  per  million  may  indicate  only 
lead  absorption  and  a worker  may  continue  for 
years  without  lead  intoxication.  But  a sudden 
leap  from  day  to  day,  from  2,000  up  to  40,000 
stipple  cells  per  million  red  cells,  denotes  an  im- 
pending acute  episode.  Proper  treatment  may 
even  then  prevent  the  acute  attack. 

A most  important  group  of  workers  in  the 
lead  industry  includes  men  with  mild  symptoms 
but  without  real  disability.  These  are  victims  of 
absorption  plus  mild  non-disabling  intoxication. 
They  may  or  may  not  have  a lead  line,  but  do 
have  laboratory  evidence  of  absorption  plus  in- 
toxication in  the  shape  of  a rising  stipple  cell 
count  (2,000  to  10,000  per  million)  and  0.2  to 
0.6  mgm.  of  lead  in  the  24-hour  urine. 

In  another  group  of  workers  there  is  absorp- 
tion plus  only  laboratory  signs  of  intoxication. 
No  clinical  symptoms  are  present.  Stipple  cell 
counts  are  here  very  important,  for  treatment 
here  prevents  the  development  of  intoxication. 

In  treating  patients  with  chronic  lead  poison- 
ing, the  stipple  cell  count  is  an  important  guide. 
Deleading  is  inadvisable  until  all  acute  symptoms 
have  subsided  for  a month,  until  the  blood  hemo- 
globin is  80%,  the  red  cell  count  is  four  million 
or  more,  the  stipple  cell  count  is  down  to  1,000  j 
to  5,000  cells  per  million  for  two  to  three  weeks 
and  the  lead  in  the  24-hour  urine  is  0.15  mgm. 
or  lower. 

— B.  Carl  Russum,  Omaha. 
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EDITORIAL  PARAGRAPHS 

All  radio  active  substances  have  been  barred 
from  the  mails,  for  obvious  reasons. 

New  ad  this  month — the  Luzier  Company  of 
Kansas  City.  Read  the  ads.  Patronizing  the 
advertiser  helps  to  finance  this  Journal. 

The  Washington  State  Department  of  Health 
now  furnishes  without  cost  enough  arsenicals  to 
render  non-treated  syphilitics  non-infectious. 
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“Acute  Gastrointestinal  Allergy  Mimic  of 
Surgical  Abdomen’’  is  the  title  of  a very  readable 
article  in  Southwest  Medicine  for  July,  1 930,  p. 
252,  by  Dutton  of  El  Paso. 

The  urgent  need  of  a specially  trained  doctor 
of  public  health  (Dr.  P.  H.)  for  health  officer 
of  Omaha  was  stressed  before  the  Omaha  city 
council  recently  by  Dr.  Jay  J.  Keegan. 

The  eighth  annual  training  course  for  Medical 
Department  Reservists  of  the  Army  and  Navy 
will  be  held  at  the  Mayo  Foundation,  Rochester, 
Minnesota,  from  October  4 to  17,  1936. 

This  is  to  advise  the  next  Nebraska  basic 
science  examination  will  be  given  October  6-7, 
State  House,  Lincoln.  All  applications  should 
be  on  file  not  later  than  15  days  prior  to  date  of 
examination. 

Glycerine  exists  in  nature  to  only  a very  limit- 
ed extent.  The  bulk  of  the  world’s  supply  of 
glycerine  is  produced  in  the  making  of  soap.  In 
the  chemical  treatment  of  the  fats  and  oils  to  pro- 
duce soap,  the  glycerine  is  set  free. 

The  State  Bureau  for  Crippled  Children 
wishes  to  announce  that  all  medical  fees  incurred 
with  reference  to  the  aid  of  crippled  children  will 
be  referred  to  a committee  of  doctors  who  are 
members  of  the  State  Medical  Association. 

The  next  written  examination  and  review  of 
case  histories  of  Group  B applicants  by  the 
American  Board  of  Obstetrics  and  Gynecology 
will  be  held  in  various  cities  in  the  United  States 
and  Canada  on  Saturday,  November,  7,  1936. 

May  we  repeat  that  the  Layout  for  the  Journal 
is  regularly  sent  to  the  printer  on  the  19th  of  the 
month  preceding  date  of  issue  and  that  the  Jour- 
nal is  in  the  mails  invariably  on  the  first  day  of 
the  month.  System  is  necessary  even  in  The  Ne- 
braska State  Medical  Journal. 

How  seriously  American  medical  men  take  to 
politics  is  well  illustrated  by  the  fact  that  we  have 
but  one  medical  man  in  the  Senate  and  but  four 
in  the  House  of  Representatives,  while  by  com- 
parison Canada  has  seven  medical  men  in  the 
Senate  and  there  are  29  in  the  House  of  Com- 
mons. 

Competitive  examinations  for  appointment  in 
the  Medical  Corps  of  the  Navy  will  be  held  De- 
cember 1,  1936,  at  U.  S.  Naval  Hospital,  Great 
Lakes,  111.  Full  information  will  be  furnished  by 
the  District  Medical  Officer,  Great  Lakes,  111.,  on 
application.  It  is  expected  there  will  be  about 
twenty-five  vacancies  available  at  the  examina- 
tion. 


Lister's  teaching  was  accepted  in  Germany 
while  it  was  scoffed  at  in  England,  his  native 
country.  Halstead  was  the  first  American  to 
accept  and  bring  to  this  country  the  work  of  Lis- 
ter. His  confreres  at  Bellevue  hospital  made  life 
so  unpleasant  for  him  that  he  had  a tent  put  up 
on  the  hospital  grounds  so  he  could  work  un- 
molested. 

A contract  entered  into  between  two  Platte 
county  physicians  and  the  Platte  county  board 
of  supervisors  was  rescinded  recently,  following 
an  opinion  rendered  by  the  county  attorney,  that 
contract  was  illegal.  On  presentation  of  itemiz- 
ed bills  for  services  rendered  during  the  exis- 
tence of  the  contract,  the  bills  were  allowed  and 
ordered  paid. 

The  Dr.  Ephraim  McDowell  home  at  Danville, 
Ky.,  where  the  first  ovariotomy  was  performed 
on  Christmas  Day,  1809,  has  been  purchased  by 
a group  of  interested  citizens.  A Federal  PWA 
grant  for  the  restoration  of  the  property  for  a 
National  shrine  has  been  set  apart  and  contribu- 
tions are  asked  from  a selected  list  of  medical 
and  lay  persons  to  fully  finance  the  memorial. 

The  Second  annual  meeting  of  the  Mississippi 
Valley  Medical  Society  will  be  held  at  Burling- 
ton, Iowa,  Sept.  30,  Oct.  1-2.  The  entire  meet- 
ing, including  the  technical  and  scientific  exhi- 
bits, will  be  held  on  the  mezzanine  floor  of  the 
modern,  300-room  Hotel  Burlington.  There  will 
be  morning,  afternoon  and  evening  sessions  and 
the  complete  program  has  been  especially  arrang- 
ed to  appeal  to  the  general  practitioner. 

Soviet  Russia  has  sponsored  abortions  and 
provided  free  hospital  and  free  surgical  care  for 
those  women  who  wished  to  be  aborted.  Recently 
Soviet  Russia  has  changed  policy,  now  frowns 
upon  abortions  and  is  about  to  offer  hospital  and 
nursing  care,  vacations  before  and  after  the 
event  and  a premium  for  nursing  the  baby,  says 
the  New  York  State  Journal  of  Medicine  for 
August. 

A “hot  check”  artist  is  abroad  in  the  state.  His 
game  is  to  complain  of  an  abdominal  pain,  re- 
fuse a hypodermic,  but  ask  for  morphine  placed 
under  the  tongue,  offer  a check  in  payment  of 
his  bill,  and  as  an  afterthought,  asks  that  the 
check  be  made  to  include  an  additional  small 
amount,  as  he  is  short  of  ready  change.  He  is 
about  five  feet  eleven,  blonde  with  blue  eyes, 
weighs  about  170.  Dr.  A.  A.  Conrad,  Crete,  has 
had  intimate  professional  and  business  relations 
with  him. 

Bittinger  in  West  Va.,  M.  J.  August  1936, 
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p.  389,  reports  a case  of  childbirth  in  which  the 
babe  was  born  unnoticed  by  mother  and  lay  at- 
tendants while  the  waters  broke,  the  mother  sit- 
ting- on  a slop  jar.  The  slop  jar  was  emptied 
into  the  outside  watercloset.  On  the  arrival  of 
the  doctor,  not  finding  a child  in  the  uterus  a 
search  was  instituted,  the  baby  found  moving  in 
the  pit  of  the  closet.  Upturning  the  building, 
the  father  was  lowered  into  the  pit  by  holding 
him  by  his  legs  and  the  baby  recovered.  A warm 
bath,  warm  wraps,  several  hours  and  the  baby 
became  normal. 

A special  program  of  lectures  and  demonstra- 
tions in  medicine  and  surgery  will  be  held  under 
the  direction  of  the  Mayo  Foundation  from  No- 
vember 9 to  13,  inclusive.  Mornings  will  be  de- 
voted to  surgical  and  medical  clinics.  In  the  af- 
ternoons and  evenings  symposiums  will  be  con- 
ducted on  neurology,  gynecology,  diseases  of  the 
ear,  nose  and  throat,  laboratory  procedures, 
emergency  treatment,  pediatrics,  and  renal  dis- 
eases. In  addition  a clinico-pathologic  confer- 
ence will  be  held.  While  this  program  is  ar- 
ranged primarily  for  the  Fellows  of  the  Founda- 
tion, visiting  physicians  are  invited  to  attend. 

McXeile  said:  “The  most  important  phase  of 
postgraduate  obstetric  education  now,  and  for 
the  next  twenty-five  years,  is  the  education  of  the 
great  bulk  of  practitioners  whose  undergraduate 
education  may  or  may  not  have  been  inadequate, 
whose  hospital  training  was  often  sketchy  and 
who,  because  of  the  exigencies  of  their  practice 
or  because  of  their  locations  away  from  medical 
centers  or  for  other  reasons,  have  not  been  able 
to  keep  up  with  the  changes  that  have  occurred 
during  their  professional  lifetime.  There  is  a 
very  definite  duty  on  the  part  of  all  governmental 
agencies,  medical  schools,  societies  and  allied 
agencies  interested  in  maternal  welfare  to  pro- 
vide systematic  instruction  for,  until  recently,  the 
forgotten  man,  who  is,  in  fact,  delivering  most  of 
the  habies  in  the  United  States.” 


BACK  TO  NORMAL 

WHY  IS  IT? 

The  surgeon  will  write  a prescription 
In  scrawlings  and  symbols  most  weird, 
So  even  the  druggist  looks  puzzled 
And  mutters  down  into  his  beard. 

But  when  the  physician  is  ready 
To  tell  the  amount  of  his  bill 
He  types  out  a neat  little  statement 
So  certain  it  gives  one  a chill. 

— James  A.  Sanaker 
in  Country  Gentleman. 


OBITUARY 

Ebme  E.  Aukes,  Lincoln,  Nebr.;  retired;  born  in 
Germany;  medical  college  at  Hanover,  Germany,  1877; 
practitioner  at  Cortland  for  22  years  from  1887;  later 
in  practice  at  Stockton,  Kansas,  two  years,  after 
which  he  moved  to  Lincoln:  died  July  17,  1936,  aged 
eighty-four  years. 

The  wife  and  four  children  survive. 

Harry  Farrell,  McCook,  Nebr.;  native  of  New  York; 
Baltimore  Medical  College,  1907;  in  practice  succes- 
sively at  Wallace,  Axtell,  Kearney,  before  locating  at 
McCook,  six  years  ago;  specialist  in  eye,  ear,  nose  and 
throat  work  the  last  decade;  member,  Nebraska  State 
Medical  Association;  died  August  4,  1936,  from  a 
heart  lesion,  aged  about  fifty-eight  years. 

A wife  and  five  daughters  survive. 

William  J.  Birkofer,  Gothenburg,  Nebr.;  native  of 
Iowa;  practitioner  at  Gothenburg  for  forty  years; 
member  and  some  time  vice  president,  Nebraska  State 
Medical  Association;  active  in  county  society  work 
in  his  home  county;  first  mayor  of  Gothenburg;  a 
likable  personality;  died  August  16,  1936,  as  a remote 
result  of  diabetic  gangrene  of  one  leg,  amputation  of 
which  he  suffered,  some  months  ago,  aged  about 
sixty-four  years. 

A wife  survives. 


GRADUATES  OF  1935-36  AND  THEIR  INTERN- 
SHIPS FOR  NEXT  YEAR;  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 
AT  OMAHA 

Alliband,  George  T„  University  Hospital,  Omaha. 

Anderson,  Lawrence  L.,  Columbia  Hospital,  Mil- 
waukee. 

Anderson,  Martin  F.,  University  Hospital,  Omaha. 

Bailey,  James  E.,  Detroit  Receiving  Hospital,  De- 
troit. 

Bena,  James  H.,  University  Hospital,  Omaha. 

Bernsteine,  Robert  S.,  Trinity  Lutheran  Hospital, 
Kansas  City,  Mo. 

Byron,  Francis  X.,  Albany  Hospital,  Albany,  N.  Y. 

Cameron,  Dale  C.,  U.  S.  Public  Health  Service. 

Campbell,  Darrell  A.,  LTniversity  of  Michigan  Hos- 
pital, Ann  Arbor. 

Carle,  Donald  E.,  Letterman  General  Hospital,  San 
Francisco. 

Coe,  Max  C.,  University  Hospital,  Omaha. 

Condon,  Albert  P.,  Douglas  County  Hospital,  Omaha. 

Crook,  Glenn  D.,  University  Hospital,  Omaha. 

Dowling,  Urban  J„  Jefferson  Davis  Hospital,  Hous- 
ton, Texas. 

Elias,  Houghton  F.,  Strong  Memorial  Hospital, 
Rochester,  N.  Y. 

Faier,  Herman  I.,  Cedars  of  Lebanon  Hospital,  Los 
Angeles. 

Fitzgerald.  Richard  P.,  Fitkin  Memorial  Hospital, 
Asbury  Park,  N.  J. 

Frazier,  Harry  O.,  Immanuel  Hospital,  Omaha. 

Glazier,  McCleery,  Clarkson  Hospital,  Omaha. 

Granden,  Howard  W. 

Green,  Chester  F.,  Detroit  Receiving  Hospital,  De- 
troit. 

Grimm,  B.  Hayes,  Presbyterian  Hospital,  Denver. 

Hansen,  Warren  D.,  Allegheny  General  Hospital, 
Pittsburgh. 

Hanson,  Frederick  R.,  Royal  Victoria  Hospital, 
Montreal. 

Hasselblad,  Oliver  W.,  Missouri  Baptist  Hospital, 
St.  Louis. 

Hayes,  Paul  W.,  LTniversity  Hospital,  Omaha. 

Hildebrand,  Alice  G.,  Cleveland  City  Hospital, 
Cleveland. 

Inda,  Frank  A.,  Long  Island  Hospital,  Boston. 

Karrer,  Robert  E.,  University  Hospital.  Omaha. 

Keettel,  William  C.,  Indiana  University  Hospital, 
Indianapolis. 
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Kiltz,  Richard  C.,  Methodist  Hospital,  Omaha. 

Kleinsasser,  LeRoy  J.,  University  Hospital,  Omaha. 

Kohtz,  Reinhold  H.,  Immanuel  Hospital,  Omaha. 

Kuper,  Herbert  D„  Methodist  Hospital,  Omaha. 

Livingston,  Robert  R.,  Denver  General  Hospital, 
Denver. 

Lund,  Leonard  C.,  Maryland  General  Hospital,  Bal- 
timore. 

McConville,  Bernard  E.,  Providence  Hospital, 
Seattle. 

McMillan,  G.  Sherrill,  Methodist  Hospital,  Omaha. 

Maire,  Eugene  J.,  Providence  Hospital,  Detroit 
Mich. 

Marrs,  Walford  D.,  St.  Louis  City  Hospital,  St. 
Louis. 

Mays,  Wesley  L.,  U.  S.  Public  Health  Service. 

Millett,  Clinton  C.,  Douglas  County  Hospital, 
Omaha. 

Milligan,  John  O.,  Ancker  Hospital,  St.  Paul,  Minn. 

Mitchell,  Howard  E.,  Douglas  County  Hospital, 
Omaha. 

Mollring,  Grant  F.,  Baltimore  City,  Baltimore. 

Morris,  George  W.,  Santa  Barbara  General  Hospital, 
Santa  Barbara. 

Morrison,  Frank  A.,  St.  Louis  City  Hospital,  St. 
Louis. 

Mousel,  Claude  M.,  Kansas  City  General  Hospital, 
Kansas  City,  Mo. 

Pepper,  Maurice  L.,  Kansas  City  General  Hospital, 
Kansas  City,  Mo. 

Powell,  Archie  C.,  Swedish  Hospital,  Seattle. 

Robinson,  Robert  W.,  Southern  Pacific  Hospital, 
San  Francisco. 

Sampson,  James  W.,  St.  Luke’s  Hospital,  Denver. 

Schall,  Wayne  J.,  Temple  University  Hospital, 
Philadelphia. 

Shearburn,  Edwin  W.,  Clarkson  Hospital,  Omaha. 

Shoecraft,  Warren  A.,  Methodist  Hospital,  Omaha. 

Slaughter,  Earl  C.,  University  Hospital,  Omaha. 

Still,  Joe  W.,  Kings  County  Hospital,  Brooklyn, 
N.  Y. 

Sturdevant,  Charles  L.,  Northwestern  Hospital, 
Minneapolis,  Minn. 

Tepley,  Gene  L.,  University  Hospital,  Omaha. 

Thomas,  Lowell  I.,  Douglas  County  Hospital,  Omaha. 

Tinetti,  Ernest  F.,  Ancker  Hospital,  St.  Paul,  Minn. 

Tinley,  Robert  E.,  Colorado  Presbyterian  Hospital, 
Denver. 

Uridel,  Frank  A.,  Fitkin  Memorial  Hospital,  Asbury 
Park,  N.  J. 

Waters,  Chester  H.,  Jr.,  Presbyterian  Hospital,  Chi- 
cago. 

Weare,  John  H.,  Good  Samaritan  Hospital,  Port- 
land, Oregon. 

Weinberg,  Harry  B.,  University  Hospital,  Omaha. 

Williams,  Russell  L,  Hillman  Hospital,  Birmingham, 
Alabama. 

Young,  George  A.,  Jr.,  Henry  Ford  Hospital,  De- 
troit. 

Zeman,  Edward  W.,  University  Hospital,  Omaha. 

Zink,  Wiley  C.,  Alameda  County  Hospital,  Oakland, 
Calif. 


THE  CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE  GRADUATION  CLASS  1936 
INTERNSHIPS 

Archambault,  Henry  Alexander,  St.  Catherine’s 
Hospital,  Omaha. 

Archambault,  Rene  Francis,  U.  S.  Army. 

Badami,  Anthony  George,  Santa  Clara  Hospital,  San 
Jose,  Calif. 

Barker,  Harold  Jerome,  St.  Alexis  Hospital.  Cleve- 
land, Ohio. 

Bellantoni,  Adolph  Joseph.  St.  Joseph’s  Hospital, 
Yonkers,  N.  Y. 

Bien,  George  E.,  U.  S.  P.  H.,  Marine  Hospital, 
Seattle,  Wash. 


Bigotti,  Richard  Thomas,  Alameda  County  Hospital, 
Alameda,  Calif. 

Borgmeyer,  Henry  John,  St.  Catherine's  Hospital, 
Omaha. 

Brink,  Raymond  Joseph,  St.  Joseph’s  Hospital, 
Omaha. 

Bump,  Robert  I.,  Denver  General  Hospital,  Denver. 
Colo. 

Burbridge,  Glen  Ernest,  St.  Mary’s  Hospital.  Kan- 
sas City,  Mo. 

Campanella,  Samto  D.,  St.  Anthony’s,  Denver,  Colo. 
Caniglia,  Sebastin  Ross,  St.  Joseph’s  Hospital. 
Phoenix,  Ariz. 

Cronin,  Daniel  Joseph,  St.  Mary’s  Hospital,  San 
Francisco,  Calif. 

Cunningham,  James  Edward,  St.  Vincent’s  Hos- 
pital, Portland,  Oregon. 

Dolezal,  Josiph  Bliss,  St.  Joseph’s  Hospital,  Omaha. 
Duff,  Roden  Robinson,  St.  Luke's  Hospital,  Chicago, 
111. 

Duncan,  David  Gale,  Emanuel  Hospital,  Portland, 
Oregon. 

Durr,  Samuel  Parnell,  St.  Anthony’s  Hospital,  Rock 
Island,  111. 

Ellenbogen,  Leonard  Sidney,  Morrisania  Hospital, 
New  York,  N.  Y. 

Errico,  Frank  John,  St.  Margaret’s  Hospital,  Ham- 
mond, Ind. 

Fiorella,  John  Salvatore,  Mercy  Hospital,  Buffalo, 
N.  Y. 

Franco,  Biago,  Misericordia  Hospital,  N.  Y. 

Fujii,  Koichi  Kenneth,  Mercy  Hospital,  Council 
Bluffs,  Iowa. 

Graham,  Wallace  Harry,  Kansas  City  General  Hos- 
pital, Kansas  City,  Mo. 

Greco,  Gabriel  Frank,  Mary  Immaculate  Hospital. 
Jamaica,  L.  I.,  N.  Y. 

Haakinson,  William  Herbert,  San  Bernardino  Coun- 
ty Hospital,  San  Bernardino. 

Haigler,  Frederick  Herman,  St.  Joseph’s  Hospital. 
Omaha. 

Hayes,  Franklin  Aloysius,  St.  Mary’s  Hospital,  San 
Francisco,  Calif. 

Hughes,  Hill  Willard,  Mercy  Hospital,  Sioux  City. 
Iowa. 

Hughes,  Leo  Vincent,  Douglas  County  Hospital, 
Omaha. 

Hurok,  Oscar  Joseph,  Douglas  County  Hospital. 
Omaha. 

Iacobelli,  Peter  Herman,  St.  Mary’s  Hospital,  De- 
troit, Mich. 

Johnson,  Richard  P.,  St.  Joseph’s  Hospital,  San 
Francisco,  Calif. 

Kabiesman,  Francis  Joseph,  St.  Vincent’s  Hospital. 
Portland,  Oregon. 

Kane,  Thomas  Edward,  St.  Joseph’s  Hospital,  Oma- 
ha. 

Karounous,  Harry  E.,  St.  Catherine’s  Hospital. 
Omaha. 

Kemp,  Felix  John,  St.  Joseph’s  Hospital,  Omaha. 
Kern,  Max  Christ,  St.  Joseph’s  Hospital,  St.  Paul. 
Minn. 

Kuffell,  Mark  J.,  Santa  Fe  R.  It.  Hospital,  Los 
Angeles,  Calif. 

Lannon,  James  Woodward,  St.  Joseph’s  Hospital. 
Omaha. 

Lindsay,  John  Colin,  Providence  Hospital,  Seattle, 
Wash. 

Lovre,  Stanton  Clifford,  St.  Elizabeth's  Hospital, 
Lincoln. 

McClellan,  John  William  K.,  Queen’s  Hospital. 
Honolulu,  Hawaii,  T.  H. 

McCullough,  Lewis  Brucker,  Mercy  Hospital,  Sioux 
City,  la. 

McFarland,  Osmyn  William,  St.  Catherine’s  Hos- 
pital, Omaha. 
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McGreevy,  John  Vincent,  St.  Joseph’s  Hospital, 
Omaha. 

Manfredonia.  Charles  Edward,  Mary  Immaculate 
Hospital,  Jamaica,  L.  I.,  N.  Y. 

Martin,  Lee  Roy,  Mercy  Hospital,  Council  Bluffs, 
la. 

Martin,  Paul  James,  Douglas  County  Hospital, 
Omaha. 

Murphy,  Albert  Vincent,  St.  Francis  Hospital,  .Jer- 
sey City,  N.  J. 

Noonan,  Charles  Edward,  St.  Mary  Hospital. 
Rochester,  N.  Y. 

O'Brien,  Frank  Thomas,  King  County  Hospital, 
Seattle,  Wash. 

O’Connor,  William  E.,  St.  Elizabeth’s  Hospital,  Lin- 
coln, Nebr. 

O'Farrell,  Norman  Morris,  San  Diego  County  Gen- 
eral Hospital,  San  Diego,  Calif. 

Pawol,  Sylvester  Edward,  St.  Joseph's  Hospital, 
Omaha. 

Reynolds,  William  Joseph,  Highland  Hospital,  Oak- 
land, Calif. 

Roche,  Alan  John,  Mary’s  Help  Hospital,  San  Fran- 
cisco, Calif. 

Russell,  St.  John  Lester,  Southern  Pacific  Hospital, 
San  Francisco,  Calif. 

Seiler,  William  Edwin,  U.  S.  P.  S.,  Marine  Hospital, 
San  Francisco,  Calif. 

Silverman,  Isadore  M.,  Hospital  for  Joint  Diseases, 
New  York,  N.  Y. 

Soda,  William  Edward,  Troy  Hospital,  Troy,  N.  Y. 

Sorenson,  Edward  John,  St.  Mary’s  Hospital,  San 
Francisco,  Calif. 

Suit,  Charles  W.,  Los  Angeles  County  Hospital, 
Los  Angeles.  Calif. 

Suzuki,  Misou  Paul,  King  County  Hospital,  Seattle, 
Wash. 

Thueson,  Andrew  Edward,  San  Franciso  Hospital. 

Toland,  Virgil  A.,  St.  Joseli’s  Hospital,  Omaha. 

Tuveson,  Leo,  St.  Joseph’s  Hospital,  Phoenix,  Ariz. 

Varanini,  Emilio  Eugene,  Jr.,  Sacramento  County 
Hospital,  Sacramento,  Calif. 

Vitou,  Benjamin  Wallace,  St.  Vincent's  Hospital, 
Portland,  Oregon. 

Wallman,  Milton,  Harlem  Hospital,  New  York,  N.  Y. 

Ware,  Charles  Edward,  St.  Joseph’s  Hospital,  Den- 
ver, Colo. 

Watson,  Don  Paul,  California  Hospital,  Los  An- 
geles, Calif. 

Weir,  Don  C.,  St.  Louis  City  and  County  Hospital, 
St.  Louis,  Mo. 

Wolpert,  Paul  Louis,  Mercy  Hospital,  Sioux  City, 
Iowa. 

Zampetti,  Herman  Anthony,  St.  Joseph’s  Hospital. 
Omaha. 
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WHEN  SHOULD  REFILLS  BE  STOPPED? 

Relapses  after  the  completion  of  pneumothorax 
treatment  are  much  more  dangerous  than  was  the 
original  lesion  before  treatment  commenced  because 
only  a very  small  percentage  of  cases  can  get  effec- 
tive pneumothorax  in  a succeeding  attempt,  due  to 
the  new  pleural  adhesions  formed  after  the  lung  re- 
expands. 

The  longer  the  treatment  has  lasted  the  fewer  are 
the  relapses  after  re-expansion.  Dufault  and  Laroche 
found  the  cure  was  maintained  in  46.2  per  cent  of 
cases  successfully  collapsed  for  less  than  three  years, 
whereas  in  patients  successfully  collapsed  for  more 
than  three  years  the  cure  was  maintained  in  84.6  per 
cent. 

In  carrying  out  pneumothorax  treatment,  the  author 
attempts  to  follow  a definite  routine.  After  the  de- 
gree of  collapse  has  been  obtained  that  is  required  to 
obliterate  all  excavation  and  that  is  considered  nec- 


essary for  a satisfactory  splinting  of  the  whole  lesion, 
and  as  soon  as  symptoms  of  activity  have  disappeared’ 
a very  slow  and  gradual  re-expansion  of  the  lung  is 
allowed.  If  one  is  dealing  with  a case  having  infil- 
tration and  excavation  in  one  upper  third,  and  if  an 
SO  per  cent  collapse  must  be  made  of  this  upper  third 
before  it  is  satisfactory,  it  may  be  found  necessary  to 
maintain  this  degree  of  collapse  for  a period  of  one 
year.  At  the  end  of  the  second  year  a gradual  re- 
expansion may  find  a collapse  of  50  per  cent.  It  is 
during  the  latter  part  of  the  third  year  and  during 
the  fourth  year,  when  re-expansion  of  the  same  upper 
third  now  finds  only  a collapse  of  10  to  20  per  cent 
before  refill,  that  special  care  is  necessary.  It  is  while 
the  treatment  is  at  this  stage  that  several  factors 
have  to  be  weighed. 

EXTENT  OF  ORIGINAL  LESION 

The  extent  and  nature  of  the  original  lesion  is  prob- 
ably the  most  important  factor  in  making  our  deci- 
sion as  to  when  we  should  stop  treatment.  The 
smaller  the  original  lesion,  the  more  confidence  one 
can  feel  regarding  expansion.  Where  there  has  been 
a larg  area  of  excavation  originally,  one  usually  finds 
that  a considerable  period  has  been  taken  up  on 
obtaining  a complete  collapse,  and  a further  long 
period  has  followed  before  the  sputum  has  remained 
negative  for  tubercle  bacilli.  A period  of  three  years 
with  negative  sputum  has  now  probably  brought  the 
treatment  into  the  fifth  year.  Cases  like  this  may 
have  had  so  much  original  lung  destruction  that  a 
phrenicectomy  or  one  or  more  stages  of  thoracoplasty 
may  be  necessary  to  complete  the  obliteration  of  the 
pleural  cavity.  Cases  in  this  group  which  have  con- 
tinued to  have  intermittent  positive  sputa  ought  to 
have  their  treatment  continued  indefinitely.  Some  of 
these  cases  may  have  been  three  years  negative,  but 
still  show  little,  if  any,  signs  of  re-expansion.  If 
these  latter  cases  refuse  the  surgery  necessary  to 
close  the  pleural  space,  it  might  be  a supererogation 
to  continue  refills  except  at  very  long  intervals — that 
is,  if  the  mediastinum  is  fixed.  However,  if  the 
mediastinum  is  not  fixed,  a shorter  refill  interval 
should  be  necessary  to  keep  it  in  position. 

X-RAYS  DURING  RE-EXPANSION 

The  most  important  change  to  look  for  roentgeno- 
graphically  in  lung  re-expansion  is  a reappearance  of 
excavation,  for  such  an  occurrence  warrants  an  im- 
mediate reversal  of  treatment,  with  closure  of  the 
cavity.  Thickening  of  the  pleura  often  obscures  a 
considerable  amount  of  lung  detail.  Usually,  a radio- 
graph of  a 90  per  cent  re-expanded  lung  in  the  fourth 
year  of  treatment  reveals  numerous  small  calcified 
deposits  with  several  striations  and  bands  where 
originally  the  lesion  was  located.  Lesions  which  are 
shown  by  an  x-ray  serial  to  have  undergone  little 
resolution,  to  contain  little  or  no  calcium,  and  to  have 
made  little  or  no  attempt  at  stellar  formation  or  fi- 
brosis, and  yet  have  no  perifocal  exudate,  undoubted- 
ly contain  tubercle  bacilli.  If  these  lesions  have  not 
healed  under  pneumothorax,  they  will  not  do  so  after 
re-expansion,  and  they  may  go  on  to  central  casea- 
tion, followed  by  liquefaction  and  excavation,  if  col- 
lapse is  not  maintained. 

FLUID  AS  A COMPLICATION 

When  the  development  of  a serous  effusion  occurs, 
a determined  effort  must  be  made  immediately  to 
prevent  it  from  interfering  with  the  desired  degree 
of  collapse.  By  performing  frequent  aspirations  and 
providing  the  necessary  air  replacements,  this  unto- 
ward result  may  be  averted. 

The  younger  the  patient,  the  more  inclined  is  the 
author  to  prolong  pneumothorax  treatment.  He  has 
not  yet  resorted  to  re-expansion  in  the  case  of  a pa- 
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tient  in  his  teens,  and  feels  that  one  rarely  is  justi- 
fied in  so  doing:.  Between  the  ages  of  fifteen  and 
thirty  years  relapses  following  re-expansion  are  more 
common  than  later. 

OCCUPATION— ECONOMIC  STATUS 

Pneumothorax  patients  whose  occupations  require 
considerable  physical  exertion  should  change  to 
easier  jobs.  The  unfortunate  number  who  have  to 
return  to  hard  manual  labor  ought  to  have  pneumo- 
thorax treatment  continued  considerably  longer  than 
other  patients,  and  a larger  proportion  of  this  group 
than  of  any  other  should  have  pneumothorax  con- 
tinued indefinitely. 

Poverty  with  its  by-products  of  unsanitary  sur- 
roundings, poor  food  and  lack  of  fresh  air  is  unfav- 
orable to  the  rapid  healing  of  tuberculous  lesions. 
Patients  struggling  with  difficult  economic  situations 
ought  to  have  their  pneumothorax  continued  longer 
than  the  average. 

PREVENTION  OF  SPREAD 

The  more  contacts  there  are,  the  more  careful  one 
has  to  be  about  terminating  the  treatment.  A mother 
in  the  lower  class,  with  a large  family  of  children, 
ought  to  have  her  pneumothorax  continued  longer 
than  otherwise,  because  of  the  havoc  that  may  be 
caused  if  relapse  occurs. 

PREGNANCY 

Where  there  has  been  a great  deal  of  original  lung 
destruction,  pregnancy  is  not  advised.  Where  the 
involvement  has  been  somewhat  less,  and  the  econ- 
omic and  home  conditions  are  satisfactory,  preg- 
nancy may  be  considered  safe,  provided  pneumothor- 
ax is  continued  for  at  least  one  year  after  full  term, 
provided  pneumothorax  has  been  satisfactory  and 
sputum  has  been  negative  for  three  years.  In  cases 
where  the  original  lesion  was  moderate  in  extent,  the 
patient  is  advised  to  choose  between  having  the  baby 
during  the  fourth  year  of  pneumothorax  treatment, 
following  a satisfactory  collapse  and  negative  spu- 
tum, and  continuing  the  treatment  for  another  year, 
or  allowing  re-expansion  during  the  fourth  year  and 
then  waiting  for  another  three  years  before  becoming 
pregnant. 

A FINAL  PERIOD  OF  TRIAL 

When  it  has  been  decided  that  the  time  for  stop- 
ping the  treatment  has  arrived,  the  following  pro- 
cedure is  adhered  to:  The  partially  re-expanded  lung 
is  allowed  to  re-expand  further,  so  that  before  refill 
there  is  a collapse  of  only  about  10  per  cent  at  the 
deepest  part  of  the  pneumothorax.  The  collapse  is 
maintained  at  this  level  for  from  four  to  six  months. 
It  may  be  found  necessary  during  these  months  to 
shorten  the  intervals  between  and  to  give  smaller 
amounts  of  air,  in  order  to  insure  a collapse  of  not 
more  than  20  per  cent  after  refill.  Thus,  the  site  of 
the  original  lesion  is  in  a largely  re-expanded  state 
all  through  the  refill  cycle.  During  this  period  the 
patient  is  instructed  to  give  the  lung  a real  trial  by 
rehearsing  any  extra  work,  or  exercise,  that  is  con- 
templated for  the  following  five  years.  The  patient 
ought  at  least  to  be  leading  what  is  considered,  for 
him,  a normal  life.  If  there  has  been  no  change 
roentgenographically  following  this  period,  and  if  the 
sputum  has  remained  negative  for  tubercle  bacilli, 
the  refills  are  stopped  and  the  pleura  space  is  allowed 
to  obliterate. 

FINAL  SPUTUM  TEST 

Examination  of  tubercle  bacilli  by  the  direct  smear 
method  and  even  by  the  concentrated  sputum  exam- 
ination have  been  found  wanting  as  a means  of  de- 
termining whether  or  not  the  pneumothorax  patient 
is  bacillus  free.  The  guinea-pig  inoculation  test  is 
far  superior  although  it  is  an  expensive  procedure. 


The  author  feels  that  the  community  would  be  repaid 
many  times  by  equipping  the  laboratory  of  each  pneu- 
mothorax clinic  with  the  facilities  for  this  test. 

—John  Chichester  Dundee,  M.D.,  B.C.H.  British 
Jour,  of  Tuber.,  Apr.,  1936. 


THE  SOCIETIES 

The  Custer  County  Medical  Society  held  its  annual 
picnic  at  Arnold  State  Park,  July  17.  A scientific  pro- 
gram was  given  after  the  picnic  dinner. 

The  Four  County  Medical  Society  of  Greely,  Valley, 
Garfield  and  Wheeler  counties  met  at  Arcadia  Au- 
gust 4.  over  a banquet  at  the  local  hotel.  Four  reels 
of  medical  moving  pictures  were  shown. 


HUMAN  INTEREST  TALES 

Dr.  L.  H.  Barber  has  located  at  Oakland. 

A Doctor  Homan  has  located  at  Steinauer. 

Dr.  W.  Riley  Kovar  has  located  at  Clarkson. 

Dr.  Marsteller  of  Wilcox,  fished  at  Cass  Lake 
Minn. 

The  \ illag-e  of  Hardy,  population  400,  wants  a phy- 
sician. 

Dr.  G.  L.  LeMar,  Bradshaw,  visited  the  Black  Hills 
in  July. 

Dr.  John  Downing,  recent  interne,  has  located  at 
Gresham. 

Dr.  and  Mrs.  E.  C.  Foote,  Hastings,  vacationed  at 
Home,  Colo. 

Dr.  and  Mrs.  J.  J.  Keegan,  Omaha,  are  enjoying 
Europe  at  present. 

Dr.  and  Mrs.  L.  L.  Arnsten,  Omaha,  spent  some 
time  at  Estes  Park. 

Dr.  George  Griot  and  son,  Chadron,  visited  Yellow- 
stone park  recently. 

Dr.  H.  D.  Miller,  Laurel,  spent  the  month  of  August 
at  New  York  clinics. 

Dr.  and  Mrs.  W.  E.  Shike,  Gering,  spent  part  of 
July  on  the  west  coast. 

Dr.  Fred.  Long,  formerly  of  Alcova,  Wyo.,  has  lo- 
cated at  Harrison,  Nebr. 

Dr.  and  Mrs.  E.  E.  Koebbe,  Columbus,  motored  as 
far  east  as  Boston  in  July. 

Dr.  E.  E.  Clark,  Ashland,  has  been  seriously  ill 
from  an  infection  in  a foot. 

Dr.  Lloyd  Ragan  and  family,  Seward,  spent  some 
time  at  Estes  Park  in  July. 

Dr.  Charles  Thompson,  a Broken  Bow  product, 
has  located  at  Eugene,  Ore. 

Dr.  W.  G.  Fletcher,  Orchard,  recently  underwent  an 
operation  at  Rochester,  Minn. 

Dr.  and  Mrs.  J.  T.  Stanard,  Ulysses,  spent  their  va- 
cation near  Paynesville,  Minn. 

Dr.  Z.  L.  Kay,  McCook,  celebrated  his  eighty- 
seventh  birthday  August  first. 

Dr.  Fred.  Hill  and  mother,  Omaha,  spent  two  weeks 
in  August  at  Colorado  Springs. 

Dr.  and  Mrs.  M.  C.  Howard,  Omaha,  spent  several 
weeks  at  Bay  Lake,  Minnesota. 

Dr.  and  Mrs.  O.  R.  Platt,  North  Platte,  visited  the 
Jackson  Hole  country  in  August. 

Dr.  G.  E.  Peters  and  family,  Randolph,  fished  in 
the  Lake  of  the  Woods,  in  July. 

Dr.  and  Mrs.  G.  W.  Pugsley,  Bayard,  spent  some 
time  at  Steamboat  Springs,  Colo. 

Dr.  and  Mrs.  G.  W.  Dishong,  Omaha,  spent  their 
vacation  in  the  Colorado  Rockies. 
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Dr.  and  Mrs.  Charles  Swab,  Omaha,  spent  the 
month  of  July  on  the  west  coast. 

Dr.  John  Limberg-,  son  of  Dr.  J.  I.  Limberg,  Fre- 
mont, has  located  at  Cedar  Bluff. 

Dr.  Morris  .Nielsen,  Blair,  ill  with  a sciatic  complex 
for  over  a month,  is  again  on  duty. 

Dr.  A.  C.  Blattspieler  and  sons,  Central  City,  spent 
a month  fishing  in  Ontario,  Canada. 

Dr.  F.  L.  Roberts,  Lincoln,  has  located  at  Alma  in 
association  with  Dr.  W.  C.  Bartlett. 

The  Dr.  W.  A.  Schreck  family,  Bertrand,  spent  ten 
days  fishing  in  the  Minnesota  lakes. 

Dr.  Dan  S.  Egbert,  Omaha,  has  become  associated 
with  Dr.  Roy  Becker  at  Atlantic,  Iowa. 

Dr.  Bruce  Sutton,  hailing  from  Denver,  has  become 
associated  with  Dr.  H.  S.  Andrews,  Minden. 

Dr.  James  F.  Kennedy  has  become  associated  with 
the  clinic  of  Drs.  Copsey  and  Miles,  Alliance. 

Dr.  and  Mrs.  C.  B.  Edwards,  Kearney,  visited  the 
Minnesota  lakes  in  August  on  a fishing  trip. 

Dr.  H.  G.  Penner  and  family,  Beatrice,  motored  to 
the  Black  Hills  and  the  Yellowstone  in  August. 

Dr.  James  W.  Martin  has  been  appointed  permanent 
resident  physician  of  the  Douglas  County  hospital. 

Dr.  and  Mrs.  M.  C.  Anderson,  Omaha,  recently  spent 
two  weeks  on  a Wyoming  ranch  south  of  Laramie. 

The  Dr.  R.  C.  Byers  family,  Fremont,  spent  part 
of  the  summer  at  Canadian  lakes  north  of  Toronto. 

Dr.  and  Mrs.  L.  E.  Penner,  Beatrice,  visited  the 
Mayo  Clinic  and  Minnesota  Lakes  in  July  and  August. 

Dr.  Walter  J.  Wherry,  son  of  Dr.  W.  P.  Wherry, 
Omaha,  has  gone  to  Boston  for  a three-year  fellow- 
ship. 

Burglars  ransacked  the  Dr.  E.  C.  Henry  home  in 
Omaha  recently  in  the  absence  of  the  family  from 
the  city. 

Dr.  Byron  Stewart,  Tilden,  Nebraska  product,  has 
become  associated  with  the  Columbia  clinic  at  Long- 
view, Wash. 

Dr.  Clayton  Andrews,  Lincoln,  has  been  appointed 
to  the  medical  advisory  board  of  the  compensation 
court  of  Nebraska. 

Dr.  M.  D.  Flett  of  Burns,  Wyo.,  has  located  at 
Kimball  in  succession  to  Dr.  K.  L.  McShane  who 
located  at  Cheyenne. 

Dr.  K.  L.  McShane,  for  the  past  year  in  practice  at 
Kimball  has  moved  to  Cheyenne  in  succession  to 
the  late  Dr.  C.  Y.  Beard. 

A set  of  surgical  instruments  was  stolen  from  Dr. 
Grace  Loveland,  Lincoln,  recently,  but  was  afterward 
recovered  from  the  thief. 

Dr.  B.  M.  McIntyre,  Winside  practitioner  for  more 
than  twenty-five  years,  has  moved  to  Lincoln  and 
will  continue  practice  there. 

Dr.  Irma  Reil,  a Wisner  girl  and  graduate  of  North- 
western University  Medical  School,  has  gone  to  Vien- 
na and  Paris  for  further  study. 

The  Doctors  Latta  of  Clay  Center  and  Hastings 
spent  some  time  in  August  in  Denver  and  Boulder, 
their  families  accompanying  them. 

Mrs.  R.  H.  Sawyer,  wife  of  a Valparaiso  physician, 
was  killed  in  an  auto  accident,  recently,  near  Alta, 
Iowa.  The  Journal  offers  condolences. 

Dr.  and  Mrs.  R.  R.  Douglas,  Clarks,  motored  through 
the  Yellowstone  Park,  points  of  interest  in  Washing- 
ton and  Oregon  and  down  the  California  coast  dur- 
ing August. 

The  marriage  of  Dr.  Harold  Gifford  and  Miss  Mary 
Elizabeth  Jonas,  August  11,  is  announced.  This  mar- 
riage unites  descendants  of  two  noted  pioneer  medical 
families  of  Omaha. 

Dr.  H.  W.  Saylor,  Bruning,  states  that  he  remained 
at  home  enjoying  temperature  of  112  and  above  dur- 
ing July,  while  his  wife  enjoyed  herself  in  California 
temperatures  of  around  80  taking  care  of  a daughter 
following  an  appendectomy. 


OF  USE  TO  THE  PRACTITIONER 

After  many  years  cf  patient  research,  the  writ- 
er has  worked  out  the  following  vocabulary  of 
meanings  of  terms  as  used  by  a strange  and 
curious  race  called  “laymen.” 

Acid  Fruits:  Citrus  fruits. 

Flood  Test  for  Skin  Disease:  Popular  request: 
Wassermann  test  for  acne  vulgaris. 

C linic : The  office  of  a medical  group. 

Diet:  1.  Restriction  of  food  intake.  2.  Elim- 
ination of  white  bread  and  potatoes  from  the 
food. 

Drugs : Narcotics. 

(iood  Doctor:  One  whose  diagnosis  agrees 
with  the  patient's  ideas. 

Habit : An  addiction. 

History  Taking:  The  patient  sits  and  an- 
nounces his  diagnosis  and  dictates  his  treatment 
to  the  doctor. 

Imagination : A complaint  of  which  the  pa- 
tient does  not  recognize  the  physical  basis. 

Indigestion:  Any  disorder  below  the  dia- 
phragm. 

Injection:  An  enema. 

Kidney  Test:  Urinalysis. 

Kidney  Trouble:  1.  Backache.  2.  Bladder  ir- 
ritability. 

Liver  Medicine : Laxative. 

Liver  Trouble:  Retarded  peristalsis  syndrome. 

Meat : Something  you  ought  not  eat  when  it  is 
red. 

Medicine:  Drugs.  To  Practice  Medicine:  To 
give  drugs. 

Nurse:  The  bookkeeper,  technician,  or  tele- 
phone operator  in  the  doctor's  office. 

Serum:  Any  liquid  injected  hypodermically. 

Sinus  Trouble:  A pain  in  the  face. 

Statement : A formality.  A curious  business 
survival.  A sort  of  souvenir.  Not  to  be  taken 
seriously  nor  permitted  to  interfere  with  sleep. 

Stomach  Trouble:  Constipation. 

Thorough  Examination : A piece  of  prestidigi- 
tation which  the  doctor  can  start  at  5 p.  m.  and 
finish  in  time  to  get  the  patient  on  the  5 :30 
train,  and  tell  beforehand  exactly  what  it  will 
cost. 

Tonic : A blind  man  shooting  a boomerang  at 
a black  patient  in  a dark  cellar  at  midnight. 

Treatment:  Getting  stuck  or  cut  or  burnt  or 
in  some  way  knocked  about. 

Vegetables:  The  Elixir  of  Life  in  solid  form. 

— Miles  J.  Breuer,  Lincoln. 
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THE  SURGICAL  ASPECTS  OF  DISEASE  OF  THE 
GALLBLADDER* 

W.  T.  COUGHLIN,  M.  D., 

Professor  of  Surgery,  St.  Louis  University  School  of  Medicine, 
St.  Louis,  Missouri. 


By  surgical  aspect  of  a disease  we  understand 
the  various  phases  and  phenomena  of  the  disease 
revealed  to  the  surgeon  as  he  comes  into  relation 
with  the  same,  considered  with  regard  to  etiology, 
pathology,  symptomatology,  diagnosis  and  prog- 
nosis, as  well  as  the  various  measures  and  meth- 
ods used  by  him  in  the  treatment  of  such  disease. 

The  title  of  the  paper  very  clearly  leads  one 
to  infer  that  gallbladder  disease  has  an  aspect 
other  than  surgical.  It  undoubtedly  has.  And  I 

•Guest  speaker  address  presented  before  the  annual  meeting, 
Nebraska  State  Medical  Association,  Lincoln,  Nebraska,  May 
7-9,  1936. 


would  wish  it  to  be  well  understood  that,  in  my 
opinion,  gallbladder  disease  has  a medical  aspect 
and,  in  most  instances,  that  precedes  its  surgical 
aspect,  and  such  aspect  has  been  presented  by  my 
distinguished  colleagues. 

The  surgical  treatment  of  gallbladder  disease 
has  of  late  years  received  considerable  adverse 
criticism  because  of  the  fact  that  so  many  of  those 
operated  on  continue  to  complain  of  unrelieved 
symptoms.  The  same  may  be  said  of  the  opera- 
tion of  appendectomy,  and  was  formerly  said  of 
ovariotomy  and  hysterectomy.  Certainly  it  is 
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true  that  an  operation,  whether  on  the  gallbladder 
or  the  appendix,  may  oftentimes  fail  to  realize 
the  anticipations  of  those  who  advocate  it  or  even 
perform  it.  Notwithstanding  this,  it  is  my  very 
firm  conviction  that  in  either  case  when  the  op- 
eration is  performed  because  of  real  surgical 
aspects,  that  is,  when  there  is  real  demonstrable 
pathology  there,  the  operation  which  successfully 
removes  the  pathologic  process  or  aids  nature  in 
doing  so  is  among  the  very  most  gratifying  that 
I have  been  called  on  to  perform. 

An  honest,  competent  and  fearless  pathologist 
in  the  employ  of  the  hospital  is  the  one  greatest 
factor  in  the  mass  production  of  successful  sur- 
gery and  satisfied  patients. 

When  disease  of  the  gallbladder  reaches  the 
surgeon  it  usually  does  so  under  one  of  two 
forms — as  an  inflammation  or  the  consequences 
thereof,  or  as  a new  growth.  Indeed,  one  should 
say  that  the  patient  comes  with  an  inflammation 
of  the  gallbladder  or  because  of  the  consequence 
of  such  an  inflammation,  for  it  is  quite  generally 
accepted  that  both  gallstones  and  cancer  are  near- 
ly always  caused  by  a previous,  and  accompanied 
by  a present  inflammation. 

We  will  first  consider  the  uncomplicated  case 
of  inflammation  without  stones.  It  may  be  chron- 
ic or  acute.  It  was  just  stated  that  probably  all 
cases  of  gallbladder  disease  presented  a medical 
aspect.  I believe  that  this  is  most  true  of  the 
chronic  type  of  inflammation.  Almost  all  of  the 
patients  have  had  more  or  less  digestive  disturb- 
ance since  their  childhood  and  during  that  early 
time  medical  treatment  persisted  in  would  most 
probably  yield  the  best  results.  Unfortunate  for 
the  patient  is  the  fact  that  during  this  period  of 
the  beginning  of  his  disease  there  are  no  tests,  no 
physical  signs — nothing  but  symptoms,  and  these 
not  severe — on  which  a diagnosis  can  be  based. 
Consequently,  treatment  cannot  be  instituted. 

No  one  knows  for  certain  just  why  gallblad- 
ders become  inflamed,  but  all  agree  that  when  the 
viscus  is  inflamed  certain  changes  occur  in  its 
wall  and  so,  of  course,  the  glands,  the  blood  ves- 
sels, the  lymphatics  and  the  nerves  and  muscle 
there  cannot  functionate  in  a normal  way.  Also, 
practically  all  agree  that  bacteria  cause  the  in- 
flammation. 

Bacteria  ought  not  to  develop  in  bile.  Has  it 
not  been  taught  for  at  least  fifty  years  that  bile 
is  an  antiseptic?  And  cannot  every  physician  here 
present  testify  that  the  acholic  stool  of  the 
patient  with  obstructed  common  duct  has  a most 
foul  odor  because  the  putrefactive  organisms  run 


riot  in  the  absence  of  bile?  My  point  is  that  most 
likely  some  change  in  the  character  of  the  bile, 
or  in  its  secretion,  in  the  general  or  local  resist- 
ance, must  occur  before  bacteria,  present,  per- 
haps, all  the  time,  can  increase  and  multiply  in 
the  tissues  of  the  gallbladder  wall  and  those  ad- 
jacent. And  the  local  resistance  can  be  lowered 
in  a variety  of  ways.  Perhaps  it  occurs  most 
often  because  of  changed  mechanical  conditions 
just  as  disease  of  the  appendix  does.  Well  every 
surgeon  knows  that  sometimes  a gallbladder  so 
twists  on  its  axis  as  to  cause  its  death.  Might 
that  happen  in  less  degree?  Is  it  possible  that 
an  over-filled  stomach,  duodenum,  or  colon  might 
press  against  a gallbladder  with  such  force  as  for 
a time  to  impair  its  circulation,  whether  of  blood 
or  lymph?  We  know  very  well  that  these  vis- 
cera, even  though  hollow,  push  against  the  under 
surface  of  the  liver  with  such  force  as  to  make 
corresponding  depressions  or  imprints  there.  In 
fact,  aren’t  these  depressions  called  by  their  re- 
spective names  ? 

However  it  be  brought  about,  the  inflammation 
tion  interferes  with  the  function  of  the  gallblad- 
der in  every  way.  It  doesn’t  fill  properly  and 
hence  the  bile  cannot  be  properly  concentrated — 
substances  that  should  be  added  to  it  remain  in 
the  patient’s  system,  substances  that  should  be 
removed  from  it  the  system  is  deprived  of,  and 
the  patient  begins  to  feel  poorly.  The  improperly 
elaborated  bile  is  not  able  to  hold  in  solution  its 
pigments,  its  esters  and  its  salts.  These  crystalize 
out,  conglomerate,  and  gallstones  are  finally  pro- 
duced— a slow  process,  but  usually  a certain  one 
should  the  patient  afflicted  with  the  chronic  in- 
flammation of  the  gallbladder  live  so  long. 

And  the  symptoms?  “Indigestion” — a word  to 
cover  the  symptomatology  of  a multitude  of  path- 
ologic conditions.  But  the  patient  with  chronic 
gallbladder — two  out  of  three  are  women  in  mid- 
dle life — usually  camplains  of  having  had  more 
or  less  belching  for  years,  indulged  in  to  relieve  a 
sense  of  fullness  after  meals,  and  especially  after 
having  eaten  of  some  particular  food  which  al- 
ways brings  on  the  flatulence  and  the  belching. 

With  infection  of  the  organ  a vicious  circle  is 
established — the  more  the  inflammation  the 
greater  the  interference  with  normal  function  and 
the  more  the  interference  with  normal  function 
the  more  likely  is  the  infection  to  make  matters 
worse.  Such  a gallbladder,  the  seat  of  chronic 
infection,  loses  its  blue  color  because  of  thicken- 
ing of  its  walls,  its  nerve  endings  become  hyper- 
sensitive just  as  do  those  of  any  other  hollow 
viscus  at  the  site  of  an  inflammation.  Such  a 
gallbladder  cannot  contain  comfortably  the  quan- 
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tity  of  bile  which  it  should,  and  it  is  tender,  so 
that  when  the  nearby  stomach  or  duodenum 
presses  upon  it  the  patient  experiences  a sense  of 
discomfort,  particularly  after  meals,  and  soon 
learns  that  belching-  gives  him  relief.  He  also  ex- 
periences relief  after  a good  evacuation  of  the 
bowel  and  he  is  likely  to  have  more  discomfort 
if  he  is  constipated.  He  becomes  an  addict  to 
epsom  salts,  mineral  oil  and  other  things  “to  keep 
his  bowel  open.”  With  age  his  ‘indigestion”  in- 
creases, until  finally  he  is  driven  to  seek  medical 
aid. 

The  diagnosis  is  usually  made  by  listening 
to  the  patient’s  story  of  distress  and  distension 
after  eating,  of  relief  by  belching  and  by  ene- 
mata,  of  feelings  of  nausea  with  or  without  vom- 
iting and,  from  time  to  time,  of  attacks  like  these 
but  accompanied  by  fever  of  a low  grade,  or,  in- 
deed, of  chills  called  “malaria.”  But  whether  he 
has  ever  been  really  bedridden  or  not,  a patient 
with  such  a history  must  be  investigated  first 
with  the  idea  of  excluding  disease  of  the  gallblad- 
der. The  physical  signs  are  few  but  usually  there 
is  some  tenderness  on  deep  palpation  in  the  gall- 
bladder region,  best  elicited  by  having  the  patient 
take  a deep  breath  and  palpating  at  the  end  of 
inspiration.  Try  this  while  the  patient  lies  re- 
laxed on  his  back  with  knees  drawn  up  or  turned 
on  his  left  side  with  the  thighs  flexed  or,  failing, 
sit  him  up  and,  bending  his  body  forward,  stand 
behind  him  and  try  the  maneuver.  Usually  in  at 
least  one  of  these  positions  you  will  be  able  to 
find  a sore  spot  deep  in  the  gallbladder  region. 
Hyperacidity  and  rapid  emptying  of  the  stomach 
often  co-exist  with  the  chronic  gallbladder.  The 
Graham  test  is  most  valuable  in  these  cases  with- 
out stones  and  where  a classical  history  of  gall- 
bladder colic  is  not  given.  One  must,  however, 
be  certain  that  the  liver  is  functionating.  By  us- 
ing iodeikon  one  can  have  the  liver  function  test 
and  the  Graham  test  done  simultaneously. 

Now  this  patient  with  chronically  inflamed 
gallbladder  which  has  at  last  driven  its  host  to 
seek  relief  should  be  a candidate  for  a surgical 
operation,  and  unless  there  is  some  serious  com- 
plication or  reason  for  avoiding  a surgical  opera- 
tion, I believe  that  now  is  the  time  to  operate. 
Now  when  it  can  be  safely  removed  is  the  time 
to  remove  it,  for  in  the  United  States  there  no 
longer  is  any  question  that  removal  of  such  a 
gallbladder  is  strongly  indicated. 

1.  Its  removal  now  (early  in  the  stage  of  serious 
discomfort)  is  a safe  procedure — the  mortality  is  not 
greater  than  that  following  the  interval  appendec- 
tomy— zero. 

2.  Its  removal  now,  followed  by  a life-time  avoid- 
ance of  over-eating,  of  over-drinking  or  of  indulg- 


ence in  certain  foods  will  give  the  patient  better 
health  and  longer  freedom  from  unpleasant  digestive 
disturbances  than  any  other  known  method  of  treat- 
ment. 

3.  Its  removal  at  this  time  is  sounder  economics, 
he  saves  time,  he  saves  money,  and  above  all,  he  saves 
his  health. 

4.  By  its  removal  at  this  time  a safe  operation 
rids  him  of  the  menace  of  gallstones  and  of  the  more 
imminent  danger  of  acute  suppurative  cholecystitis. 

Acute  suppurative  cholecystitis  can  occur  at 
any  moment  in  the  chronically  inflamed  gallblad- 
der. There  is  a sudden  chill  and  a high  rise  in 
temperature  with  much  gastric  upset  and  the  gen- 
eral picture  of  an  acute  surgical  abdomen.  Now, 
while  it  is  true  that  most  often  this  condition  will 
subside  if  the  patient  remains  in  bed,  keeps  the 
stomach  and  colon  empty  and  applies  an  ice  bag 
over  the  gallbladder  area,  yet  one  never  knows 
which  one  is  going  to  perforate  or  become  gan- 
grenous. A knowledge  of  the  percentage  of 
cases  in  which  perforation  or  gangrene  occur 
will  not  help  either  the  doctor  or  the  patient. 
Sufficient  to  know  that  they  do  occur  and  this 
particular  one  may  be  the  unlucky  victim.  For 
if  either  such  catastrophy  should  occur,  the  prob- 
ability of  death  from  peritonitis  is  very  great 
since  these  chronic  gallbladders  without  stones, 
without  previous  bed-sickness,  are  never  walled 
off  by  adhesions.  To  operate  on  one  of  these 
is  far  different  from  operating  on  the  chronic 
case.  To  move  the  patient  to  the  hospital  even, 
may  cause  a rupture  of  the  viscus  when  gangrene 
is  imminent.  The  general  mortality  of  opera- 
tions for  gangrene  and  perforation  is  from  thirty 
to  fifty  per  cent. 

And  now  consider  the  gallbladder  with  stones. 
While  it  is  true  that  most  of  the  stones  form  in 
persons  more  than  thirty-five  and  fat  females 
are  preferred,  they  do  occur  in  children.  We 
have  seen  some  children  under  six  years  with 
gallstones.  My  own  youngest  was  seventeen  and 
had  stones  of  pure  cholesterin. 

That  stones  can  form  in  the  liver  and  in  the 
ducts  there  is  no  doubt,  but  there  is  also  no 
doubt  that  this  is  of  rare  occurrence.  Although 
stones  have  often  been  a sort  of  surprise  finding 
in  the  gallbladder  at  autopsy,  yet  the  usual  thing 
is  for  them  to  make  their  presence  felt  during 
life.  And  while  it  is  true  as  just  said,  and  said 
by  many  others,  that  fat  females,  fair  and  forty, 
are  the  favored  friends  of  gallstones,  yet  there  is 
no  sex  nor  complexion  nor  type  of  body  build 
that  bestows  immunity.  One  may  take  it  for 
granted  that  a gallbladder  harboring  stones  is  a 
chronically  inflamed  gallbladder,  and  I have  al- 
ready discussed  that  very  serious  complication 
which  at  any  time  and  in  any  place  may  arise 
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in  such  a gallbladder,  namely,  acute  purulent  or 
gangrenous  cholecystitis.  But  the  patient  who 
has  gallbladder  stones  can  and  does  encounter 
complications  or  sequelae  more  serious  even  than 
this. 

Professor  Ivy  of  Northwestern  University  re- 
cently showed  us  some  very  interesting  facts  con- 
cerning digestion,  among  others,  what  happens  to 
the  gallbladder  on  the  ingestion  of  a fatty  meal 
— and  by  chance,  to  a gallbladder  containing 
stones.  Before  the  meal  the  picture  shows  them 
bunched  up,  making  a sort  of  sphere,  afterwards 
one  sees  them  scattered  and  some  in  the  ampulla. 
It  does  not  require  much  movement  or  manipu- 
lation to  cause  one  to  begin  a migration  from  the 
gallbladder. 

Such  a one  excites  considerable  reaction. 
There  is  pain,  cramp-like,  accompanied  with  a 
sensation  of  fullness  in  the  gallbladder  region  as 
though  something  were  going  to  burst,  there  is 
nausea,  may  be  vomiting,  and  the  pain  radiates 
around  the  rib  margin  to  the  right,  and  as  the 
stone  goes  deeper  and  impinges  on  the  wall  of 
the  common  duct,  then  the  pain  begins  to  be  felt 
in  the  back  “in  the  shoulder  blade.”  At  first 
there  is  no  fever.  This  is  a mechanical  obstruc- 
tion of  the  cystic  duct.  But,  as  said  before,  bac- 
teria are  always  present  and  now  with  the  local 
injury  of  the  lodged  stone  and  the  deranged  cir- 
culation in  the  distending  gallbladder — distend- 
ing because  it  is  pouring  out  mucus  which  can- 
not leave  it — these  bacteria  find  favorable  oppor- 
tunity for  development  and  fever  comes  later, 
perhaps  also  chills — in  other  words,  an  attack  of 
acute  purulent  cholecystitis  is  engrafted  on  acute 
obstruction  of  the  cystic  duct.  In  this  particular 
kind  of  acute  cholecystitis,  gangrene  and  per- 
foration are  more  frequent.  Their  seriousness 
has  been  considered.  The  muscle  of  the  am- 
pulla or  cystic  duct,  as  the  case  may  be,  may  con- 
tract with  such  force  as  to  cause  the  pain.  The 
stone  itself  may  be  of  such  a size  and  shape  as  to 
produce  pain  through  trauma,  but  the  distension 
of  the  viscus  behind  the  stone  and  the  contrac- 
tions of  the  viscus  are  quite  sufficient  to  produce 
most  severe  pain.  As  the  viscus  distends,  so  may 
the  part  of  it  which  lodges  the  stone,  and  then 
this  latter,  during  a sudden  change  of  position 
on  the  part  of  the  patient,  or  during  a vomiting 
spell,  rolls  back  into  the  wider  space  and  all  is 
well  for  a while  once  more.  Or  it  may  succeed 
in  passing  into  the  common  duct,  and  in  this 
way  also  a respite  may  be  gained. 

But  the  stone,  even  if  it  does  successfully 
navigate  the  cystic  duct,  may  fail  to  leave  the 
common  duct.  Yes,  fail  to  leave  it  and  fail 


to  cause  suspicion  of  its  presence  there — for  even 
years.  All  the  while,  however,  it  is  a foreign 
body,  it  harbors  bacteria  and  it  continues  to 
grow.  The  outflow  of  the  bile  may  be  interfered 
with  and  even  from  time  to  time  total  blockage 
of  the  common  duct  may  occur,  and  yet  the  pa- 
tient may  never  have  an  attack  of  jaundice.  On 
the  other  hand,  a stone  lodged  in  the  cystic  duct 
I have  seen  over  and  over  again  cause  jaundice — 
this  is  when  the  cystic  runs  alongside  the  hepatic 
for  some  distance  before  joining  it.  With  these 
repeated  temporary  blockings  and  dilatations  of 
the  common  duct,  eventually  the  duct  becomes 
infected  and  this  may  spread  to  the  bile  capil- 
laries. The  patient  develops  infectious  cholan- 
gitis and  this  is  extremely  serious  indeed. 

The  patient  with  a stone  in  the  common  duct 
soon  begins  to  have  loss  of  weight,  irregular  fev- 
ers, then  chills  and  sweats — even  though  he  has 
never  been  jaundiced.  These  patients  are  almost 
always  diagnosed  malaria,  but  a blood  picture 
would  reveal  the  pyogenic  nature  of  the  malady. 
Again,  they  sometimes  have  attacks  of  most  ex- 
cruciating pain,  usually  in  epigastrium  and  back, 
but  often  in  the  precordium  and  left  shoulder 
and  arm.  Coronary  thrombosis  and  angina  pec- 
toris are  diagnosed.  There  is  loss  of  weight  and 
increasing  digestive  disturbance  and  finally  in  an 
attack  or  after  one,  jaundice  occurs  and  the  mys- 
tery is  revealed. 

The  jaundiced  patient  is  never  a very  welcome 
case  in  any  surgical  clinic.  The  first  question  to 
answer  is  its  duration,  for  no  matter  what  the 
cause,  the  longer  it  lasts,  the  greater  the  surgical 
risk.  The  patient  whose  jaundice  is  due  to  a 
stone  blocking  the  common  duct  will  usually  give 
a history  that  makes  one  think  of  chronic  inflam- 
mation of  the  gallbladder,  and,  of  course,  most 
of  them  will  have  had  regular  attacks  of  gall- 
stone colic  without  jaundice.  But  it  is  the  ir- 
regular, atypical  one  which  gives  trouble  in  diag- 
nosis. Usually  the  patient  whose  jaundice  is 
due  to  a lodged  common  duct  stone  has  suffered 
pain  or  is  still  suffering  and  the  pain  is  felt  both 
in  the  epigastrium  and  in  the  middle  of  the  back. 
He  often  says  it  is  “deep  in.”  There  is  nausea, 
with  or  without  vomiting  or  flatulence.  The 
bowel  does  not  move  normally  and  when  it 
does,  the  stool  is  clay  colored  and  of  very  offen- 
sive odor.  But  there  are  patients  with  gallstone 
obstruction  of  the  common  duct  who  do  not  com- 
plain of  the  pain.  I believe  chills  and  fever  more 
often  precede  the  jaundice  in  these.  It  has  been 
said  that  painless  obstructive  jaundice  means  ob- 
struction due  to  outside  pressure  and  generally 
cancer  of  the  pancreas.  While  it  is  true  that 
such  form  is  usually  painless  it  is  also  true  that 
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it  is  not  so  likely  to  be  preceded  or  accompanied 
by  chills,  fever  and  infectious  blood  picture,  as 
is  stone  in  the  common  duct.  The  patient  with 
obstruction  due  to  stone  usually  has  a gallbladder 
that  cannot  be  palpated  but  this  is  not  always 
true,  occasionally  one  sees  one  with  painless 
jaundice  and  gallbladder  tumor  all  due  to  stone 
in  the  common  duct.  There  is  no  certain  way  of 
determining  in  any  doubtful  case  except  by  oper- 
ation. 

Here  the  Graham  test  is  not  only  of  no  value, 
but  may  do  positive  harm — we  do  not  use  it  in 
the  presence  of  jaundice. 

I stated  previously  that  the  mortality  of  oper- 
ations for  perforation  and  gangrene  ranged  from 
30%  to  50%  and  that  the  mortality  for  simple 
cholecystectomy  in  the  chronic  gallbladder  was 
under  2% — the  presence  or  absence  of  stones 
makes  no  difference.  But  I tell  you  now  that 
the  general  mortality  in  the  hospitals  of  this 
country  is  above  10%.  Why  is  it  so  high?  Well, 
the  jaundiced  case  is  the  poor  risk  and  operations 
on  stone  in  the  common  duct  raise  the  mortality 
—in  some  it  rises  to  25%.  The  jaundiced  patient 
has  a liver  not  functionating  normally,  poisoned 
kidneys  and  a poisoned  heart  muscle.  His  in- 
creased tendency  to  bleed  adds  to  the  danger  and 
it  happens  all  too  frequently  that  after  even  an 
excellently  planned  and  properly  carried  out  op- 
eration he  fails  to  recover.  We  have  achieved 
much  with  pre-  and  post-operative  glucose,  local 
and  spinal  anaesthesia,  care  and  skill  in  tech- 
nique, even  a two-stage  operation,  but  yet  the 
mortality  is  far  from  where  it  would  be  if  sur- 
gery came  sooner. 

And  now  let  me  dwell  a moment  on  the  most 
dreary  sequel  of  the  neglected  chronic  gallbladder 
inflammation — namely,  cancer.  It  is  not  true 
that  all  cancer  of  the  biliary  tract  is  due  to  gall- 
stones. but  I believe  that  all  cancers  there  are 
preceded  by  chronic  inflammation — often  stones 
are  not  found.  The  gallbladder  that  has  long 
been  the  abode  of  stone,  or  stones,  however,  is 
the  part  of  the  biliary  tract  most  often  involved 
— the  gallbladder  fundus,  the  ampulla  and  the 
cystic  duct,  and,  perhaps,  in  that  order  of  fre- 
quency are  the  sites  of  origin,  but  cancer  also 
begins  in  the  very  hilus  of  the  liver  in  any  one 
of  the  hepatic  ducts.  A history  of  gallstone 
colic  or  of  jaundice  is  not  always  present  but 
usually  careful  questioning  reveals  that  there  has 
been  that  peculiar  “indigestion  story”  we  referred 
to  under  chronic  gallbladder  inflammation.  And 
with  cancer,  whether  in  the  papilla,  the  hepatic 
or  the  cystic  ducts,  soon  after  the  onset  of  ob- 
struction to  the  outflow  through  the  normal  chan- 


nel, there  is  certain  to  be  an  exacerbation  of  the 
infection  and  the  symptoms  and  the  patient  will 
seek  relief  if  he  has  not  already  done  so.  If 
the  carcinoma  begins  in  the  fundus,  obstruc- 
tion of  any  duct  will  not  occur  until  the  can- 
cer has  made  considerable  progress  and  the 
liver  is  invaded  by  direct  continuity.  The  palpa- 
ble tumor,  hard  and  firm  but  also  tender,  may  be 
the  only  physical  sign  and  no  special  symptoms 
have  arisen.  It  is  thus  very  late  in  the  disease 
when  the  patient  presents  himself.  With  regard 
to  cancer  situated  where  it  can  cause  obstruction, 
the  case  is  different.  Discomfort,  increasing 
pain,  nausea  and  gallbladder  tumor  with  chills 
and  fever — but  without  the  recurrences  and  re- 
missions found  with  simple  stone — are  the  rule, 
and  when  the  common  duct  is  obstructed,  then 
jaundice  as  well,  with  the  other  signs  of  obstruc- 
tion. 

So  it  will  be  seen  that  as  one  stands  at  the 
bedside  it  is  often  quite  impossible  for  anyone 
to  say  that  the  case  is  nothing  more  than 
simple  cholecystitis,  or  calculous  cholecystitis  or 
stone  in  the  common  duct,  since  cancer  gives  no 
special  sign  of  its  own,  even  when  it  is  well  ad- 
vanced. And  I believe  no  known  surgeon  will 
deny  this  when  I state  that  for  the  cancer  of 
the  gallbladder  that  has  invaded  the  liver,  that  of 
the  ampulla  or  cystic  or  hepatic  ducts  which  has 
caused  obstruction,  surgery  so  far  has  dismally 
failed  to  accomplish  anything  beyond  very  slight 
palliation — and  that  only  in  the  last  (cancer  of 
the  papilla  of  vater)  by  detouring  the  bile 
through  the  gallbladder  to  stomach  or  duodenum. 

Because  I am  aware  of  the  fact  that  most  of 
you  are  physicians  engaged  in  general  practice,  I 
refrain  from  discussion  of  the  details  of  operat- 
ing technique.  Yet  there  are  questions  relating 
to  this  which  I must  briefly  touch  upon. 

There  may  be  some  difference  of  opinion  as 
to  when  the  acute  gallbladder  should  be  operated 
upon.  For  many  years  there  was  much  discussion 
as  to  when  to  operate  for  acute  appendicitis. 
We  have  gone  through — or  are  going  through — 
such  a battle  with  regard  to  the  acute  gallbladder. 
Perhaps  it  is  too  soon  to  be  dogmatic,  but  as  for 
my  own  opinion,  I believe  that  the  immediate  op- 
eration, once  the  diagnosis  of  acute  cholecystitis 
has  been  made,  will  very  materially  lower  the 
general  mortality  rate,  shorten  the  number  of 
hospital  days,  diminish  the  frequency  of  biliary 
fistula,  leave  fewer  cases  of  common  duct  stone. 
I do  not  mean  by  this  that  the  case  should  be 
“carefully  watched”  for  a few  days  in  order  to 
see  what’s  going  to  happen,  but  an  operation — 
and  cholecystectomy — performed  as  soon  as  pos- 
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sible  after  the  diagnosis  has  been  made.  The 
more  fulminant  the  onset,  the  greater  the  need 
for  haste. 

But  many  of  the  acute  cases  do  not  come  until 
several  days  have  passed.  In  such  cases,  pro- 
vided there  is  an  improvement,  the  case  may  be 
carried  along  until  the  acute  process  subsides,  but 
if  getting  worse  the  operation  should  be  done  at 
once. 

What  operation  to  do  depends  greatly  on  who 
is  doing  it.  One  can  do  a cholecystectomy,  an- 
other will  do  better  to  drain  only. 

The  surgery  of  the  common  duct  case  is  far 
more  dangerous  than  that  of  the  gallbladder 
when  a lodged  stone  has  caused  jaundice.  It  is 
well  to  remember  that  any  operation  for  the  re- 
lief of  obstructive  jaundice  which  fails  to  re- 
lieve the  obstruction  is  likely  soon  to  be  followed 
by  a funeral.  All  surgeons  know  of  the  liability 
of  the  jaundiced  to  capillary  bleeding  after  oper- 
ation, but  you  may  be  sure  that  this  is  not  the 
only  cause  of  death  after  operation  for  the  relief 
of  common  duct  obstruction.  Many  of  these  pa- 
tients have  an  infectious  cholangitis  and  all  of 
them  have  liver  damage ; the  cholangitis  cases 
having  the  most  liver  damage.  The  sudden 
release  of  the  intrahepatic  tension  if  the  ob- 
struction is  relieved,  is  followed  by  more  or 
less  edema  in  the  liver,  water  intercellular  and 
intracellular  so  that  the  cell  function  is  still  fur- 
ther interfered  with  and  many  die  within  a few 
days  with  symptoms  not  unlike  those  of-  uremia, 
while  a water-like  bile  is  coming  from  a well 
placed  tube  within  the  common  duct.  Therefore, 
a high  mortality  accompanies  the  operation  for 
the  relief  of  obstruction  of  the  common  duct — 
but  only  when  the  obstruction  is  accompanied 
by  liver  damage.  Hence,  in  stone  in  the  com- 
mon duct,  just  as  with  chronic  or  acute  chole- 
cystitis with  or  without  stone,  early  operation  is 
the  best  means  of  lowering  the  mortality. 

Pre-operatively,  much  may  be  done  to  lower 
the  mortality.  The  uncomplicated  case  does  riot 
need  any  special  pre-operative  consideration,  but 
he  does  need  such  an  examination  and  prepara- 
tion as  all  major  cases  do.  For  those  coming 
with  complications  and  those  very  seriously  ill, 
the  case  is  different.  We  have  for  long  followed 
the  practice  of  giving  candy  or  ordinary  sugar 
with  plenty  of  alkaline  water  the  day  or  two 
before,  by  mouth  if  they  can  take  it,  intravenous 
glucose  if  they  can’t;  a blood  transfusion  when, 
as  and  if  indicated  the  day  before  and  one  on 
the  table  if  need  be,  in  addition.  We  insure  a 
full  night’s  sleep  the  night  before  with  pantopon 


and  we  give  hvoscine  and  morphine  one  hour  be- 
fore the  operation. 

The  question  of  anaesthetic  to  be  used  is  one 
of  which  your  opinion  may  be  asked.  What  to 
use,  like  what  operation  to  do,  also  depends  on 
who  is  using  it.  For  the  uncomplicated,  early 
operation,  as  above  commended  so  strongly,  it 
does  not  make  much  difference.  For  the  very 
ill  patient  with  liver  damage,  faulty  renal  func- 
tion, decompensated  heart  or  pulmonary  disease, 
local  anaesthesia  with  % novocain  in  light 
twilight  sleep  is  most  satisfactory.  My  personal 
preference  is  for  spinal  instead  of  general  anaes- 
thesia in  the  ordinary.  Sometimes  it  fails  to 
anaesthetize  and  then  I ask  for  “ether  on  the  open 
mask.”  This  after  about  twenty-five  years  of 
experience  with  “machine  gassing.” 

Only  the  complicated  (late)  cases  have  postop- 
erative complications,  so  again  “all  should  be  op- 
erated early.”  Of  these,  pneumonia  is  “the  cap- 
tain of  the  men  of  death,”  with  peritonitis  a 
close  second.  Liver  shock  and  liver  insufficiency 
with  bleeding  are  responsible  for  the  most  of  the 
remaining  deaths. 

Pneumonia  is  less  frequent  after  the  properly 
administered  anaesthetic  and  less  after  local  and 
spinal  anaesthesia.  If  it  is  thought  of  and  com- 
batted with  frequent  change  of  position  before 
it  occurs,  it  will  not  be  so  frequent. 

Peritonitis  has  disappeared  entirely  since  we 
learned  that  the  first  hours  are  the  important 
hours  for  drainage  from  the  peritoneum  and  since 
we  have  learned  to  have  our  drains  exit  in  such 
a place,  or  place  our  postoperated  case  in  such  a 
position  that  the  draining  fluid  flows  down  hill 
— let  gravity  aid  the  drainage  for  the  first  twelve 
or  twenty-four  hours  and  there  will  be  no 
deaths  from  peritonitis. 

Liver  shock  was  the  name  given  by  Gordon 
Heyd  to  a postoperative  condition  sometimes  seen 
after  operations  on  the  serious  or  complicated 
cases.  It  is  more  common  after  operations  which 
require  drainage  of  the  common  duct.  It  usually 
comes  on  within  twenty-four  hours  and  is  charac- 
terized by  a rising  pulse  and  temperature  and  a 
falling  blood  pressure  with  diminution  of  urinary 
output,  and  going  on  to  somnolence,  coma  and 
death.  The  administration  of  glucose  intraven- 
ously in  large  amounts  and  the  close  attention  to 
the  temperature,  registering  only  the  axillary, 
vaginal  or  rectal  temperature,  and  beginning  the 
cold  water  therapy  early,  have  done  much  to  les- 
sen its  incidence.  The  rising  white  count  and 
the  air  hunger  and  restlessness  in  concealed  hem- 
orrhage and  the  infrequency  of  high  temperature 
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with  that  condition,  help  to  distinguish  it  from 
liver  shock,  but  this  is  not  always  possible  to  do. 

We  can  do  something  to  lessen  the  danger  of 
bleeding  in  the  jaundiced.  We  have  learned  that 
not  all  jaundiced  patients  bleed  to  death  when 
operated  on.  We  have  learned  something  about 
clotting  time  and  bleeding  time  and  what  to  do 
to  shorten  these  when  they  are  pathologic.  We 
have  also  learned  that  there  are  many  who  bleed 
with  total  disrgard  of  both  their  clotting  times 
and  their  bleeding  times ; in  other  words,  these 
do  not  always  indicate  the  bleeder  or  the  one  who 
will  ooze  from  his  capillaries.  I do  not  believe 
that  there  is  anything  that  does  so  much  good  for 
the  prevention  of  capillary  oozing  as  the  intraven- 
ous administration  of  blood.  The  effect  of  the 
blood  so  given,  however,  often  wears  off  within 
twenty-four  hours.  For  a time  in  a certain  case 
it  seems  to  work  but  in  spite  of  repeated  trans- 
fusions some  patients  have  died.  It  has  been  said 
that  if  there  is  a tendency  to  bleed,  the  tendency 
will  cease  to  exist  as  soon  as  bile  begins  to  drain. 
This  is  not  entirely  true.  There  are  patients  who 
continue  to  bleed  after  drainage  has  been  estab- 
lished but  it  must  be  remarked  that  the  drainage 
may  not  be  good  bile,  but  a thin,  watery-looking 


substance  that  has  not  all  the  elements  of  bile  in 
their  proper  proportions.  The  oozing  patient  who 
finally  dies  eventually  takes  on  the  clinical  picture 
of  the  uremic,  becomes  drowsy  and  then  coma- 
tose. 

The  only  other  kind  of  bleeding  that  matters, 
is  the  bleeding  that  comes  when  sloughs  begin  to 
separate.  That  is  secondary  hemorrhage.  I do 
not  need  to  talk  about  the  bleeding  that  follows 
ligature  slipping,  etc.  (intermediate  bleeding). 
That  is  no  more  common  after  these  operations 
than  after  others.  The  patient  who  is  jaundiced 
or  who  has  recently  been  jaundiced,  it  seems  to 
me,  is  more  likely  to  bleed  after  some  days.  This, 
following  slough  separation,  may  terminate  very 
seriously.  Secondary  hemorrhage  is  always  a 
very  disagreeable  condition  to  cope  with,  but  my 
opinion  is  that  the  source  of  the  bleeding  must  be 
immediately  determined,  for  only  then  can  one 
apply  scientific  measures  for  its  control.  But 
bleeding  after  operation  fortunately  does  not  oc- 
cur very  often.  Perhaps  the  administration  of 
the  glucose,  both  pre-  and  post-operatively,  has 
been  a factor  in  lessening  it,  but  it  still  occurs  in 
some  cases,  and  when  it  does,  it  usually  ter- 
• minates  in  death. 
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“Fair,  fat  and  forty  and  belches  gas”  used  to 
be  an  easy  and  convenient  formula  for  the  diag- 
nosis and  disease  of  the  gallbladder.  More  re- 
cently, however,  researchers  have  pointed  out  the 
complex  functions  of  the  biliary  system,  and 
there  has  been  added  such  an  imposing  array  of 
“tests''  that  the  clinician  is  now  awed  if  not  ac- 
tually confused.  I have  listened  to  formal  ad- 
dresses and  informal  clinics  at  various,  national 
meetings  in  the  past  few  years  and  they  have 
left  me  rather  perplexed  as  to  what  really  was 
the  correct  teaching  to  follow. 

Certainly  the  attitude  toward  cholecystic  dis- 
ease has  been  shifting  from  the  purely  anatomico- 
surgical  viewpoint  to  a biochemical  one.  Early 
teachings  emphasized  the  serious  complications 
attending  cholecystic  disease  of  long-standing, 
and  after  battling  against  such  heavy  odds  it  was 
only  logical  that  older  surgeons  urged  treatment 
before  things  had  got  into  such  a mess.  One 
must  realize  that  it  is  scarcely  fifty  years  since 
it  was  first  thought  possible  to  operate  on  the 
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gallbladder  with  any  degree  of  safety.  In  the 
past  ten  years  physiologic  and  biochemical  in- 
vestigations have  stimulated  a study  of  the 
problem  from  another  angle,  but  with  the  unfor- 
tunate tendency  to  relegate  to  the  background 
many  of  the  sound  clinical  recommendations  that 
came  from  the  early  and  difficult  experiences  of 
surgeons. 

Now  the  plea  is  beginning  to  be  heeded  that 
more  attention  be  paid  to  the  patient’s  com- 
plaints, instead  of  relying  so  largely  on  the  roent- 
genologic and  laboratory  findings.  The  intense 
controversy  as  to  the  proper  technic  for  making 
cholecystograms  has  been  fairly  well  settled,  with 
the  final  comment  by  the  roentgenologist  that  he 
merely  reports  what  he  observes  and  does  not 
make  a diagnosis  or  prescribe  treatment.  Argu- 
ment as  to  the  merits  of  duodenal  intubation  for 
diagnostic  and  therapeutic  purposes  is  still  active, 
but  it  is  my  impression  that  there  is  less  enthusi- 
asm for  it  as  a diagnostic  procedure  and  that  its 
application  therapeutically  would  seem  to  be  lim- 
ited. It  is  not  without  interest  that  a number 
of  men  have  commented  to  me  that  they  doubted 
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the  value  of  this  form  of  treatment  but  used  it 
because  some  of  their  patients  insisted  on  it.  By 
no  means  is  this  an  attempt  to  deny  the  definite 
improvement  that  some  patients  obtain  from  the 
procedure,  with  the  associated  intraduodenal  ad- 
ministration of  magnesium  sulphate  solution.  In 
such  cases  there  is  no  surgeon  who  would  not  be 
willing  to  have  the  method  tried  rather  than  add 
another  probable  candidate  to  the  list  of  those 
with  ‘‘persistent  symptoms  after  cholecystecto- 
my.” 

These  observations  are  of  interest  because  they 
point  out  that  the  present  clinical  attitude  toward 
disease  of  the  gallbladder  has  become  broader, 
just  as  it  was  decided  some  years  ago  that  peptic 
ulcer  was  considerably  more  than  a surgical  prob- 
lem. Diverticulitis  of  the  sigmoid  and  chronic 
ulcerative  colitis  likewise  are  not  now  considered 
as  surgical  conditions  unless  there  are  complica- 
tions. It  seems  reasonable  to  hope,  therefore, 
that  cholecystic  disease  also  will  be  considered  as 
surgical  only  when  complications  are  present. 

Cholecystic  disease  is  probably  the  most  fre- 
quent disease  of  the  gastrointestinal  tract,  ex- 
cluding purely  functional  disturbances  and  con- 
stipation. Rehfuss  quoted  Mentzer  and  Crump’s 
series  of  1,612  cases  in  which,  at  necropsy,  disease 
of  the  gallbladder  was  found  in  more  than  60 
per  cent  of  the  cases.  From  this  it  would  seem 
as  if  one  has  to  deal  with  a disease  that  involves 
probably  half  the  adult  population.  It  is  peculiar 
that  cholecystic  disease  is  a disease  of  the  more 
civilized  countries  and  occurs  only  infrequently  in 
agricultural  countries  such  as  Japan,  Korea,  Rus- 
sia. and  the  Congo.  It  is  not  yet  known  why 
women  are  more  subject  to  it  than  men;  the 
theory  as  to  its  possible  relationship  to  a disturb- 
ance of  metabolism,  especially  a cholesterol  dys- 
function, during  pregnancy,  seems  to  have  been 
shown  to  be  untenable.  The  theory  that  it  is  re- 
lated to  heart  disease  or  to  diabetes  is  likewise 
not  borne  out  by  careful  biometric  studies. 
Whether  it  may  be  a focus  in  cases  of  chronic 
arthritis  has  been  a question.  At  a recent  clinic 
given  by  Sladen,  at  a meeting  of  the  American 
College  of  Physicians,  he  presented  some  con- 
vincing individual  reports  of  cases.  Likewise, 
Judd  and  Hench  reported  fifty-nine  cases  of  com- 
bined arthritis  and  cholecystitis ; in  sixteen  cases 
great  improvement  was  noted  in  the  arthritis  fol- 
lowing cholecystectomy.  It  seems  scarcely  justi- 
fiable to  remove  the  gallbladder  purely  as  a “blind 
focus” ; however,  if  there  are  definite  clinical 
symptoms  of  cholecystitis  its  removal  may  bene- 
fit the  arthritis. 

The  etiology  of  cholecystic  disease  continues  to 


be  a fertile  field  for  discussion.  The  idea  that 
it  is  caused  by  some  infectious  agent  has  seemed 
the  most  logical  explanation  to  many,  although 
careful  bacteriologic  studies  in  2,162  cases  (re- 
viewed by  Rehfuss)  revealed  positive  cultures 
from  the  wall  of  the  gallbladder  in  only  45  per 
cent  of  the  cases  and  from  the  contents  of  the 
gallbladder  in  only  29  per  cent.  Even  in  1,340 
cases  of  acute  cholecystitis  collected  by  Andrews 
the  incidence  of  positive  cultures  was  only  63.4 
per  cent.  Andrews  suggested  that  a chemical 
factor  was  etiologically  responsible.  In  experi- 
mental studies  on  animals  he  produced  profound 
cholecystitis  by  injection  of  bile  salts.  Certain  it 
is,  however,  that  these  factors  are  not  solely  re- 
sponsible, and  that  the  patient’s  “soil”  is  an  im- 
portant factor  also. 

The  mechanism  by  which  cholecystic  disease 
produces  a pain  helps  to  explain  many  of  the 
clinical  symptoms.  Zollinger,  at  the  last  meeting 
of  the  American  Medical  Association,  reviewed 
the  older  theory  advocated  by  Mackenzie  and  the 
later  studies  of  Morley,  Ivy,  and  others.  He 
himself  added  excellent  experimental  data.  It 
seems  to  be  definitely  established  that  there  is 
such  a thing  as  true  visceral  pain  as  a result  of 
overdistention  of  the  gallbladder  and  ducts,  pain 
being  brought  about  by  abnormal  tension  in  the 
endings  of  afferent  sympathetic  nerves.  Ivy  and 
Sandblom,  in  the  cases  of  animals,  and  Ogilvie 
and  Zollinger,  with  human  subjects,  were  able  to 
demonstrate  that  distention  of  the  gallbladder 
produces  epigastric  distress,  salivation,  and  res- 
piratory difficulties  but  no  localized  or  referred 
pain.  Distention  of  the  cystic  or  common  duct 
would  usually  produce  vomiting  as  well  as  the 
other  symptoms  just  mentioned.  If  the  parietal 
peritoneum  was  irritated  there  would  be  evidence 
of  referred  pain  in  the  usual  sites  of  reference. 
These  observations  seem  to  explain  the  different 
subjective  manifestations  of  disease  in  the  gall- 
bladder and  ducts ; they  also  suggest  that  the 
symptom  of  respiratory  distress,  especially  in  the 
inspiratory  phase,  as  strongly  suggestive  of  dis- 
ease in  the  gallbladder,  and  the  symptom  of  in- 
voluntary vomiting  as  strongly  suggestive  of 
stone  in  the  cystic  or  common  ducts,  seem  to  have 
been  overlooked  or  minimized. 

Another  advance  in  the  knowledge  of  chole- 
cystic disease  is  the  isolation  from  the  walls  of 
the  duodenum  of  the  hormone,  cholecystokinin, 
which  produces  evacuation  of  the  gallbladder. 
Secretion  of  this  hormone  is  best  stimulated  by 
egg  yolk  and  cream,  next  by  protein,  and  least  by 
carbohydrates.  Their  studies  of  this  hormone  led 
Ivy  and  Sandblom  to  a probable  explanation  of 
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pain  in  the  biliary  tract  in  the  absence  of  stones 
or  inflammation.  In  experimental  studies  on 
dogs  they  had  demonstrated  that  the  sphincter  of 
the  common  duct  could  contract  with  sufficient 
force  to  prevent  evacuation  of  the  gallbladder ; 
they  found  that  the  gallbladder  contracted  with 
maximal  force  at  a bile  pressure  of  30  cm.,  where- 
as the  sphincter  might  exert  resistance  up  to  a 
pressure  of  80  cm.  Next,  while  engaged  in  col- 
lecting samples  of  duodenal  content  from  patients 
by  means  of  the  duodenal  tube,  they  encountered 
a case  in  which  the  normal  flow  of  bile  suddenly 
ceased;  following  injection  of  secretin  and  chole- 
cystokinin  together,  there  was  a heavy  flow  of 
pancreatic  juice  but  no  bile.  This  was  accom- 
panied by  increasingly  severe  pain  in  the  region 
of  the  gallbladder,  projected  to  the  back.  Intro- 
duction into  the  duodenal  tube  of  magnesium  sul- 
phate solution  resulted  in  a free  flow  of  bile  and 
cessation  of  pain.  They  were  unable  to  show 
why  this  occurred,  but  the  evidence  as  to  how  it 
occurred  offers  an  excellent  explanation  of  the 
repeated  reports  by  surgeons  of  cases  in  which 
the  removal  of  an  apparently  normal  gallbladder 
did  not  prevent  further  colics.  This  motility 
phenomenon  is  known  as  “biliary  dyskinesia.” 

Most  medical  men  agree  that  an  attack  of 
acute  cholecystitis  is  sufficient  to  advise  opera- 
tion. Often  there  may  be  antecedent  rumblings 
in  the  nature  of  minor  attacks  of  indigestion ; 
these  are  attributed  to  “something  I must  have 
eaten”  until  they  finally  culminate  in  an  acute 
attack.  Judd  and  Phillips  reviewed  508  cases 
of  acute  cholecystitis,  in  95  per  cent  of  which 
stones  were  present.  Likewise,  they  and  many 
other  surgeons  have  noted  the  inconstancy  of 
any  relationship  between  the  severity  of  clinical 
signs  and  the  pathologic  findings  at  operation. 
It  is  well  to  remember  that  jaundice  may  accom- 
pany an  acute  attack,  yet  in  27  per  cent  of  the 
cases  it  is  not  caused  by  stone  in  the  common 
duct(7) ; the  reverse  is  also  true,  that  13  per  cent 
of  patients  with  stone  in  the  common  duct  do  not 
have  jaundice(6).  In  the  normal  course  of  events 
an  acute  attack  of  cholecystitis  subsides,  but 
when  symptoms  persist,  it  means  abscess,  peri- 
tonitis, fistula,  or  pyelophlebitis.  For  this  rea- 
son there  has  been  the  argument  whether  to 
operate  early  or  late ; however,  I defer  that  ques- 
tion to  the  surgical  side.  In  either  event,  early 
or  delayed,  there  seems  little  question,  aside  from 
systemic  contraindications,  but  that  the  ultimate- 
ly wisest  treatment  of  acute  cholecystitis  is  sur- 
gical. Frequently  later  complications  occur,  such 
as  hepatitis  or  cholangeitis,  which  warn  one  not 
to  fail  to  insist  on  operation. 

As  one  turns  to  the  question  of  chronic  chole- 


cystitis, one  reaches  a point  where  argument  is 
most  intense.  There  is  the  violent  extreme  of 
“all  gallbladder  disease  is  surgical,”  and  the  other 
of  “well,  its  got  to  be  bad  before  I’d  be  operat- 
ed.” The  arguments  as  to  the  “silent”  or  “inno- 
cent” stone,  the  existence  of  which  such  eminent 
surgeons  as  Moynihan  and  W.  J.  Mayo  denounce 
as  a myth,  have  counter-arguments.  As  usual  it 
would  seem  possible  to  pick  a middle  ground, 
realizing  that  over-emphasis  on  certain  phases 
by  the  earlier  clinicians  has  been  essential  in  or- 
der to  awaken  intelligent  interest  in  a disease 
which  figures  would  indicate  attacks  half  the 
adult  population. 

It  seems  to  me  that  there  have  been  two  chief 
reasons  for  discussion  as  to  the  merits  of  surgical 
treatment  of  chronic  cholecystitis:  (1)  the  fact 
that  too  hasty  diagnoses  have  been  made  and 
operations  have  freqently  been  carried  out  with- 
out realizing  that  the  advice  regarding  chole- 
cystitis expressed  by  a Moynihan  or  a W.  J. 
Mayo  was  based  on  years  of  careful  study,  as 
applied  not  to  “cases”  but  to  “individual  pa- 
tients,” and  (2)  the  fact  that  recent  refinements 
of  diagnosis  have  made  possible  the  identifica- 
tion of  many  hitherto  unrecognized  cases  of  early 
cholecystic  disease  in  some  of  whom  surgery  is 
really  not  indicated. 

T.  R.  Brown  tersely  asks  two  questions:  (1) 
“Has  the  patient  gallbladder  trouble,  and  if  so, 
what  is  its  nature  and  severity?”  and  (2)  “With 
gallbladder  disease  certain  or  probable,  what  is 
its  proper  treatment?”  Naturally  the  query  as  to 
diagnosis  must  first  be  settled.  As  with  most 
gastro-intestinal  diseases,  the  history  is  most  im- 
portant and  alone  is  probably  diagnostic  in  85  to 
90  per  cent  of  cases.  A fairly  definite  history 
is  characterized  by  attacks  of  pain  or  biliary  colic 
with  which  is  usually  associated  a syndrome  of 
upper  abdominal  fullness,  oppression  in  the  epi- 
gastrium, vague  nausea,  and  flatulence.  While 
the  pain  usually  originates  in  the  upper  right 
quadrant  of  the  abdomen  or  in  the  epigastrium,  it 
may  begin  in  the  back  and  be  projected  anteriorly, 
or  it  may  be  localized  in  the  upper  left  quadrant 
of  the  abdomen.  Patients  frequently  note  that 
jolting  or  pressure  on  the  back  from  a long  auto- 
mobile ride  causes  pain. 

There  is  a small  but  interesting  group  of  cases 
in  which  reflex  intestinal  symptoms  from  gall- 
stone colic  have  been  mistaken  for  intestinal  ob- 
struction (3L  This  type  is  characterized  by  the 
sudden  onset  of  severe  upper  abdominal  pain  and 
abdominal  distention  without  passage  of  gas  and 
with  no  relief  from  repeated  enemas.  While  the 
pain  is  usually  intense,  there  is  not  the  picture 
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of  anxiety  or  prostration  that  is  present  in  cases 
of  acute  intestinal  obstruction,  nor  is  there  heard 
the  rolling-  of  g-as  through  the  intestines.  This 
pain  and  distention  may  last  for  from  one  to  five 
days  without  any  of  the  objective  changes  that 
one  would  expect  to  be  brought  about  by  me- 
chanical obstruction  being  present.  Finally,  as 
the  patients  say,  “the  bowels  relax”  and  material 
passes  through.  The  abrupt  onset  and  the  situa- 
tion of  the  pain  in  the  upper  part  of  the  abdomen 
are  quite  typical  of  biliary  colic ; the  distention 
and  failure  of  the  bowels  to  act  would  seem  to 
be  a reflex  action  through  the  sympathetic  nerv- 
ous system,  with  resultant  ileus. 

In  cases  of  biliary  colic,  whether  gallstones 
are  present  or  not,  cholecystectomy  results  in  a 
high  percentage  of  cures.  In  the  presence  of  a 
definite  history  it  is  wise  not  to  delay  operation 
(which  should  be  performed  unless  there  is  some 
unrelated  contraindication),  for  delay  increases 
the  probable  damage  to  the  biliary  tract.  In  cases 
of  cholecystic  disease  in  which  colic  is  not  pres- 
ent, operation  often  results  unfavorably.  These 
patients  suffer  no  actual  attacks  of  pain,  al- 
though colic  may  occur  following  cholecystecto- 
my and  the  dyspepsia,  headache,  and  constipation 
may  all  continue  even  worse  than  before  opera- 
tion. The  history  is  usually  one  of  constipation, 
less  often  diarrhea — and  migraine,  flatulence,  in- 
tolerance to  animal  fats  and  to  various  fruits  and 
vegetables.  The  patients  are  nervous  and  high- 
strung.  The  cholecystogram  may  be  reported  as 
showing  a poorly  functioning  gallbladder,  or 
stones  may  be  visualized ; with  this  combination 
one  cannot  promise  in  advance  that  improve- 
ment of  symptoms  will  result,  and  in  fact,  as  has 
been  said,  they  may  even  be  worse.  In  1913 
W.  J.  Mayo  observed  that : “the  milder  degrees 
of  cholecystitis,  when  subjected  to  operation,  will 
not  present  a high  percentage  of  cure,  and  . . . . 
should  usually  be  considered  as  medical  rather 
than  surgical  problems.” 

Next  is  the  debatable  question  as  to  what  to 
do  when  stones  have  been  visualized  but  there 
is  no  history  of  pain  or  colic.  I realize  the  diffi- 
cult and  even  tragic  complications  that  may  en- 
sue from  invasion  of  the  common  duct  by  hither- 
to “silent”  stones,  yet  I wonder  if  the  risk  of 
this  is  not  less  than  of  the  complications  that 
follow  cholecystectomy  in  a number  of  such 
cases.  Until  the  patient  has  fairly  definite  evi- 
dence of  localized  pain,  or  a “respectable”  colic, 
I prefer  to  delay  in  advising  operation.  The  vis- 
ualization of  multiple  stones,  particularly  if  small, 
may  influence  the  surgeon  to  advise  operation  on 
the  probability  that  such  stones  may  pass  into  the 


common  duct.  The  larger,  single  stone  does  not 
seem  to  offer  him  quite  so  much  concern. 

These  comments  on  the  conservative  manage- 
ment of  cholecystitis  without  colic  must  be  viewed 
solely  from  the  point  of  view  that  pain  is  absent. 
When  pain  enters  the  picture,  then  it  is  time  to 
reconsider,  and  I realize  that  surgeons  can  point 
to  some  cases  in  which  conservative  treatment 
was  employed  and  the  condition  culminated  in 
an  acute  attack  with  jaundice  and  hepatic  dam- 
age. It  cannot  be  stressed  too  often  that  one 
must  weigh  each  case  on  its  individual  merits. 
No  diets,  no  tests,  no  anything  can  be  arbitrarily 
set  which  will  decide  the  issue  in  the  individual 
case.  How  often  is  cholecystic  disease  found  to 
be  the  explanation  of  gastro-intestinal  hemor- 
hage?  It  must  be  very  rare.  How  often  has 
cholecystectomy  proved  helpful  in  correcting  an 
indeterminate  type  of  diarrhea?  It  occasionally 
may  be  a reflex  or  indirect  cause  of  diarrhea  but 
I think  one  should  adopt  the  same  principle  as 
applied  to  patients  with  co-existent  arthritis  and 
cholecystitis. 

There  are  a few  points  relative  to  roentgeno- 
logic examinations  and  laboratory  data  which 
bear  reemphasis.  Kirklin  has  amply  demonstrat- 
ed that  the  oral  administration  of  the  dye  for 
roentgenologic  study  is  very  satisfactory.  There 
are  several  possible  sources  of  error:  If  the  pa- 
tient vomits  the  dye,  if  there  is  much  gas  in  the 
bowels,  or  if  fat  is  eaten  at  the  evening  meal — 
any  of  these  may  make  for  an  error  in  interpre- 
tation. One  cannot  be  guided  by  any  standard 
size  or  density  of  the  shadow  and,  unless  the 
shadow  is  very  faint  in  all  films,  the  response  to 
administration  of  the  dye  should  be  considered 
normal.  The  roentgenologist  reports  on  the  abil- 
ity of  the  gallbladder  to  receive,  concentrate,  and 
expel  the  dye,  and  he  notes  the  presence  of  shad- 
ows which  may  be  stones.  When  the  procedure 
is  followed,  cholecystography  yields  the  correct 
diagnosis  in  95  per  cent  of  cases  in  which  the 
gallbladder  is  reported  to  be  non-functioning  or 
poorly  functioning,  with  or  without  stones.  While 
stones  are  visualized  in  70  per  cent  of  cases  of 
cholecystic  disease,  the  combined  data  as  to  func- 
tion and  stone  make  for  a correct  diagnosis  of 
diseased  gallbladder  in  95  per  cent  of  cases.  The 
roentgenologic  diagnosis  of  “normally  function- 
ing gallbladder  with  stones”  is  correct  in  99  per 
cent  of  cases,  but  if  stones  are  not  visualized, 
there  is  likely  to  be  an  error  of  10  per  cent  as  to 
actual  presence  of  stones. 

Special  laboratory  studies,  in  the  absence  of 
jaundice,  are  ordinarily  of  little  value.  There  are 
certain  skilled  clinicians  who  continue  to  hold 
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that  microscopic  examination  of  the  material  ob- 
tained by  duodenal  intubation  is  of  much  diag- 
nostic value.  They  search  for  pus,  certain  epithe- 
lial cells,  and  calcium  bilirubinate  crystals.  This 
procedure  involves  more  or  less  technical  diffi- 
culties as  well  as  accurate  microscopic  interpreta- 
tion, which  make  it  a method  not  suitable  for 
general  use.  The  problem  of  jaundice,  and  its 
causes  and  effects,  is  beyond  the  scope  of  this 
paper.  Suffice  it  to  say  that  the  complication  of 
jaundice  is  always  a serious  problem  and  the 
realization  of  this  makes  one  appreciate  why  the 
surgeon  would  much  rather  have  his  inning  early 
rather  than  be  called  in  late  to  assume  responsi- 
bility. 

What  suggestions  should  one  give  to  patients 
whose  condition  is  not  considered  surgical?  It  is 
assumed  that  careful  examination  has  been  made, 
including  roentgenologic  studies  of  the  gastro- 
intestinal tract,  and  often  also,  electrocardiogra- 
phic studies.  First,  one  must  regulate  the  pa- 
tient's eating  habits,  which  implies  not  a set  diet 
but  stresses  the  following  points:  (1)  the  avoid- 
ance of  rich,  heavy,  highly  seasoned  foods,  (2) 
the  avoidance  of  overeating,  the  smallest  meal 
being  taken  in  the  evening  and  the  midnight 
“snack"  being  forbidden,  and  (3)  the  avoidance 
of  known  offending  foods.  As  in  diets  for  all 
gastro-intestinal  conditions,  individual  planning, 
which  embodies  a basic  diet  of  essential  foods, 
takes  time  but  seems  so  much  wiser  than  simply 
passing  out  a printed  slip  marked  “Gallbladder 
Diet."  The  diet  should  include  cream  and  butter 
with  the  idea  that  it  stimulates  cholecystokinin, 
thus  evacuating  the  gallbladder.  For  the  same 
reason  a tablespoonful  of  olive  oil  before  meals 
is  worth  a trial.  The  old  idea  of  taking  a glass- 
ful of  warm  water  before  meals  as  a method  of 
"starting  things”  is  helpful.  Attention  to  regular 
bowel  movements  is  most  important,  and  small 
doses  of  a saline  laxative  one  to  three  times  daily 
may  be  required.  No  doubt  much  of  the  virtue 
of  the  waters  at  the  European  spas  is  attributa- 
ble to  their  mild  laxative  action.  If  extra  bulk 
in  the  diet  seems  necessary,  plain  agar  is  to  be 
preferred.  “Cleaning  up”  of  oral  foci  may  not 
have  a direct  influence  on  possible  cholecystic 
disease,  but  it  is  sound  general  treatment  to  see 
that  it  is  done. 

The  value  of  administering  other  than  mild 
laxatives  is  questionable:  Decholin  (dehydrocho- 
lic  acid),  0.25  gm.  three  to  four  times  daily,  is 
recommended  as  a cholagogue,  but  its  actual 
benefit  is  doubtful,  and  belladonna  has  long  been 
advised,  although  its  value  is  not  much  more  con- 
vincing than  in  many  other  conditions  in  which  it 


has  been  tried.  Alkalies  or  dilute  hydrochloric 
acid,  however,  may  sometimes  prove  helpful. 

The  last,  most  difficult,  and  most  important 
consideration  in  cholecystic  disease  deals  with 
functional  and  emotional  disturbances.  Patients 
manifest  all  degrees  of  neurosis  and  nervous  ex- 
haustion, and  often  it  seems  all  but  futile  to  help 
them  readjust.  Nevertheless,  it  is  the  time  and 
sympathy  expended  in  this  phase  of  treatment 
that  has  done  so  much  to  establish  the  splendid 
reputations  enjoyed  by  so  many  of  the  older  clin- 
icians and  surgeons.  The  judicious  use  of  mild 
sedatives  must  not  be  overlooked.  Hence,  in 
cases  in  which  symptoms  are  mild,  and  there  is 
not  much  progression  of  the  dyspepsia,  operation 
■is  not  advised,  whereas  if  colic  is  present  and 
symptoms  progress,  then  it  is  wiser  to  advise 
operation. 

There  are  several  other  comments  which  may 
prove  helpful : The  knowledge  that  in  any  illness 
the  glycogen  reserves  are  first  taken  from  the 
liver  has  long  made  us  endeavor  to  replenish 
glycogen  by  administering  it  orally  or  intraven- 
ously. Hence  the  intravenous  administration  of 
glucose  or  the  prescribing  of  a high  carbohydrate 
diet,  if  time  permits,  may  furnish  the  necessary 
extra  reserve  to  the  patient  who  is  in  the  throes 
of  an  acute  attack.  With  this  is  also  the  need  of 
maintaining  an  adequate  fluid  balance  both  be- 
fore and  after  operation.  Coller  has  pointed  out 
how  rapidly  water  is  lost  through  the  normal 
channels  of  urine,  body  vapor,  and  feces,  to  which 
may  be  added  abnormal  loss  from  vomiting  or 
fistulous  drainage.  Maintenance  of  the  fluid 
balance  brings  about  a comfortable  convales- 
cence, and  one  will  not  then  see  the  dry,  red, 
furred  tongue  characteristic  of  dehydration. 
Bauer  has  thought  it  helpful  to  administer  liver 
extract  intramuscularly  in  cases  of  suspected 
hepatic  insufficiency  following  operation;  he  ad- 
vocated larger  doses  than  one  ordinarily  uses  for 
primary  anemia,  giving  1 c.c.  of  the  concentrated 
extract  every  six  to  eight  hours  for  several  doses. 

Weir  and  Snell  presented  a report  at  the  last 
session  of  the  American  Medical  Association 
which  gives  a concise  analysis  of  why  symptoms 
persist  after  cholecystectomy.  My  paper  may  ap- 
propriately be  concluded  with  their  opening  para- 
graph : “Permanent  good  results  are  obtained  in 
from  80  to  95  per  cent  of  cases  in  which  stones 
are  present,  and  in  noncalculous  disease  of  the 
gallbladder  comparable  results  are  obtained  when 
the  pathologic  process  is  advanced.  As  all  au- 
thorities agree,  patients  who  have  lesser  degrees 
of  cholecystic  disease  give  distinctly  less  favor- 
able results.  If  persons  have  suffered  from 
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definite  biliary  colic,  the  surgical  results  are  us- 
ually good,  regardless  of  the  pathologic  condition 
of  the  gallbladder.  In  those  cases  in  which  symp- 
toms are  less  striking,  and  particularly  in  those  in 
which  the  patients  complain  only  of  vague  indi- 
gestion, the  least  satisfactory  results  are  ob- 
tained, more  or  less  independently  of  the  degree 
of  disease  of  the  gallbladder.  These  facts  may 
explain  the  unfavorable  opinion  concerning  oper- 
ation on  the  gallbladder  held  by  certain  laymen ; 
they  also  lend  support  to  the  idea,  recently  ex- 
pressed by  Graham  and  Mackey,  that  the  general 
principle  of  attacking  disease  in  its  early  stages 
in  order  to  obtain  the  most  satisfactory  therapeu- 
tic results  does  not  necessarily  hold  for  disease 
of  the  biliary  tract.  ...  In  general,  the  persist- 
ence of  preoperative  symptoms  and  the  develop- 
ment of  new  symptoms  may  be  traced  to : ( 1 ) 
erroneous  diagnosis  or  poor  selection  of  cases, 
(2)  the  residues  of  cholecystic  disease,  such  as 
cholangeitis,  hepatitis  and  pancreatitis,  (3)  the 
formation  of  strictures  of  the  extrahepatic  bile 
passages,  and  (4)  post-cholecystectomy  colic, 
which  may  be  attributable  to  a variety  of  organic 
causes  and  also  to  visceromotor  disturbances,  of 
which  the  so-called  biliary  dyskinesia  is  the  most 
representative.” 
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The  interpretation  of  roentgenographic  find- 
ings. like  the  evaluation  of  symptoms  and  physical 
findings,  rests  upon  an  understanding  of  the 
anatomy,  physiology,  and  pathology  of  the  re- 
gion or  organ  involved.  Unfortunately,  the  doc- 
tor is  farther  removed  from  his  source  of  evi- 
dence in  roentgenographic  study,  and  the  possi- 
bilities of  misleading  findings  are  multiplied  bv 
the  intervening  procedures  of  preparing  and 
roentgenographing  the  patient.  Roentgenograph- 
ic evidence  is  merely  an  additional  source  of  facts 
which  must  be  evaluated  in  the  light  of  the 
adequacy  and  perfection  of  the  x-ray  examina- 
tion, and  in  the  light  of  the  clinical  history  and 
physical  findings.  • 

The  gallbladder  can  be  properly  considered  on- 

•Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  7-9,  1936. 


ly  in  relation  to  the  rest  of  the  biliary  system. 
Bile  is  secreted  under  low  pressure  by  the  liver 
cells  into  the  canaliculi  and  passes  down  the  he- 
patic ducts  to  the  gallbladder.  The  mucosa  of 
the  gallbladder  is  thrown  into  many  villi  and 
folds  which  greatly  increase  its  surface.  The 
enlarged  surface,  together  with  a good  lymphatic 
and  vascular  supply,  make  it  well  adapted  for 
absorption.  The  normal  gallbladder  wall  re- 
moves about  90  per  cent  of  the  fluid  content  from 
the  bile,  thereby  producing  much  concentration. 
It  secretes  mucus,  and  when  inflamed,  may  throw 
out  exudate.  External  to  the  mucosa  are  inter- 
lacing, smooth  muscle  and  fibrous  tissue  bundles, 
covered  externally  by  the  serosa  except  where 
the  gallbladder  is  in  direct  contact  with  the  liver. 

The  gallbladder  empties  by  contraction  of  the 
smooth  muscle  coat  from  hormonal  stimulation 
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by  cholecystokinin  following  ingestion  of  fats  or 
by  reflex  vagal  stimulation.  There  is  an  associ- 
ated relaxation  of  the  sphincter  of  Oddi  which 
allows  free  flow  of  bile  into  the  duodenum  unless 
a condition  of  dysynergia  between  gallbladder 
and  sphincter  exists,  as  pointed  out  by  Ivy. 
Rarely  there  may  be  a spasm  of  the  sphincter, 
giving  interference  with  emptying  or  atony  al- 
lowing passive  flow  into  the  duodenum.  Mas- 
sage of  the  gallbladder  by  mechanical  pressure  or 
exercise  may  promote  emptying. 


Plain  radiographic  examination  of  the  biliary 
region  may  show  the  size  of  the  liver,  displaced 
gas  shadows  of  the  gastro-intestinal  tract,  some 
soft  tissue  changes,  and  those  calculi  which  are 
rendered  opaque  by  the  deposit  of  calcium  within 
or  about  a nidus  of  nonopaque  cholesterol  and 
bile  pigments.  Occasionally  the  gallbladder  may 
be  faintly  discerned  even  when  normal. 


Visualization  of  the  normal  gallbladder  and  the 
mild  to  moderately  diseased  gallbaldder  can  be 
accomplished  by  the  excretion  of  an  opaque  sub- 
stance through  the  bile,  and  its  concentration  in 
the  gallbladder,  as  developed  by  Graham,  Cole, 
Copher  and  Moore  in  1923.  Tetraiodophenolph- 
thalein  is  excreted  through  the  bile  by  way  of  its 
phenolphthalein  radical  and  rendered  radioopaque 
by  the  iodin  radicals.  It  lowers  blood  pressure, 
rendering  it  contraindicated  in  patients  with  car- 
diac decompensation,  severe  renal  damage,  or 
hypertension.  Excretion  is  prevented  in  cases 
showing  an  icteric  index  above  20  or  with  well 
marked  clinical  jaundice,  rendering  administra- 
tion of  no  value  in  such  cases,  even  though  no 
untoward  symptoms  may  occur. 


The  drug  may  be  given  orally  or  intravenous- 
ly. The  intravenous  method  is  more  rapid,  and 
slightly  more  hazardous.  In  our  opinion  it  is 
slightly,  if  at  all,  more  accurate  than  the  simpler 
but  more  time  consuming,  properly  conducted 
oral  method  (Ivirklin).  Catharsis  is  greatly  re- 
duced by  giving  8 c.c.  of  paregoric  one-half  hour 
following  the  dye,  and  intestinal  absorption  there- 
by promoted.  Vomiting  immediately  after  tak- 
ing the  dye  may  lead  to  nonvisualization  but 
vomiting  occurring  15  or  more  minutes  after  in- 
gestion rarely  emits  enough  dye  to  interfere  with 
the  density  of  concentration.  If  concentration  is 
questionable  in  the  fasting  patient  fourteen  hours 
after  ingestion,  and  no  calculi  are  seen,  a second 
dose  of  4 grams  of  tetraiodophenolphthalein  pre- 
pared with  fruit  juice  or  citric  acid  is  given  di- 
rectly after  the  evening  meal,  and  the  patient 
placed  on  a low  fat  diet  during  the  following 
noon  and  evening  meal,  with  re-examination  the 
following  morning.  Recognition  of  a normally 


dense  gallbladder  shadow  or  of  definite  calculi 
makes  the  second  administration  unnecessary.  A 
stomach  and  colon  examination  is  often  carried 
out  in  the  intervening  period.  A half  glass  of 
20  per  cent  cream  is  given  directly  following  rec- 
ognition of  a dense  dye-filled  gallbladder,  and 
a further  radiographic  study  made  after  one 
hour.  The  shadow  is  normally  reduced  to  one- 
third  or  less  of  its  original  size. 

UNIVERSITY  OF  NEBRASKA  HOSPITAL 
Department  of  Radiology — Out  Patient 
Service* 

Preparation  of  Patient  for  X-ray  Study  of  the 
Gallbladder 

1.  On , evening  meal  as  usual  at  6 p.  m. 

2.  Take  one  bottle  of  “gallbladder  medicine”  as 
directed  on  bottle,  immediately  after  eating. 

3.  Take  no  cathartics  or  physics. 

4.  During  the  day  following  eat  no  butter,  cream, 
nuts,  fat,  greasy  or  fried  foods. 

5.  Take  the  second  bottle  of  “gallbladder  medicine” 
directly  following  the  evening  meal  on  the  second 
day. 

6.  No  food  or  drink  is  allowed  from  10  p.  m.  until 
after  the  gallbladder  x-ray  studies  are  completed. 
Avoid  exercise  and  do  not  work  or  lift  during  this 
time. 

7.  In  the  morning,  take  a rectal  injection  of  two 
quarts  of  plain  warm  water  and  lie  on  the  right 
side  before  emptying. 

8.  On , report  to  the  department  of 

radiology  at  8 a.  m.  without  breakfast  or  drink. 

9.  Report  any  vomiting  or  diarrhea  to  the  nurse. 
* (Hospitalized  cases  are  given  8 cc.  of  tinctura  opii 

camphorata  one-half  hour  following  “2”,  and  the 

procedure  is  directly  continued  from  “6”  to  “9”.  In 

case  of  a poor  shadow,  the  procedure  is  repeated 

from  “3”  to  “9”  during  the  following  24  hours). 

Any  disease  process  which  interferes  with  ex- 
cretion of  bile,  patency  of  the  biliary  tract,  or  se- 
verely impairs  the  capacity  of  the  gallbladder  wall 
for  concentration  or  emptying,  will  give  nonvi- 
sualization of  the  gallbladder.  Nonvisualization 
with  an  adequate  examination,  in  the  absence  of 
jaundice,  nearly  always  means  disease  of  the  gall- 
bladder. Visualization  may  be  altered  by  certain 
physiological  variations,  often  being  faint  during 
pregnancy  due  to  stasis  and  added  density,  and 
faint  in  diabetes  due  to  rapid  elimination  associat- 
ed with  the  high  blood  sugar.  Reflex  emptying, 
supposedly  from  vagal  stimulation,  often  occurs 
with  carcinoma  of  the  stomach  and  rarely  with 
duodenal  ulcer  and  conversely  disease  of  the  gall- 
bladder may  produce  bizarre  spasm  of  stomach 
and  bulb.  The  patient  with  a nonvisualized  gall- 
bladder should  be  questioned  about  ingestion  of 
the  dye,  vomiting  of  the  dye,  diarrhea,  the  for- 
bidden partaking  of  food,  or  exercise  performed 
during  the  10  hours  prior  to  radiography.  In 
case  of  inadequate  emptying  after  one  hour,  a 
further  drink  of  cream  is  indicated  with  re-exam- 
ination after  another  hour.  Pericholecystic  ad- 
hesions as  well  as  disease  of  the  gallbladder  wall 
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may  interfere  with  emptying.  Occasionally  one 
sees  an  atonic  poorly  emptying  gallbladder  asso- 
ciated with  a general  gastro-intestinal  atony  pos- 
sibly due  to  a dominance  of  sympathetic  over 
parasympathetic  influence.  Distortions  of  the 
gallbladder  contour  may  result  from  congenital 
bands,  post-infectious  or  post-traumatic  adhesions 
or  external  pressure.  Small  diverticuli  from 
the  gallbladder  are  not  rare  and  may  contain  a 
stone  occasionally  complicated  by  perforation  and 
liberation  of  the  stone  into  the  peritoneal  cavity. 

The  so-called  “strawberry”  gallbladder  shows 
yellow  masses  of  intercellular  cholesterol  ac- 
cumulated in  the  villi  of  the  mucosa,  which  form 
the  “seeds”  against  the  congested  base.  Absorp- 
tion is  only  slightly  lessened  in  the  mild  to  mod- 
erate case,  although  the  gallbladder  is  usually 
large  and  empties  inadequately.  A distended  vil- 
lus may  become  broken  off  and  subsequently 
serve  as  a nucleus  for  the  formation  of  a gallstone 
or  stones. 

Cholecystitis  is  an  inflammation  of  the  gall- 
bladder wall  usually  produced  by  a blood  borne 
streptococcus,  and  at  times  by  other  organisms 
which  may  enter  by  way  of  the  blood  or  bile. 
The  villi  become  edematous  and  thickened,  which 
interferes  with  absorption,  giving  faint  concentra- 
tion in  the  mild  to  moderately  diseased  wall,  and 
no  concentration  in  the  moderately  or  severely 
diseased  wall.  Fibrotic  patches  occur  in  the 
muscle  wall,  giving  interference  with  emptying 
and  a small  gallbladder  if  the  cystic  duct  is 
patent,  or  a large  gallbladder  if  it  is  partially 
closed.  If  completely  closed,  no  entrance  of  dye 
will  be  possible,  although  the  large  hydropic  gall- 
bladder may  occasionally  be  visualized  by  its  own 
size  and  density.  Exudative  reaction  on  the 
serosa  leads  to  adhesions  distorting  the  gallblad- 
der and  pulling  the  pylorus  and  duodenum  to  the 
right  and  the  hepatic  flexure  medially  and  up- 
ward, giving  rather  sharp  angulation.  Symp- 
toms become  acute  only  when  there  is  blocking 
of  the  cystic  duct  by  edema  or  stone,  and  the  con- 
tents of  the  gallbladder  become  infected.  Per- 
foration into  the  peritoneal  cavity,  the  duodenum, 
or  colon  may  occur.  Passage  of  a large  stone 
through  the  gastrointestinal  tract  may  give  inter- 
mittent obstruction.  Fluoroscopy  of  the  chest  in 
the  acute  gallbladder  patient  usually  shows  lim- 
ited excursions  of  the  right  leaf  of  the  diaphragm. 
Simple  roentgen  study  of  the  appendix  with  con- 
trast material  may  aid  in  a differential  diagnosis 
between  appendix  and  gallbladder,  which  may  be 
quite  important  in  some  cases. 

Calculi  may  form  in  a gallbladder  which  shows 
only  slight  disease  of  its  wall.  Usually  the  stone 
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is  solitary,  round,  consists  of  cholerterol  and  con- 
tains no  calcium,  showing  only  as  a filling  defect 
in  the  dye-containing  gallbladder.  According  to 
Phemister,  the  deposition  of  calcium  occurs  only 
when  there  has  been  an  occlusion  of  the  cystic 
duct,  and  it  may  be  taken  up  from  the  resulting- 
exudate.  Such  stones  are  usually  facetted  with 
laminations  of  calcium  peripherally,  but  may  be 
of  odd  shapes  and  densities.  Stones  in  the  com- 
mon duct  may  or  may  not  be  opaque.  Pancreatic 
calculi  are  often  multiple  and  distributed  along 
the  pancreatic  ducts,  usually  associated  with  a 
chronic  pancreatitis  and  cholecystitis.  The  dif- 
ferentiation of  both  the  opaque  and  nonopaque 
calculi  from  other  shadows  is  often  difficult. 
Renal  stones  are  most  definitely  differentiated 
by  use  of  the  right  posterior  oblique  projection 
which  throws  the  gallbladder  forward  along  the 
costal  border,  and  the  kidney  posteriorly  along 
the  spine.  This  is  more  valuable  than  pyelogra- 
phy or  cholecystography.  Calcified  lymph  glands 
show  granular,  irregularly  but  closely  grouped 
shadows  of  increased  density.  Dye,  barium, 
opaque  medications  and  gas  in  the  hepatic  flex- 
ure and  duodenum  may  be  very  confusing.  Col- 
onic shadows  may  be  lessened  by  a two-quart 
cleansing  enema,  having  the  patient  turn  on  the 
right  side  to  displace  gas  from  the  hepatic  flexure 
before  evacuation.  Use  of  the  left  anterior 
oblique  position  throws  the  hepatic  flexure  lat- 
eral to  the  gallbladder.  Gas  in  the  duodenum 
changes  pattern  between  exposures,  and  may 
often  be  dispelled  by  a drink  of  water. 

Advanced  cirrhosis  of  the  liver  may  be  indi- 
cated by  enlargement  of  the  spleen,  usually  a 
small  liver  and  gallbladder  dysfunction.  This 
diagnosis  is  most  helpful  in  the  patient  with  un- 
explained recent  hematemesis,  who  may  also 
show  worm-like  varices  in  the  lower  esophagus, 
as  a possible  source  of  bleeding.  The  presence  of 
ascites  is  further  evidence  and  indicates  advanced 
periportal  fibrosis. 

Benign  papillomas,  adenomas,  and  carcinomas 
are  occasionally  but  rarely  the  cause  of  mural 
filling  defects  in  the  gallbladder  which  do  not 
shift  with  change  in  position,  whereas  stones  do 
shift  in  position  and  tend  to  float  in  the  heavy 
dye  containing  bile.  The  differential  diagnosis 
between  an  old  empyema  with  much  surrounding- 
inflammatory  reaction  and  a carcinoma  may  be 
quite  difficult,  and  the  two  are  often  associated. 
In  general,  the  purely  inflammatory  lesions  show 
more  traction  of  pylorus  and  duodenum  to  the 
right,  and  carcinoma  shows  more  displacement 
to  the  left.  Metastases  from  carcinoma  of  the 
gallbladder  spread  to  the  lymph  glands  along  the 
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common  duct  and  may  thereby  produce  jaundice. 
Distant  metastases  may  occur  to  the  liver  and 
lungs.  An  x-ray  of  the  chest  will  often  save 
an  exploratory  operation.  Primary  malignancy 
can  involve  the  common  or  hepatic  ducts,  head  of 
the  pancreas,  or  liver.  A mass  in  the  head  of  the 
pancreas  displaces  the  duodenal  loop  outward 
and  forward,  and  the  prepyloric  region  of  the 
stomach  upward.  Primary  carcinoma  of  the  liver 
is  rare,  but  metastatic  carcinoma  is  common.  A 
flattening  of  the  duodenal  cap,  with  a downward 
and  left-sided  displacement  of  the  stomach,  duo- 
denum, and  intestines,  indicates  enlargement  of 
the  liver.  This  appearance  may  also  occur  with 
an  abscess  or  cyst  of  the  liver,  as  well  as  with 
neoplasm.  Intravenous  thorotrast  is  helpful  in 
differentiation,  but  when  finally  in  doubt  be- 
tween possible  malignant  or  inflammatory  pro- 
cesses, exploration  is  indicated  to  allow  a more 
accurate  prognosis  and  to  salvage  the  patient 
with  inflammatory  disease  from  neglect  and 
sometimes  from  death. 

Cholangiography  is  a recently  developed  meth- 
od of  visualizing  the  biliary  tract  by  injection  of 
opaque  media  (thorotrast  or  lipiodine)  into  old 
biliary  fistulae.  Drs.  P>est  and  Hicken  extended 
the  usefullness  of  this  procedure  by  the  injection 
of  the  gallbladder  and  biliary  ducts  at  the  oper- 
ating table.  The  patency  of  the  cystic  duct  and 
the  utility,  if  any,  of  a cholecystostomy  for  de- 
compression of  the  jaundiced  patient  is  demon- 
strated. The  locations  of  calculi  in  the  hepatic 
and  common  ducts  are  shown.  The  patency  of 
the  common  duct  is  established.  Deformities 
produced  by  stenosis  and  neoplasm  are  visualized. 
The  degree  of  cholangiectasis  is  evident.  The 
placement  and  efficiency  of  drainage  tubes  are 
shown. 

It  is  our  opinion  after  an  analysis  of  297  gall- 
bladder cases,  the  majority  of  which  have  been 
radiographed  by  double-dose  technic  and  all 
checked  by  operation  or  autopsy  at  the  University 
hospital,  that  roentgen  findings  were  a correct  in- 
dex of  the  condition  of  the  gallbladder  wall  in  96 
per  cent  of  the  cases,  which  compares  favorably 
with  the  accuracy  of  the  intravenous  method. 
With  the  single  oral  dose,  accuracy  falls  to  about 
85  per  cent,  due  to  subnormal  concentration  by  an 
apparently  healthy  gallbladder.  With  the  dou- 
ble-dose technic  we  have  come  to  feel  that  a non- 
visualized  gallbladder  in  a patient  without  jaun- 
dice means  a moderate  or  severe  damage  of  the 
gallbladder  wall.  A well  visualized  normally 
emptying  shadow  practically  always  proves  to  be 
a normal  gallbladder,  rarely  a mild  cholesterosis, 
or  a debatably  inflamed  wall. 


TABLE  I 

Summary  of  findings  in  297  operated  cases,  grouped 


according  to  roentgen  findings: 

A.  Good  eoncenration  and  emptying: 

Essentially  normal  6 

Congenital  bands  1 

Mild  cholesterosis  1 

Slight  cholecystitis  2 

B.  Fair  to  faint  concentration,  incomplete  emptying: 

1.  Without  evident  or  questionable  calculi: 

Essentially  normal  1 

Pericholecystic  adhesions  3 

Cholesterosis  without  calculi 17 

Cholecystitis  without  calculi 15 

Cholecystitis  with  calculi G 

2.  With  questionable  calculi: 

Essentially  normal  1 

Cholecystitis  without  calculi 3 

Cholecystitis  with  calculi G 

3.  With  reported  calculi: 

Cholecystitis  with  nonopaque  calculi 24 

Cholecystitis  with  opaque  calculi 19 

C.  Non-visualized  gallbladder: 

1.  Without  recognized  calculi: 

Carcinoma  of  stomach,  normal  gallbladder 1 

Carcinoma  of  biliary  tract 4 

Cholecystitis  without  calculi 14 

Cholecystitis  with  unrecognized  calculi 99 

2.  With  questionable  calculi: 

Cholecystitis  without  calculi 1 

Cholecystitis  with  calculi 7 

3.  With  reported  opaque  calculi: 

Cholecystitis  with  calculi GG 


Operative  findings  are  a severe  check  on  the 
accuracy  of  a roentgenographic  report  of  “nor- 
mally functioning  gallbladder,"  because  as  a rule 
only  those  cases  with  a history  very  suggestive  of 
gallbladder  disease  come  to  operation,  unless  they 
be  operated  for  some  other  reason,  such  as  an 
appendectomy.  A severely  diseased  gallbladder 
never  shows  good  function.  About  3 per  cent 
of  anatomically  normal  gallbladders  may  show 
impairment  of  concentration  or  incomplete  emp- 
tying as  a physiological  variant  or  resultant  from 
technical  error. 

The  group  of  cases  showing  fair  to  faint  con- 
centration gives  the  greatest  difficulties  in  inter- 
pretation. The  physiological  reaction  here 
merges  with  the  normal  standard.  Poor  roent- 
genographic technic,  breathing  or  other  lack  of 
cooperation  of  the  patient  may  cause  a good  gall- 
bladder to  yield  a very  questionable  shadow. 
Skiagrams  of  inferior  quality  may  obscure  stones 
which  would  be  readily  discerned  in  good  films. 
About  20  to  25  per  cent  of  this  group  show 
cholesterosis.  The  great  majority  of  the  poorer 
shadows  results  from  cholecystitis.  About  60 
per  cent  of  the  gallbladders  in  this  group  con- 
tained calculi ; while  of  those  in  the  nonvisualized 
group  about  90  per  cent  contained  calculi. 

TABLE  II 

Analyses  of  Case  Findings  With  Reference  to  Calculi 
A.  Analysis  of  93  operated  cases  showing  fair  to  faint 
concentration  of  tetraiodophenolphthalein: 

No.  % 
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Cholesterosis  and  cholecystitis  without 


calculi  38  41 

Cholesterosis  and  cholecystitis  with 

calculi  55  59 

Questionable  or  unrecognized  calculi 12  22 

Recognized  nonopaque  calculi 24  44 

Recognized  opaque  calculi 19  34 

B.  Analysis  of  192  gallbladders  not  visualized 
by  tetraiodophenolphthalein: 

Cholecystitis  without  calculi 20  10 

Cholecystitis  with  calculi 172  90 

Unrecognized  calculi  99  .... 

Questionable  calculi  „ 7 .... 

Recognized  calculi  66  38.5 

C.  Analysis  of  227  cases  showing  calculi  at 
operation: 

Recognized  nonopaque  calculi 24  10.5 

Recognized  opaque  calculi 85  37.5 

Questionable  calculi  13  .... 

Unrecognized  calculi,  visualized  g.  b 6 .... 


Unrecognized  calculi,  nonvisualized  g.  b...  99  .... 

Questionable  and  unrecognized  calculi 118  52 

Calculi  are  discernable  in  the  “nonvisualized 
gallbladder”  only  when  rendered  radio-opaque  by 
virtue  of  calcium  content,  or  in  about  38.5  per 
cent  of  cases.  In  gallbladders  showing  fair  con- 
centration of  dye,  this  percentage  is  doubled  to 
about  78  per  cent  due  to  demonstration  of  many 
nonopaque  calculi.  In  the  faint  shadow  group 
the  remaining  22  per  cent  of  calculi  were  ques- 
tionable or  undiscerned  roentgenologically.  In 
5 per  cent  “possible  calculi”  were  suggested  in 
the  report  by  an  indefinite  mottling  of  the  gall- 
bladder and  no  calculi  were  found  at  operation. 
The  combined  analysis  of  all  227  cases  with  cal- 
culi shows  37.5  per  cent  recognized  by  means  of 
calcium  content,  and  10.5  per  cent  evident  as  fill- 
ing defects  within  dye  visualizing  the  gallblad- 


der. That  is  to  say,  in  48  per  cent  of  cases,  cal- 
culi could  be  discerned  radiographically,  while 
in  52  per  cent,  the  presence  of  calculi  was  uncer- 
tain from  the  skiagram  alone.  It  is  dangerous  to 
interpret  indefinite  shadows  as  calculi.  It  often 
leads  to  useless  operations  on  the  patient  with 
neurogenic  symptoms.  The  patient  with  an  un- 
convincing history  who  shows  nonvisualization 
of  the  gallbladder  should  be  questioned  about 
vomiting,  diarrhea  or  ingestion  of  food  during 
the  period  preparatory  to  the  x-ray  examination 
and  the  roentgenograms  should  be  reviewed  with 
respect  to  their  adequacy  and  reliability. 

It  must  be  remembered  that  our  most  impor- 
tant sources  of  information  about  disease  still 
remain  tbe  carefully  taken  and  logically  corre- 
lated history.  The  roentgen  findings  must  be 
evaluated  in  relation  to  the  entire  clinical  picture 
in  the  establishment  of  diagnosis  and  direction 
of  therapy. 
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A REVIEW  OF  THE  PROBLEM  OF  COAGULATION 
AND  ITS  CLINICAL  ASPECTS* 

E.  BURKETT  REED,  M.  D., 

Lincoln,  Nebraska. 

IN  TWO  PARTS:  PART  TWO 


CLASSIFICATION 

The  classification  of  hemorrhagic  disturbances 
on  the  whole  is  not  so  very  satisfactory.  In  the 
first  place,  however,  the  given  case  can  as  a rule 
be  classed  with  one  of  two  groups : Those  that 
show  a clotting  dysfunction  primarily,  or  those 
that  show  vascular  dysfunction.  In  many  cases 
of  hemorrhagic  disease  more  than  one  factor  is 
at  play  in  causing  the  abnormal  bleeding.  As 
for  instance,  when  the  pathogenesis  of  thrombo- 
cytopenic purpura  is  closely  investigated  every- 
thing is  not  explained  on  the  basis  of  a single 
alteration.  Morawitz(10)  is  inclined  to  the  view 
that  in  the  study  of  the  causes  of  hemorrhage 
more  consideration  must  be  given  to  tbe  bleeding 

♦Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  7-9,  1936. 


mechanism  of  the  vessels  and  the  hemorrhage- 
control  mechanism ; also  to  the  part  played  by 
tbe  vasomotor  nervous  system.  We  may  consider 
the  case  as  a primary  hemorrhagic  disease  when 
the  pathologic  process  is  due  to  an  abnormality 
of  the  blood  or  the  blood-forming  organs.  On 
the  other  hand,  pathologic  bleeding  may  be 
caused  by  a disease  that  affects  the  blood  or  blood 
vessels  in  such  a way  as  to  bring  about  hemor- 
rhage. The  author  offers  a classification  below 
that  embodies  these  newer  considerations.  Many 
of  the  valuable  conclusions  of  Kugelmass,  and  of 
Farley  and  Pepper  have  been  used. 

CLASSIFICATION  OF  HEMORRHAGIC  DISEASES 

A.  Blood  clotting  dysfunction 

1.  True  hemorrhagic  disease  of  the  new-born 

2.  Chronic  Hypothrombinemia  (Kugelmass) 
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3.  Hemophilia 

4.  Hereditary  Thrombasthenia  (Glanzman) 

5.  David’s  Disease  (Hormone  deficiency) 

6.  Hemorrhagic  disease  of  the  liver 

a.  Due  to  addition  products  (Carr  and  Foote) 

Obstructive  jaundice 

b.  Fibrinogen  deficiency 

Liver  damage  of  considerable  degree  from 

any  cause 

B.  Mixed  Vascular  and  Clotting  Dysfunction 

(Chiefly  blood  platelet  deficiency) 

1.  Idiopathic  thrombocytopenic  purpura 

2.  Symptomatic  thrombocytopenic  purpura 

a.  Heavy  metal  poisoning 

b.  Benzol  poisoning 

c.  Radium  or  Roentgen  ray  effect 

d.  Blood  dyscrasias  (chiefly  aplastic  anemia  and 

leukemias) 

e.  Miscellaneous  (chronic  infections,  etc.) 

C.  Vascular  Dysfunction  (Kugelmass) 

(Non-thrombopenic  purpuras) 

1.  Nutritional 

a.  Scurvy 

b.  Marasmus 

c.  Infantilism  (Herter’s) 

2.  Allergic 

a.  Purpura  simplex 

b.  Erythemia  multiforma 

c.  Schonlein-Henoch  purpura 

d.  Purpura  Fulminans 

e.  Acute  infectious  diseases 

3.  Infectious  Diseases 

a.  Subacute  endocarditis 

b.  Cerebrospinal  meningitis 

c.  Sepsis 

d.  Acute  infectious  diseases,  etc. 

4.  Toxic 

a.  .Azotemic  conditions 

b.  Drugs 

c.  Venoms 

5.  Miscellaneous 

a.  Passive  congestion 

b.  Freezing,  etc. 

In  order  to  study  the  whole  problem  of  bleed- 
ing more  thoroughly,  it  would  be  necessary  to 
go  into  the  mechanism  of  the  dysfunction  in  each 
clinical  entity.  Time  will  permit  us  to  consider 
only  the  underlying  facts  in  a few  of  the  different 
types  of  hemorrhage. 

I.  HEMOPHILIA 

This  condition  is  perhaps  the  most  clear-cut 
as  a clinical  entity  of  all  of  the  hemorrhagic  dis- 
eases. It  is  a typical  familial  bleeding  condition, 
which  is  found  only  in  the  male  and  is  transmit- 
ted through  the  female.  This  sex-linked  charac- 
ter of  the  disease  has  been  borne  out  by  many 
investigators.  Furthermore  it  has  been  shown 
that  the  daughters  of  hemophilics  have  borne 
more  sons  than  daughters ; and,  on  the  other 
hand,  the  sons’  marriages  bore  more  girls  than 
boys.  In  spite  of  this  set  of  circumstances,  hemo- 
philia is  rather  a rare  disease.  The  seemingly 
sporadic  case  probably  can  be  explained  by  the 
contact  of  bearers  of  recessives  of  the  diseases. 
It  is  believed  that  the  recessive  sex  character  is 
linked  to  a single  male  chromosome.  The  ap- 
pearance of  the  disease  follows  the  Mendelian 
law ; usually  it  is  found  that  the  female  trans- 


mits the  character  to  about  two-thirds  of  her  off- 
spring. 

Recently  Birch (12)  has  brought  out  some  in- 
teresting conclusions  relative  to  the  etiology  of 
hemophilia.  She  assumed  that  the  transmitting 
female  must  possess  something  that  protects  her 
from  manifesting  the  disease.  She  further  as- 
sumed that  this  apparent  protection  was  due  to 
the  presence  of  the  female  sex  hormone.  Small 
traces  of  this  hormone  are  found  in  the  urine 
of  normal  males,  but  she  was  unable  to  demon- 
strate this  substance  in  her  hemophilics.  Kugel- 
mass(13)  has  confirmed  this  work.  Furthermore, 
Birch(14)  reports  remarkable  results  in  the  treat- 
ment of  the  hemophilic  by  means  of  hormone 
substitution.  These  results  are  not  uniformly 
reported  by  others (15),  but  nevertheless  this  sub- 
stitution therapy  will  find  a wide  usefulness  in 
the  preparation  of  the  patient  for  minor  surgical 
procedures. 

It  is  well  known  that  the  clotting  time  of  hemo- 
philic blood  is  prolonged,  while  the  bleeding  time 
is  normal.  The  clotting  abnormality  is  extremely 
variable  in  the  given  case  and  there  is  no  way  to 
predict  the  appearance  of  a severe  hemorrhage. 
The  disease  generally  becomes  demonstrable  in  the 
first  year  of  life  but  the  new-born  seems  to  have 
some  protection.  This  protection  is  believed  to 
be  due  to  the  retention  of  some  of  the  mother’s 
blood  platelets  in  the  blood  of  the  new-born. 
Theoretically,  they  should  be  liable  to  hemophilic 
bleeding  after  the  life  span  of  the  platelet  has 
been  reached.  This  period  is  believed  to  be  of 
about  four  days’  duration. 

When  the  mechanism  of  the  clotting  dys- 
function is  investigated,  the  prothrombin  of  the 
blood  is  found  to  be  abnormal.  The  formed  ele- 
ments of  the  blood  are  normal  in  character.  The 
blood  platelets  are  normal  in  size  and  number. 
Minot  and  Lee(16)  find  that  they  exhibit  a de- 
layed clumping  and  disintegration  which  they 
consider  an  important  factor  in  the  delayed  clot- 
ting. Birch(15)  entertains  a similar  belief  and 
has  overcome  this  apparent  defect  by  methods  of 
trituration  of  the  platelets.  Blood  fibrinogen  and 
calcium  have  been  found  normal  in  all  respects. 
Thrombin,  after  it  is  formed,  is  also  found  to  be 
normal  in  amount  and  action.  Addis (17)  has 
demonstrated  that  there  is  only  a delay  in  throm- 
bin production.  Similar  conclusions  were  made 
by  Mills (18)  from  his  experimental  evidence.  That 
is,  there  was  no  decrease  in  the  amounts  of  pro- 
thrombin or  thrombin,  but  there  was  a delay  in 
the  activation  of  the  former  to  the  latter.  He 
demonstrated  that  the  prothrombin  of  the  hemo- 
philic blood  was  more  resistant  to  activation  with 
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cephalin  than  in  normal  blood,  and  further  that 
this  fault  seemed  to  be  overcome  by  the  induc- 
tion of  a local  skin  protein  reaction. 

II.  BLEEDING  WITH  PROGRESSIVE  OBSTRUC- 
TIVE JAUNDICE  AND  HEPATIC  DISEASE 

From  time  to  time  the  cause  of  this  type  of 
bleeding  has  been  considered  by  different  work- 
ers as  due  to  a deficiency  of  one  or  another  of  the 
factors  of  clotting.  Considerable  work  has  been 
advanced  to  show  that  there  is  a deficiency  in 
the  blood  calcium.  Walters(19)  has  made  use  of 
this  experimental  evidence,  and  sought  to  protect 
the  jaundiced  patient  from  hemorrhage  by  the 
intravenous  use  of  calcium  chloride.  His  method 
has  had  wide  acceptance  with  apparently  good 
clinical  results.  But  considerable  evidence  has 
accumulated  to  show  that  there  is  no  deficiency 
in  available  calcium  in  the  case  of  jaundice  due 
to  obstruction.  Also  Ravdin,  et  al(20),  are  of 
the  opinion  that  the  administration  of  fluids  and 
glucose  is  as  effective  as  calcium. 

Bile  salts  have  often  been  associated  with  this 
type  of  bleeding.  It  is  known  that  bile  salts  will 
re-dissolve  a clot  that  has  been  formed.  The 
concentration  necessary  for  this  change  is  0.4  per 
cent.  In  all  probability  this  level  is  rarely 
reached. 

Recently  Carr  and  Foote (21)  have  made  a 
careful  study  of  bleeding  in  obstructive  jaundice. 
In  the  first  place,  they  conclude  from  their  ob- 
servation of  other  studies,  and  from  their  own 
experiments,  that  there  is  no  significant  variation 
in  the  amounts  of  the  formed  clotting  elements 
of  the  blood.  They  found  that  the  only  impor- 
tant changes  are,  the  loss  of  retractile  power  of 
the  fibrin  and  the  whole  clot,  a shortening  of 
coagulation  time  shortly  before  death,  and  the 
imperfect  precipitation  of  an  altered  fibrinogen 
in  the  plasma  of  these  bloods.  They  advance  the 
theory  that  the  error  in  clotting  is  due  to  addition 
products  which  inhibit  the  process  or  interfere 
with  the  clotting  mechanism.  They  demonstrated 
by  experiments  that  cysteine  and  the  related 
forms  of  mercaptans  have  this  ability  to  influ- 
ence clotting,  and  in  cases  of  obstructive  jaundice 
these  substances  collect  in  the  blood  in  excessive 
amounts.  They  sought  a substance  that  might 
convert  cystein  to  some  non-toxic  state  and 
hence,  counteract  its  anti-coagulant  effects. 
Monobrombenzene  was  used,  and  was  found  to 
definitely  improve  the  clotting  mechanism,  al- 
though it  did  not  materially  protect  the  animals 
from  the  toxic  effects  of  cholemia.  They  further 
demonstrated  that  high  protein  diets  which  would 
enhance  the  accumulation  of  incompletely  meta- 
bolized protein  products  were  badly  suited  to  sub- 


jects with  obstruction.  Some  contentions  of  these 
workers  will  need  to  be  substantiated  by  other 
work,  but  they  have  in  all  probability  established 
the  important  facts  concerning  the  mechanism  of 
bleeding  in  obstructive  jaundice. 

Fibropenia  is  looked  upon  as  a hemorrhagic 
condition  associated  with  liver  disease,  such  as 
hypertrophic  cirrhosis  of  the  liver,  acute  yellow 
atrophy,  and  chloroform  and  phosphorous  poison- 
ing. (Pseudohemophilia  hepatica  of  Frank). 
This  syndrome  is  characterized  by  a prolonged 
clotting  and  bleeding  time,  diminished  fibrinogen 
content,  and  normal  platelet  count. 

III.  HEMORRHAGIC  DISEASE  OF  THE  NEW- 
BORN 

This  condition  is  usually  characterized  by  a 
prolonged  clotting  and  bleeding  time,  and  usually 
by  spontaneous  bleeding  from  mucous  mem- 
branes. A few  cases,  however,  have  spontaneous 
hemorrhage  in  spite  of  a normal  clotting  time. 
Variable  findings  concerning  the  factors  of  clot- 
ting have  been  reported.  The  blood  platelets  are 
usually  normal.  It  is  fairly  well  agreed  that  there 
is  a disturbance  in  the  formation  of  prothrombin 
or  fibrinogen.  It  is  highly  probable  that  this  im- 
balance may  be  produced  by  drugs  that  have  been 
administered  during  labor,  and  by  marked  post- 
natal hemolysis  of  red  blood  cells.  Kugelmass(22) 
is  of  the  opinion  that  it  may  be  caused  by  the 
lack  of  sufficient  fat  and  protein  in  the  diet  of 
the  expectant  mother.  He  further  believes  that 
the  condition  can  be  prevented  by  the  giving  of 
gelatine  mixtures  every  two  hours  from  birth. 

Mills(23)  is  of  the  opinion  that  this  type  of 
bleeding  is  a manifestation  of  an  exaggerated 
physiologic  change  that  occurs  in  all  infants.  He 
cites  the  fact  that  all  infants  exhibit  a lengthening 
in  their  clotting  time  beginning  on  about  the 
third  day,  increasing  to  the  fifth  or  sixth  day 
and  returning  to  normal  in  the  seventh  or  eighth 
day.  He  believes  that  a few  infants  without  ap- 
parent reason  show  this  change  to  a marked  de- 
gree and  thus  develop  a dangerous  hemorrhagic 
condition. 

IV.  ESSENTIAL  THROMBOCYTOPENIC 
PURPURA 

This  group  of  conditions  is  characterized, 
hematologically,  by  a reduction  in  the  number  of 
platelets,  which  give  rise  to  prolonged  bleeding 
time,  poor  clot  retraction,  purpura  and  spontan- 
eous bleeding.  The  bleeding  time  may  be  used 
as  the  best  gauge  of  the  clinical  course  of  this 
condition.  It  is  well  known  that  platelets  are 
very  susceptible  to  chemical  and  mechanical  in- 
fluences, and  that  they  reflect  a pathological 
marrow  state  sooner  than  do  the  other  formed 
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elements  of  the  blood.  The  severity  of  the 
symptoms  usually  coincides  to  the  degree  of 
platelet  decrease.  However,  many  observers 
have  reported  cases  having  normal  platelet  counts 
in  the  presence  of  bleeding,  and  vice  versa,  the 
latter  being  particularly  so  in  some  cases  that 
have  been  treated  by  splenectomy.  There  is  not 
complete  agreement  concerning  the  etiology  of 
the  so-called  essential  thrombocytopenic  purpura. 
Frank  is  of  the  opinion  that  the  thrombopenia  is 
a megakaryocytic  disease  of  systemic  origin. 
Naegeli  also  holds  that  the  primary  disorder  lies 
in  the  bone  marrow.  Kaznelson,  on  the  other 
hand,  believes  that  the  disorder  is  principally 
caused  by  an  increased  thrombocytolysis  in  the 
spleen,  and  associated  reticulo-endothelial  struc- 
tures. This  has  clinical  support  in  the  fact  that 
many  cases  can  be  successfully  treated  by  splenec- 
tomy. 

Another  theory  claims  that  the  platelet  defect 
is  produced  in  the  peripheral  blood  by  some  de- 
structive action  of  an  abnormal  serum. 

Morawitz(10)  accepts  the  pathogenetic  signifi- 
cance of  the  thrombopenia ; but  further  contends 
that  the  vascular  factor  is  most  significant  and  to 
a certain  measure  is  independent.  From  their 
study  of  fifty-three  cases,  Jones  and  Tocantins 
(24)  conclude  that  capillary  change  is  essential 
for  the  production  of  hemorrhagic  phenomena. 
In  other  words,  the  common  denominator  of  this 


disease,  as  they  say,  is  capillary  hyperpermeabil- 
ity. Four  different  types  of  vascular  change  are 
enumerated  by  Morawitz(10)  : (1)  Simple  loosen- 
ing of  the  cell  connections  of  the  vascular  wall 
(thrombopenia)  ; (2)  anatomical  change  of  the 
endothelial  cells  (endocarditis  lenta)  ; (3)  reac- 
tion type  ( anaphylatoid  types)  ; and  (4)  asso- 
ciated with  scurvy. 

In  the  symptomatic  types  of  thrombocytopenia 
a causative  factor  can  usually  be  established.  The 
findings  are  similar  to  those  of  the  essential  type, 
and  as  a rule  associated  findings  of  depression 
of  the  other  cellular  elements  of  the  blood. 

The  author  has  purposely  avoided  some  of  the 
familial  hemorrhagic  diatheses  because  of  their 
rarity,  and  also  the  whole  group  of  hemorrhagic 
diseases  resulting  primarily  from  vascular  dys- 
function. Before  closing,  however,  the  author 
wishes  to  call  attention  to  a hemorrhagic  state 
that  has  been  described  by  Kugelmass(7),  which 
he  elects  to  call  hypothrombinemia.  Nose  bleed 
and  bruising  easily  are  the  chief  symptoms.  The 
clotting  time  is  prolonged  or  normal.  The  plate- 
lets are  normal,  and  the  tourniquet  test  is  nega- 
tive. There  is  a reduction  of  the  prothrombin, 
or  fibrinogen  content  of  the  blood.  He  is  of  the 
opinion  that  this  condition  results  from  a poor 
dietary,  chiefly  a protein  deficiency.  The  giving 
of  his  “clotting  diet”  controls  the  condition  ef- 
fectively. 

(Bibliography  in  Reprints) 


INFECTIONS  OF  THE  KIDNEY* 
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IN  TWO  PARTS:  PART  ONE 


Upper  urinary  tract  infections,  so-called,  are 
met  with  so  frequently  and  are  so  refractory  to 
treatment  in  many  cases  that  this  subject  should 
be  of  interest  to  everyone.  In  presenting  this 
subject,  it  will  be  necessary  to  consider  many  of 
the  anomalies  of  the  urinary  tract,  both  acquired 
and  congenital,  which  complicate,  or  are  the  pri- 
mary cause  of  the  renal  infection.  Consideration 
of  kidney  infections  from  a classification  based 
on  pathologic  types,  as  pyelitis,  nephritis,  pyelone- 
phritis, perinephritis,  or  pyonephosis,  is  insuffi- 
cient, for  this  does  not  tell  the  whole  story  of 
cause  and  effect  so  necessary  in  successful  treat- 
ment. It  will  be  necessary  to  follow  a more  clin- 
ical, and,  therefore,  a more  practical  classifica- 
tion. 

^Presented  at  the  Tri-County  Medical  Society,  Fremont,  Ne- 
braska, March  30,  1936. 


Nothing  is  more  difficult,  in  many  cases,  than 
to  make  a diagnosis  of  upper  urinary  infection. 
The  subjective  evidence  of  history  of  fever,  chills, 
back  ache,  or  abdominal  pain,  with  some  disturb- 
ance of  urination  with  pus,  blood,  and  organisms 
in  the  urine,  and  lumbar  tenderness,  is  sugges- 
tive, but  the  exact  diagnosis  requires  expert  cor- 
relation of  objective  urological  facts  with  these 
symptoms.  Serious  renal  infections  may  occur 
although  the  urine  is  perfectly  normal,  micro- 
scopically and  culturally,  and  severe  infections  of 
the  lower  urinary  tract  may  give  marked  pyuria, 
chills,  fever,  etc.,  with  normal  kidneys.  A thor- 
ough history,  general  physical  examination,  and 
special  urological  examination  are  self-evident. 

Some  of  the  questions  which  should  arise  in 
one’s  mind  in  considering  renal  infection,  are, 
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first,  is  it  chronic  or  acute ; second,  which  is  the 
responsible  organism ; third,  is  the  infection  uni- 
lateral or  bilateral ; fourth,  what  is  the  degree  of 
functional  renal  impairment ; and,  fifth,  is  there 
some  accessory  urogenital  abnormality  present  or 
is  the  infection  only  focal  in  origin  ? 

Hinman’s  classification  of  renal  infections  has 
been  followed  because  it  is  most  easily  correlated 
with  clinical  findings,  etiology,  and  pathology. 

1.  THE  UROGENITOGENOUS  GROUP  OF  RENAL 
INFECTIONS 

This  is  the  largest  and,  therefore,  the  most  im- 
portant clinical  group  for  consideration.  Its  di- 
agnosis, of  necessity,  is  always  instrumental,  and 
the  diagnosis  of  the  focal  group  of  renal  infec- 
tions is  usually  made  by  exclusion  of  any  urogen- 
ital abnormality. 

(a)  THE  OBSTRUCTIVE  TYPE  OF  RENAL 
INFECTIONS 

In  general,  the  obstructive  types  of  renal  in- 
fections may  be  adynamic  or  mechanical.  Re- 
moval of  the  cause  is  frequently  all  that  is  re- 
quired to  clear  the  infection  (Case  I).  All  grades 
of  pathological  change  may  occur;  that  is,  pye- 
litis, pyelonephritis,  perinephritis,  pyonephrosis. 
In  the  latter  degrees  of  functional  impairment  of 
the  kidney,  removal  of  the  obstruction  may  not 
result  in  return  of  function,  depending  on  the 
duration  and  severity  of  the  disease  (Case  II). 
Adynamic  stasis  produces  less  extensive  infec- 
tious lesions  as  a rule.  Vesicle  stasis,  as  that 
met  with  in  cord  bladders,  produces  renal  ob- 
struction (Case  III).  Simple  pyelitis  and  pye- 
lonephritis heal  without  impairment  of  function  if 
the  obstruction  is  relieved,  as  will  also  early  in- 
fected hydronephroses.  Fulminating  types  of 
pyelonephritis  are  serious,  occasionally  resulting 
in  cortical  abscesses  or  secondary  atrophic  pye- 
lonephritis, and,  if  bilateral  are  usually  fatal. 
Perirenal  and  periureteropelvic  abscesses  often 
complicate  obstructive  lesions. 

Immediate  instrumentation  in  all  cases  of  def- 
initely obstructive  lesions  is  necessary  because 
diagnosis  and  drainage  are  of  prime  importance. 
Relief  of  the  effects  of  the  obstruction  is  neces- 
sary by  urethral  or  ureteral  catheter,  cystostomy, 
or  nephrostomy,  all  of  which  would  be  prepara- 
tory to  removal  of  the  obstruction  later.  Occa- 
sionally direct  and  immediate  removal  of  the  ob- 
struction, itself,  is  indicated,  as  in  obstruction 
due  to  ureteral  calculus.  If  the  infection  equals 
or  exceeds  in  severity  the  obstructive  change,  then 
treatment  must  be  directed  to  it,  as  in  ascending 
suppurative  pyelonephritis  (nephrectomy),  and 


secondary  atrophic  pyelonephritis  (nephrectomy). 
So  much  for  the  obstructive  renal  infections  in 
general. 

Obstructive  Renal  Infection  in  Children  : Renal 
infections  in  children  are  of  great  interest,  and 
are  acute,  chronic,  or  recurrent.  The  chronic  or 
recurrent  pyelitis  in  children  is  usually  obstruc- 
tive. Infections  of  infancy  present  no  special 
peculiarities,  the  pathological  changes  being  the 
same  as  those  found  in  adults.  Bacillus  coli  is 
by  far  the  most  common  organism  responsible. 
In  hematogenous  infection  in  children,  the  respir- 
atory and  intestinal  tracts  are  the  chief  sources 
of  infection.  In  female  infants,  however,  ascen- 
sion is  frequent.  Hematogenous  infections  may 
also  result  from  pneumonia,  influenza,  or  other 
infectious  fevers  of  children,  but  chronic  types  of 
infection  outside  the  urogenitogenous  group  are 
uncommon,  and,  even  in  these,  stasis  may  play  a 
part.  When  an  acute  renal  infection  of  childhood 
becomes  chronic,  obstruction  or  stasis  is  the  usual 
reason.  Congenital  anomalies  are  the  most  Re- 
quest cause  of  obstruction  in  childhood  (Case 
III).  Children  having  renal  infections  which 
fail  to  clear  up  (urine  negative  on  culture)  should 
have  a complete  physical  examination  and  urolo- 
gical study,  in  order  to  discover  possible  foci  of 
infection,  or  any  accessory  urogenital  factors.  In 
children  these  factors  are  usually  disfunction  of 
the  bladder,  such  as  is  present  in  some  cases  of 
spina  bifida  (Case  III)  ; urethrovesical  abnormal- 
ities, such  as  posterior  urethral  valves  in  boys ; 
contracture  of  the  vesical  neck;  urethral  stric- 
ture; vesical  diverticulum;  ureteral  abnormalities, 
as  ureterocele,  ureteral  valves,  constrictions,  du- 
plication, angulation,  dilatation  and  abnormal  op- 
enings ; hydronephrosis  from  pelvic  or  uretero- 
pelvic  obstruction ; abberant  bands  and  blood  ves- 
sels ; and  calculi.  Mention  should  also  be  made 
of  horseshoe  kidney,  double  kidney,  and  ectopic 
kidney. 

Renal  Infections  of  Pregnancy.  Renal  infec- 
tions of  prenancy  are  usually  obstructive  in  na- 
ture, the  pregnancy  itself  being  the  obstructive 
factor,  and  infection  occurs  in  about  ten  per  cent 
of  all  pregnant  women.  Bacillus  coli  is  the  or- 
ganism responsible  in  eighty  per  cent  of  these 
cases,  usually  originating  from  the  intestinal 
tract,  but  it  may  also  be  responsible  through  as- 
cension. The  usual  explanation  of  the  infection 
is  that  of  uterine  compression  of  the  ureters  on 
the  brim  of  the  pelvis.  The  right  ureter  suffers 
most  because  of  its  somewhat  more  lateral  posi- 
tion, because  of  the  cushioning  effect  of  the  sig- 
moid overlying  the  left  ureter,  and  also  because 
of  its  forward  thrust  and  consequent  backward 
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thrust  of  the  uterus  ou  the  right  side.  However, 
this  does  not  explain  the  very  early  dilatation  of 
the  ureters,  even  as  early  as  the  sixth  week. 
There  are  other  explanations,  such  as  hyperplasia 
of  the  connective  tissue  and  engorgement  of  the 
blood  vessels.  Also,  some  observers  have  de- 
scribed a concentric  hypertrophy  of  the  entire 
ureteral  wall,  and  constriction  of  the  ureter 
which  this  causes  is  increased  further  by  hyper- 
trophy of  the  ureteral  sheath  in  the  form  of  an 
encircling  ring.  In  later  weeks,  also,  the  fetal 
head  pushing  up  into  the  bladder  region  causes 
the  trigone  to  elevate  and  the  ureteral  orifices  to 
separate,  which  may  cause  obstruction  at  the 
juxtavesical  portion  of  the  ureters.  Dilatation  of 
the  ureters,  as  revealed  by  pyelograms,  is  usually 
constant  with  infections  of  pregnancy  (Case  IV). 
One  author  found  by  excretory  urography  that 
all  of  one  hundred  women,  after  the  fifth  month, 
had  dilatation  of  the  lumbar  ureters. 

In  a good  proportion  of  cases  the  infection  oc- 
curs post  partum,  probably  as  the  result  of  resi- 
dual urine.  Retention  of  urine  may  be  explained 
by  the  injury  of  the  nervus  pudendus,  the  result 
of  pressure  of  the  head  on  the  ramus  of  the  ish- 
ium  and  the  inner  border  of  the  pubis.  Such  in- 
jury may  diminish  or  abolish  the  “first  desire  to 
void”  reflex  and  hence  residual  urine  results. 
Another  explanation,  particularly  in  cases  in 
which  episiotomy  is  done,  is  that  this  may  set 
up  an  inhibitory  reflex  through  the  nerves  sup- 
plying the  perineal  region  (second  and  third 
sacral),  resulting  in  inhibition  of  the  parasacral 
inervation  of  the  bladder.  In  other  words,  there 
is  an  abolition  or  diminution  of  the  nervous  con- 
trol of  the  emptying  mechanisms  of  the  bladder 
and  overactivity  of  the  sympathetic  or  dilating 
nerves  of  the  bladder.  If  there  is  any  difficulty 
in  voiding,  or  any  retention  of  urine  following 
delivery,  prompt  catheterization  will  tend  to  min- 
imize post-partum  pyelitis. 

The  usual  pathology  of  pyelitis  of  pregnancy  is 
that  of  diffuse  exudative  pyelonephritis,  but  any 
of  the  various  pathological  pictures  may  be 
seen,  some  going  on  to  the  end  stages,  as  already 
noted  in  ordinary  obstructive  infections.  As  a 
rule,  healing  is  prompt  and  the  so-called  physi- 
ological changes  (dilatation)  undergo  involution 
along  with  the  uterus  after  delivery.  The  diag- 
nosis is  no  different  than  in  other  cases.  Those 
patients  with  a history  of  previous  urinary  trou- 
ble require  special  study,  and  all  those  in  whom 
ordinary  oral  medication  is  ineffective  should 
have  instrumental  urological  investigation,  both 
for  diagnosis  and  for  treatment.  There  is  no 
place  in  the  realm  of  urology  where  the  indwell- 


ing ureteral  catheter  is  of  so  much  benefit.  Ure- 
teral catheters  should  be  inserted  if  the  patient 
presents  severe  toxic  symptoms,  high  prolonged 
fever,  and  recurrent  flare-ups.  By  this  means, 
marked  pyrexias  usually  disappear  rapidly.  The 
catheters  may  be  retained  from  eight  to  twelve 
days,  but  alkaline  incrustations  are  likely  to  form 
on  them  if  left  longer.  To  minimize  incrusta- 
tions, the  urine  must  be  kept  acid.  Pituitary  ex- 
tract has  been  recommended  for  increasing  ure- 
teral tone  and  stimulating  peristalsis,  which  may 
be  helpful  in  mild  and  early  cases.  The  surgical 
approach  is  no  different,  except  insofar  as  the 
pregnancy  is  concerned.  It  is  desirable  and.  usu- 
ally possible  to  carry  the  patient  to  term.  Ne- 
phrectomy, temporary  nephrostomy,  etc.,  may  be 
indicated. 

(b)  THE  URETHRAL  TYPE  OF  URINARY 
INFECTIONS 

This  group  comprises  those  infections  in  which 
the  primary  source  of  renal  infection  has  been  by 
way  of  the  urethra.  Its  classification  is  merely 
one  of  source  of  infection,  and  its  importance  is 
that  of  prevention  and  eradication  of  the  source 
to  prevent  recurrence  after  cure  of  the  original 
attack.  Ascension  to  the  bladder  up  the  short 
female  urethra  is  common.  Urethritis  may  be 
absent,  though  a mild  degree  of  inflammation 
may  mark  the  progress  of  its  ascent.  Colon  ba- 
cili  frequently  inhibit  the  normal  urethra  of 
healthy  women.  Spontaneous  ascension  of  in- 
fection from  soiled  diapers  in  the  infant,  or  in 
the  presence  of  leukorrhea  in  adult  females,  pos- 
sibly accentuated  by  cohabitation,  is  frequently 
seen.  Ascension  up  the  male  urethra  is  similar 
but  may  secondarily  infect  the  prostate,  etc.,  then 
later  the  kidneys  through  the  blood  stream.  The 
infection  may  be  limited  to  the  lower  urinary 
tract  producing  a cysto-urethritis  in  women.  The 
common  trigonitis  of  women  and  cystitis  in  chil- 
dren are  illustrations.  Not  being  associated  with 
obstruction  or  stasis,  this  type  of  infection  clears 
up  after  a few  weeks,  but  it  may  then  recur  from 
the  same  source.  Passage  of  sounds,  or  any  in- 
strumentation of  the  urethra,  may  permit  the 
penetration  of  organisms  already  present  to  the 
blood  stream  (urethral  chills),  may  cause  reflex 
spasms  and  antiperistalsis  (epididymitis),  or 
cause  vesico-ureteral  reflux  (causing  renal  infec- 
tion). Treatment  is  similar  to  other  infections 
of  the  kidney  with  special  emphasis  on  eradica- 
tion of  the  primary  urethral  or  lower  urinary 
source. 

2.  FOCAL  GROUP  OF  RENAL  INFECTIONS 

The  focal  renal  infections  are  hematogenous 
in  origin  from  a focus  of  infection  elsewhere,  and 
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there  is  no  accessory  urogenital  factor  present. 
The  latter  distinguishes  this  group  from  many 
of  the  obstructive  types  of  renal  infection  which 
may  also  be  caused  from  a distant  focus.  This 
group  is  also  to  be  distinguished  from  urethral 
groups. 

(a)  FOCAL  STAPHYLOCOCCUS  NEPHRITIS, 
CORTICAL  ABSCESSES,  AND  CARBUNCLE 

This  is  a distinct  group,  the  end-stages  of 
which  are  carbuncle  and  peri-nephritic  abscess. 
These  occur  in  early  adult  life,  more  frequently 
in  males.  The  portal  of  entry  is  most  commonly 
from  infections  of  the  skin,  such  as  boils  and  car- 
buncles, but  occasionally  this  group  may  be  due 
to  other  infections  such  as  otitis  media,  osteomye- 
litis, etc.  There  is  always  unilateral  involvement. 
The  kidney  is  involved  in  varying  degrees  of  in- 
tensity. If  the  infection  is  very  acute,  death  may 
result  unless  nephrectomy  or  drainage  is  done 
early,  while  on  the  other  hand,  some  cases  are 
very  mild  and  undoubtedly  many  remain  unrecog- 
nized and  go  on  to  spontaneous  recovery.  Not 
all  staphylococcic  infections  go  on  to  abscess  for- 
mation, an  inflammation  merely  resulting.  If 
this  is  mild,  spontaneous  recovery  occurs ; if  ma- 
lignant, nephrectomy  is  indicated.  The  pelvis  is 
generally  not  involved  and  therefore  the  urine 
remains  sterile.  These  infections  must  be  dif- 
ferentiated from  the  ascending  type  of  renal  in- 
fection which  may  go  on  to  multiple  abscess  for- 
mation, but  in  the  latter  group,  the  colon  bacillus 
and  pus  will  be  found  in  the  urine.  A typical 
case  of  staphylococcic  carbuncle  is  that  reported 
in  Case  VII.  Case  VI,  while  not  typical,  is 
illustrative. 

Obviously,  the  important  consideration  of  this 
type,  the  focal  staphylococcic  infection,  is  to  keep 
it  constantly  in  mind  in  order  to  insure  early 
diagnosis  and  drainage.  So  frequently  the  dis- 
ease is  mistaken  for  one  of  the  infectious  fevers, 
an  intra-abdominal  inflammation  as  appendicitis, 
or  cholecystitis,  or  some  respiratory  infections 
such  as  pleurisy,  until  the  lesion  has  progressed 
sufficiently  to  give  renal  symptoms,  or  until  after 
the  process  has  extended  to  the  perirenal  tissues. 
Occasionally  perinephritic  infection  runs  an  ex- 
ceedingly chronic  course.  It  may  become  walled 
off  and  be  freely  movable  in  the  perinephritic 
capsule,  the  findings  then  simulating  renal  tumor. 
It  is  interesting  that  of  twenty-two  cases  of  car- 
buncle of  the  kidney,  collected  by  Lazarus,  only 
four  were  diagnosed  before  operation.  Surely 
many  cases  of  perinephritic  abscess  are  not  diag- 
nosed until  post  mortum. 

The  treatment  of  choice  has  been  indicated — 
drainage  promptly  and  nephrectomy  in  diffuse 


fulminating  types  and  advanced  carbuncle.  Fur- 
ther consideration  will  be  given  to  perinephritic 
abscess.  Generalized  septicemias  with  embolic 
foci  in  other  organs,  as  well  as  in  both  kidneys, 
should  not  be  considered  in  this  group. 

(b)  FOCAL  PYELONEPHRITIS 

These  infections  are  similar  to  the  focal  staphy- 
lococcic group  in  that  they  are  also  hematogenous 
and  there  is  no  accessory  urogenital  factor  pres- 
ent. However,  the  causative  organism  is  one 
other  than  the  staphylococcus.  Bacillus  coli  is 
the  offender  in  ninety  per  cent  of  the  cases. 

Acute  Focal  Pyelonephritis.  The  diagnosis 
rests  on  the  exclusion  of  all  forms  of  the  uro- 
genitogenous  group,  obstructive  as  well  as  ure- 
thral, and  of  staphylococcus  infection ; therefore, 
the  diagnosis  is  clinical  and  not  pathological.  The 
focus  is  usually  the  intestinal  tract.  It  must  be 
remembered  that  this  type  of  infection  is  rare,  in 
that  there  usually  is  some  evidence  of  stasis  or 
obstruction  which  would  place  it  in  the  obstruc- 
tive group.  In  children  the  obstructive  element 
is  more  frequently  absent.  Acute  focal  pyelone- 
phritis occasionally  occurs  postoperatively.  In- 
fections which  fall  into  this  group  always  show 
changes  in  the  urine  with  presence  of  pus,  blood, 
and  organisms.  The  infection  is  always  bilateral 
and  there  is  no  diminution  in  the  function  of  the 
kidneys.  These  facts  will  differentiate  it  from  the 
staphylococcic  group,  in  which  there  is  no  change 
in  the  urine  and  the  infection  is  unilateral. 

The  onset  may  be  similar  to  that  of  any  acute 
infection,  with  chills,  malaise,  fever,  etc.,  or  the 
unset  may  be  insidious.  Because  of  the  infected 
urine,  there  result  urinary  symptoms  of  fre- 
quency, burning,  or  tenesmus.  These  symptoms 
in  a patient  who  does  not  appear  very  ill  will 
suggest  acute  focal  pyelonephritis  rather  than 
focal  staphylococcic  infection.  Complicating  gas- 
trointestinal symptoms  frequently  are  trouble- 
some. Since  these  patients  are  not  as  toxic,  nor 
as  ill  as  the  staphylococcic  type,  they  rarely  die. 
Usually  the  acute  symptoms  subside  in  four  to 
fourteen  days.  However,  the  infected  urine  per- 
sists, but  in  the  fortunate  cases  will  clear  up  in 
two  or  three  weeks  more.  Those  less  fortunate 
have  recurrences,  or  become  chronic  and  fall  into 
the  chronic  focal  pyelonephritic  group. 

Chronic  Focal  Pyelonephritis.  This  may  fol- 
low the  acute  infection,  and  the  chronic  form  may 
last  for  many  years.  However,  the  urinary  func- 
tion remains  good.  There  is  marked  variability 
in  the  amount  of  pus  in  the  urine ; some  days  the 
urine  may  be  clear,  and  some  days  laden  with 
pus  cells.  Also,  one  day  pus  may  be  noted  in 
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the  urine  from  one  kidney,  the  next  day  it  may 
be  sterile  and  pus  found  in  the  urine  from  the 
opposite  side,  alternating  thus  day  by  day.  Ob- 
viously, one  urine  examination  is  insufficient. 
Between  attacks  the  patient  may  feel  well. 

The  diagnosis  is  rather  difficult,  and  requires 
complete  urological  investigation  with  exclusion 
of  all  urogenitogenous  causes.  Its  chronicity, 
normal  kidney  function,  pus  and  bacteria  in  the 
urine,  and  the  lack  of  tenderness  in  the  loin  are 
helpful  guides.  The  pyelogram  is  typical.  There 
is  deformity  of  the  upper  ureter  without  much 
change  in  the  pelvis  and  calyces,  resulting  from 
inflammatory  atony  and  temporary  obstruction 
from  edema  of  the  lower  ureter.  All  foci-teeth, 
tonsils,  appendix,  gallbladder,  etc.,  must  be  ex- 
cluded, as  well  as  the  gastrointestinal  tract, 
which  is  a most  potent  source  particularly  in 
women. 

Atrophic  Focal  Pyelonephritis.  This  is  the 
end  stage  of  the  foregoing  group.  It  may  also 
be  an  end  stage  of  any  other  type  of  infection  of 
the  kidney,  particularly  of  multiple  abscesses  of 
the  kidney  whether  obstructive  or  focal  in  origin. 
This  is  the  contracted  functionless  kidney.  The 
x-ray  findings  are  of  a small  kidney  outline ; the 
renal  pelvis  is  not  dilated  but  the  calyces  are  con- 
stricted, with  the  minor  ones  irregular  in  outline 
and  reduced  in  size,  and  the  major  ones  narrowed 
and  appearing  elongated  as  a consequence.  The 
pelvis  may  also  be  markedly  shrunken.  These 
kidneys  must  be  distinguished  from  infected  in- 
fantile kidneys,  the  contracted  kidneys  of  Bright’s 
disease,  the  arteriosclerotic  contracted  kidney 
with  secondary  infection,  and  infarction  or  tor- 
sion with  atrophy. 

The  treatment  of  focal  pyelonephritis  is  highly 
individual.  Search  for  foci  has  been  mentioned, 
bowel  stasis  must  be  corrected,  and  ureteral  dila- 
tation and  renal  pelvic  lavages  have  their  place. 
Instrumentation  is  contra-indicated  in  the  most 
acute  stages,  and  even  the  chronic  cases  will  oc- 
casionally be  thrown  into  the  acute  state  by  cysto- 
scopy and  pyeloscopy.  However,  this  does  not 
detract  from  the  usefulness  of  these  procedures 
repeatedly  in  difficult  diagnostic  cases  in  order  to 
rule  out  obstructive  lesions.  Occasionally  in  uni- 
lateral cases,  or  in  bilateral  cases  when  one  side 
is  more  greatly  advanced,  nephrectomy  is  indi- 
cated. 

(c)  INTERCURRENT  NEPHRITIS  AND 
PYELONEPHRITIS 

These  infections  occur  at  the  height  of  an  in- 
fectious disease,  and  are,  therefore,  a most  com- 
mon form  of  infection  in  children  in  whom  they 


frequently  are  discovered  only  when  urinalysis 
is  done.  Gross  hematuria  is  common,  red  blood 
cells  are  almost  always  found  microscopically,  pus 
is  present  in  abundance,  and  the  organism  can 
be  found  on  stained  smear.  Occasionally  casts  of 
all  descriptions  are  found. 

The  bacillus  typhosus  is  occasionally  a cause. 
One  such  case  was  admitted  to  the  venereal  ward 
with  an  acute  urethritis.  Since  this  patient  had 
a fever  of  102  F.,  no  gonnococci  in  the  urethral 
discharge,  but  some  tenderness  in  the  right  kid- 
ney region,  he  was  submitted  to  cystoscopy  in 
spite  of  the  urethritis.  A large  right  ureterocele 
was  present,  through  the  center  of  which  opened 
a very  narrow  ureteral  orifice.  The  urine  from 
the  right  side  was  loaded  with  pus  cells,  and  the 
pyelo-ureterogram  showed  a large  dilated  kidney 
pelvis  and  megaloureter.  Because  of  prolonged 
fever  and  sub-acute  bronchitis,  typhoid  fever 
was  suspected.  The  Widal  test  was  definitely 
positive ; later  the  typhoid  bacillus  was  isolated 
from  the  urine  and  urethral  discharge.  This  was 
a true  case  of  that  rare  condition,  typhoid  ure- 
. thritis  and  pyelitis,  the  latter  secondary  to  an 
obstructive  lesion  at  the  ureterovesical  junction, 
the  ureterocele.  This  type  of  case  may  later  be- 
come a typhoid  carrier. 

Treatment  obviously  is  directed  to  the  primary 
cause,  the  infectious  fever.  In  fortunate  cases 
the  kidney  infection  will  subside  with  the  cure 
of  the  primary  disease.  However,  this  may  be 
the  beginning  of  a focal  pyelonephritis  of  a 
chronic  nature,  particularly  if  there  is  any  ac- 
cessory urological  condition  present. 

(Completed  in  next  number) 

IN  THE  COURT  RECORDS 

Mr.  Worthington:  “Doctor,  in  language  as 
nearly  popular  as  the  subject  will  permit,  will  you 
please  tell  the  jury  just  what  the  cause  of  this 
man’s  death  was?” 

The  Witness : “Do  you  mean  the  proxima 
causa  mortis?” 

Mr.  Worthington:  “I  don’t  know,  Doctor.  I 
will  have  to  leave  that  to  you.” 

The  Witness : “Well,  in  plain  language,  he 
died  of  an  edema  of  the  brain  that  followed  a 
cerebral  thrombosis  or  possibly  embolism  that 
followed,  in  turn,  an  arteriosclerosis  combined 
with  the  effect  of  a gangrenous  cholecystitis.” 

A Juror:  “Well,  I’ll  be  God  damned.” 

The  Court:  “Ordinarily  I would  fine  a juror 
for  saying  anything  like  that  in  court,  but  I can- 
not in  this  instance  justly  impose  a penalty  upon 
you,  sir,  because  the  court  was  thinking  exactly 
the  same  thing.” — /.  A.  M . A. 
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Embryologically  and  clinically,  aberrant  thy- 
roid tissue  may  be  defined  as  any  or  all  portions 
of  thyroid  tissue  in  other  than  the  normal  posi- 
tion of  the  thyroid  gland  and  not  connected  with 
it.  Although  thyroid  tissues  may  be  found  in 
parts  of  the  body  far  removed  from  the  normal 
anatomical  position  of  the  thyroid,  it  is  our  pur- 
pose to  discuss  in  this  paper  only  those  aberrant 
types  which  are  the  result  of  some  arrest,  retarda- 
tion or  other  abnormality  occurring  in  the  de- 
velopment of  the  thyroid  gland.  Such  abnor- 
malities may  be  located  anywhere  along  the  de- 
velopment tract,  beginning  at  the  foramen  cecum 
in  the  floor  of  the  primitive  mouth  and  ending 
at  or  below  the  level  of  the  position  the  gland 
normally  takes  in  front  of  the  trachea,  as  shown 
in  Fig.  1. 
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Fig.  1.  Location  of  aberrant  tumors  along  developmental  tract. 

For  our  discussion,  a classification  such  as 
the  following  will  suffice:  (1)  Lingual  thyroid 
and  thyroid  tissue  found  along  the  thyroglossal 
tract.  (2)  Lateral  aberrant  thyroid  nodules  which 
are  found  in  the  neck  lateral  to  the  jugular  vein 
and  (3)  the  extremely  rare  intrathoracic  thyroid 
with  no  connection  with  the  main  body  of  the 
normal  thyroid. 

Aberrant  thyroid  tumors  of  the  lingual  and 
lateral  variety  are  rare.  Lazarus  and  Rosen- 
thal^ find  only  fifty-one  cases  of  lateral  aber- 
rant thyroid  recorded  up  to  1934.  Undoubtedly 
many  of  these  cases  remain  unreported  or  un- 
diagnosed. Lateral  aberrant  masses  are  even 
more  rare  than  the  lingual  type,  of  which 
Lyday(2)  could  only  find  130  cases  in  the  litera- 

:i From  the  Department  of  Pathology.  The  Creighton  University 
School  of  Medicine  and  St.  Joseph’s  Hospital,  Omaha,  Nebraska. 
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ture  up  to  1934.  Miller(3)  states  that  lingual 
thyroid  was  found  only  twice  in  7600  operations 
at  the  Lahey  Clinic  in  Boston. 

The  embryology  of  the  thyroid  gland  can  be 
found  in  any  standard  text ; to  avoid  repetition 
we  will  discuss  it  briefly  only  in  its  relation  to  the 
development  of  aberrant  tissue.  The  median  an- 
lage  in  the  floor  of  the  primitive  pharynx  is  the 
source  of  the  whole  of  the  functioning  thyroid 
in  the  adult.  During  its  backward  and  downward 
growth  it  retains  its  connection  with  its  site  of 
origin  by  a stalk,  the  thyroglossal  duct.  The  ori- 
fice of  this  stalk  or  duct,  at  the  site  of  origin,  is 
called  the  foramen  cecum.  The  gland  at  this 
point  appears  like  a pouch.  During  migration 
into  the  neck  the  pouch  becomes  bi-lobed.  Later 
the  stalk,  or  thyroglossal  duct,  atrophies  and  the 
bi-lobed  pouch  becomes  differentiated  into  the 
isthmus  and  the  lateral  lobes  of  the  thyroid  gland. 
Thyroid  tissue  then  may  be  found  at  any  point 
along  the  course  in  the  descent  of  the  median 
anlage,  from  the  original  position  at  the  foramen 
cecum  to  the  ultimate  site  on  the  upper  tracheal 
rings.  To  be  more  specific,  we  may  find  it  at 
the  foramen  cecum  as  a lingual  thyroid,  in  the 
substance  of  the  tongue  as  an  intralingual  thyroid, 
below  the  hyoid  bone  in  the  lower  part  of  the  thy- 
roi-glossal  duct  (pyramidal  lobe),  and  finally  as 
normal  gland.  (See  Figure  1). 

The  lateral  aberrant  masses  in  the  neck  are 
possibly  small  pieces  of  the  original  which  have 
wandered  off  to  some  position  other  than  that 
of  the  normal  descent.  Another  possible  origin  is 
from  clusters  or  groups  of  cells  which  arise  from 
the  posterior  aspect  of  the  fifth  branchial  pouch. 
These  cell  groups  in  their  migration  may  fail  to 
meet  and  fuse  with  the  thyroid  proper  and  later 
become  activated  and  give  rise  to  tumors.  Activa- 
tion of  several  such  embryonic  rests  with  re- 
sultant formation  of  tumor  masses  may  occur  in 
the  same  individual  at  various  times.  Such  suc- 
cessive appearances  are  probably  not  recurrences 
of  previously  removed  masses,  but  rather  activa- 
tions of  different  embryonic  rests. 

LINGUAL  THYROID 

A lingual  thyroid  is  a firm  solid  tumor  located 
in  the  midline  on  the  posterior  third  of  the  tongue. 
The  surface  is  dull  red,  slightly  lobular  and 
bleeds  easily  is  abraded.  The  base  is  broad,  ex- 
tending well  out  to  either  side  of  the  tongue. 

In  the  differential  diagnosis  one  must  consider 
a lingual  tonsil,  carcinoma,  sarcoma,  gumma  and 
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tuberculosis.  The  lingual  thyroid  dates  from  birth, 
with  very  little  or  no  change  in  size  or  consist- 
ency. It  produces  no  pain  or  discomfort,  but  its 
location  and  size  cause  difficulty  in  talking  and 
swallowing.  Malignancy  and  gumma,  on  the  oth- 
er hand,  are  of  recent  and  comparatively  rapid 
development,  and  soon  ulcerate.  Constitutional 
symptoms  help  to  differentiate  gummata.  Tuber- 
culosis is  a possibility,  but  occurs  as  small  mul- 
tiple rapidly  forming  caseous  ulcers  and  usually 
there  is  tuberculosis  in  the  lungs  or  larynx. 

After  a diagnosis  of  lingual  goiter  is  made,  it 
is  important  to  determine  whether  this  lingual 
mass  is  the  whole  of  the  functioning  thyroid  ( un- 
descended thyroid  remnant),  or  whether  it  is  ac- 
cessory thyroid  tissue  in  the  thyroid  tract.  Since 
a lingual  thyroid  is  usually  the  result  of  thyroid 
development  without  descent,  it  can  be  expected 
that  such  tumors  represent  the  whole  of  the  act- 
ing thyroid  tissue  of  the  body.  The  absence  of 
a palpable  isthmus  in  the  pretracheal  region  is 
good  evidence  that  such  a lingual  goiter  is  an 
ectopic  rather  than  an  accessory  thyroid.  A pre- 
operative B.M.R.  should  be  determined  to  pre- 
pare for  thyroid  feeding  immediately  upon  the 
appearance  of  symptoms  of  myxedema.  The  de- 
velopment of  this  sequel  is  illustrated  by  the  fol- 
lowing case : 

No.  R 7142.  Admitted  Dec.  3,  1926.  A 35-year-old 
woman  was  admitted  because  of  dysphagia  for  2 
years. 

Examination  disclosed  a pigeon-egg  sized  mass  on 
the  base  of  the  tongue,  overhanging  the  larynx  and 
interfering  with  swallowing.  She  was  mentally  slug- 
gish. The  diagnosis  rested  between  lingual  tonsil 
and  lingual  thyroid.  Because  of  mechanical  interfer- 
ence it  was  necessary  to  remove  the  mass.  The  tis- 
sue removed  proved  to  be  thyroid  tissue  with  no 
evidence  of  hyperplasia  and  evidently  was  the  only 
thyroid  tissue  in  the  body.  Shortly  after  the  opera- 
tion the  patient  developed  frank  myxedema. 

LATERAL  ABERRANT  THYROID 

Lateral  aberrant  masses  of  thyroid  tissue  are 
not  as  easily  recognized  as  the  lingual  types,  be- 
cause they  are  located  in  an  area  where  other 
tumor  masses  produce  almost  identical  physical 
signs.  A positive  clinical  diagnosis  is  usually 
based  upon  the  fact  that,  although  present  since 
birth,  increase  in  size  takes  place  at  puberty  or 
later.  Such  tumors  are  usually  unilateral,  tend 
to  become  cystic,  grow  slowly  and  are  smooth.  If 
not  cystic  they  are  soft  and  often  fluctuate  in 
size  during  menstruation.  They  are  usually  lo- 
cated in  the  anterior  triang'le.  In  some  cases  they 
are  in  close  proximity  to  the  angle  of  the  jaw  and 
in  some  as  low  as  the  supra  clavicular  fossa.  (See 
Fig.  No.  2).  They  may  occur  as  single  or  mul- 
tiple nodules  and  are  not  tender  on  palpation. 
Usually  they  cause  no  subjective  symptoms. 


In  differentiating  lateral  aberrant  thyroid 
masses  from  other  swellings  in  this  region  of  the 
neck  one  must  consider  especially  branchiogenic 


carcinoma,  branchial  cysts,  carotid  body  tumors 
and  all  conditions  which  cause  enlargement  of 
lymphatic  glands.  Acute  inflammatory  swellings 
of  cervical  lymph  glands  are  usually  accompanied 
by  sore  throat  and  are  quite  frequently  fore-run- 
ners of  epidemic  maladies.  Chronic  swellings  due 
to  lymphatic  leukemia  or  Hodgkin’s  disease  are 
accompanied  by  similar  swellings  in  other  regions 
where  such  glands  are  normally  found.  All  lymph 
node  swellings,  whether  caused  by  the  aforemen- 
tioned diseases  or  by  lymphosarcoma,  tuberculo- 
sis or  syphilis,  develop  more  rapidly.  In  tuber- 
culous lymphadenitis  there  is  often  the  character- 
istic matting  of  the  glands  and  adhesion  to  the 
skin.  If  the  swelling  is  due  to  syphilis  there  is 
often  evidence  of  this  disease  elsewhere,  with  a 
history  and  positive  Wassermann. 

In  dealing  with  lateral  masses  we  do  not  fear 
myxedema,  as  in  the  lingual  thyroid,  but  have 
an  entirely  different  problem.  Since  they  are  al- 
most always  accessory  thyroids,  their  removal 
does  not  produce  myxedema.  Their  importance 
depends  upon  their  marked  malignant  tendencies. 
Simultaneous  malignant  changes  may  even  oc- 
cur in  the  aberrant  nodules  and  the  thyroid  prop- 
er. Therefore,  it  is  important  to  look  for  malig- 
nant changes  in  the  normally  located  thyroid 
when  malignancy  is  found  in  the  aberrant  nodules. 

Lawton (4)  points  out  the  similarity  between 
papilliferous  adenomata  of  the  thyroid  gland  and 
tumors  of  lateral  aberrant  thyroid  tissue.  This 
would  suggest  the  possibility  of  a common  origin 
for  these  tumors,  probably  epithelial  rests  from 
the  fifth  branchial  pouch. 
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The  following  case  illustrates  later  aberrant 
thyroid  tumors : 

E.  T.  S.,  a 28-year-old  white  male  was  admitted 
on  the  service  of  Dr.  J.  W.  Duncan,  complaining  of 
swelling  in  his  neck  for  6 months.  He  first  noticed 
the  swelling  when  his  collar  appeared  too  small. 

Examination  revealed  the  left  anterior  cervical 
glands  palpable,  enlarged  but  not  tender. 

At  operation  there  was  found  a cystic  mass  3 cm. 
in  diameter,  containing  some  dark  fluid,  lying  over 
the  deep  vessels  and  not  connected  with  the  thyroid. 
The  lymph  nodes  were  not  enlarged.  The  cyst  had 
a papillary  lining.  The  final  diagnosis  was  papillary- 
cystic  adenoma  of  the  lateral  aberrant  thyroid  tissue. 

Subsequent  course — he  was  readmitted  5 years 
later  on  Nov.  3,  1933,  complaining  again  of  a mass  in 
the  left  side  of  his  neck  and  a smaller  swelling  in 
the  midline  of  his  neck  in  the  region  of  the  thyroid. 

A small  mass  could  be  palpated  in  the  left  lobe  of 


Fig.  3.  Papilloma  of  aberrant  thyroid. 


the  thyroid  and  a smaller  one  beneath  the  sterno- 
mastoid  muscle. 

At  operation  the  mass  in  the  left  lobe  of  the  thyroid 
gland  proved  to  be  a papillary  growth.  The  smaller 
nodule,  situated  below  the  sternomastoid  muscle,  had 
a similar  structure. 

Histologically  each  nodule  was  composed  of 


papillae  covered  by  a single  layer  of  cylindrical 
epithelium,  while  there  were  areas  of  edema  and 
calcareous  infiltration.  There  was  old  hemor- 
rhage and  phagocytosis  of  old  blood  pigment.  The 
final  pathological  diagnosis  was  papillary  ade- 
nomata of  the  left  lobe  of  the  thyroid  and  of  left 
aberrant  thyroid  tissue. 

This  case  illustrates  the  development  of  con- 
secutive independent  tumors  in  lateral  aberrant 
thyroid  masses,  as  well  as  the  simultaneous  de- 
velopment of  papillary  masses  in  the  thyroid  it- 
self and  aberrant  thyroid  tissue. 

SUMMARY 

1.  Lingual  thyroid  glands  are  rare.  They 
trouble  the  patient  by  mechanical  interference 
with  swallowing  and  talking.  Their  recognition 
is  important,  as  they  usually  represent  the  entire 
functioning  thyroid  tissue  of  the  body  and  re- 
moval of  the  entire  mass  causes  myxedema. 

2.  Lateral  aberrant  thyroid  masses  have  a dif- 
ferent origin  than  the  lingual  type.  They  are 
accessory  tissue  and  their  removal  can  usually 
be  accomplished  without  danger  of  myxedema. 
They  show  marked  cancerous  tendencies. 

3.  One  case  of  lingual  thyroid  and  one  of 
lateral  aberrant  thyroid  tumors  are  presented  to 
illustrate  the  more  important  facts  known  about 
these  conditions. 
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TRANSIENT  METHEMOGLOBINEMIA:  CASE  REPORT 

J.  K.  MILLER,  M.  D„  and  C.  H.  FARRELL,  M.  D., 
Department  of  Pathology  and  Clinical  Medicine, 

Hastings  State  Hospital, 

Ingleside,  Nebraska. 


Poisoning  due  to  overdoses  of  such  drugs  as 
the  nitrites  and  the  aniline  group  and  the  use 
of  methylene  blue  as  an  antidote  in  cyanide  and 
CO  poisoning  has  familiarized  the  profession 
with  the  clinical  entity  of  methemoglobinemia. 
The  following  case  due  to  oral  ingestion  of  a 
marking  ink,  whose  noxious  constituent  was 
nitrobenzene  had  a transient  course. 

CASE  REPORT 

B.  T.,  white  female  30  years  old,  was  discovered 
with  her  lips,  gums,  anterior  tongue  and  buccal  mu- 
cosa blackened  by  an  ink.  The  pharynx  showed  no 
blackening  and  the  mouth  was  immediately  cleansed. 


A check  on  the  ink  bottle  determined  the  fact  that 
not  more  than  two  (2)  drahms  could  have  been  in- 
gested. 

The  ink  was  taken  at  5 p.  m..  Sept.  1,  1935,  and 
during  the  night  the  patient  vomited  once  and  had 
three  (3)  fluid  stools  which  were  dark.  At  6:30 
a.  m.,  Sept.  2,  1935,  a mottled  cyanosis  of  the  lower 
extremities  and  trunk  were  noted.  The  fingers,  face 
and  neck  were  cyanotic  and  there  was  a leaden  hue 
to  the  lips  surrounded  by  a ring  of  pallor. 

The  odor  of  nitrobenzene  was  noted  in  the  ink  and 
a diagnosis  of  methemoglobinemia  made.  Cardiac 
stimulation  and  oxygen  inhalations  were  instituted. 
During  the  first  24  hours,  a hemic  murmur  was 
heard  and  pulse  of  90  to  110  per  minute  noted.  The 
cyanosis  began  to  fade  and  in  24  hours  after  inges- 
tion of  the  ink,  the  cyanosis  was  entirely  gone.  For 
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an  ensuing  period  of  several  days,  the  face  was 
flushed  while  there  was  a general  pallor  of  the  rest 
of  the  body.  At  no  time  was  the  respiratory  rate 
increased  and  no  dyspnea  was  noted.  The  recovery 
was  uneventful.  Blood  studies  after  one  week  were 
normal. 

Larboratory  findings:  Sept.  2,  1935,  R.B.C.,  4,900,- 
000;  hemoglobin,  120%  (Sahli).  Sept.  3,  1935,  R.B.C., 
4,230,000;  hemoglobin,  90%. 

Spectroscopic  examination  was  made  15  hours  after 
ingestion  of  the  ink.  Control  absorption  spectra  were 
made  on  normal  blood,  normal  urine  and  the  distilled 
water  used  in  dilution.  The  normal  urine  and  water 
showed  no  significant  absorption  phenomena.  The 
normal  blood  showed  two  dark  bands  between  the 
Fraunhofer  lines,  D and  E.  The  patient’s  urine  and 
blood,  in  neutral  solution,  showed  an  absorption  band 
between  the  C and  D lines,  centering  on  a wave  length 
of  630  millimicrons;  a second  lighter  band  centered 
on  a wave  length  of  580;  a broad  band  extended  from 
about  550  through  the  blue  and  violet.  Addition  of 
ammonium  sulfide  caused  the  disappearance  of  the 
630  band  and  the  characteristic  absorption  spectra  of 
reduced  hemoglobin  was  seen.  The  persistence  of  the 
band  in  the  orange  sector  (630)  after  the  addition  of 
ammonium  sulfide,  is  characteristic  of  sulhemoglobin. 

DISCUSSION 

Methemoglobin  is  an  oxidized  hemoglobin  in 
which  the  oxygen  is  more  firmly  united  than  in 
oxyhemoglobin  and  it  fails  to  give  up  the  oxygen 
in  vacuum  as  does  oxyhemoglobin.  Methemoglo- 
bin is  believed  to  have  only  half  the  number  of 
oxygen  atoms  of  oxyhemoglobin  (HbO  and 
Hb02).  Methemoglobin  is  formed  when  the 
blood  is  treated  with  nitrites  (MN02),  nitro- 
benzene (C6H5NO,),  chlorates,  analine  drugs 
and  other  agents.  The  resulting  chocolate  color 
of  the  compound  produces  the  high  colorimetric 
determinations.  If  sufficient  oxygenation  is  af- 
forded the  methemoglobin  of  the  blood  gradually 
disappears,  being-  partially  excreted  in  the  urine. 
It  has  been  suggested  that  the  blood  offers  a re- 
ducing substance  which  exerts  an  action  similar 
to  ammonium  sulfide  in  vitro,  reducing  the 
methemoglobin  to  reduce  hemoglobin. 

True  denitrifying  bacteria,  including  the  well 
known  colon  group  and  cocci  of  the  streptococcus 
and  pneumococcus  types  are  capable  of  produc- 
ing methemoglobin  in  vivo(1).  The  action  of 
the  nitrites  is  probably  more  properly  attributed 
to  the  bacterial  action  of  intestinal  flora. 

In  the  J.A.M.A.,  volume  100  under  the  sec- 
tion on  Correspondence,  there  are  a number  of 
enlightening  articles  concerning  the  therapeutic 
effects  of  methylene  blue  in  cyanide  and  CO 
poisoning.  Amongst  them(2)  is  the  statement  of 
Wendel(3)  who  shows  that  the  action  of  methy- 
lene blue  is  to  form  methemoglobin  at  the  ex- 
pense of  the  normal  functional  hemoglobin  and 
the  cyanide  is  fixed  as  a cyanmethemoglobin. 

Chronic  diarrhea  and  constipation  associated 
with  altered  metabolism  of  intestinal  flora  are 


symptoms  of  chronic  methemoglobinemia.  The 
asphyxial  features  result  in  weakness,  headaches 
of  a dull,  oppressive,  generalized  type  and  club- 
bing of  the  fingers.  Cyanosis  of  a leaden  hue  is 
characteristic.  Interestingly,  dyspnea  is  seldom 
encountered.  Positive  diagnosis  lies  in  a spectro- 
scopic examination. 

Low  protein  diets  and  autogenous  vaccines 
have  been  utilized  in  combating  bacterial  agen- 
cies, and  studies  of  the  intestinal  flora  may  safe- 
guard against  nitrite  poisoning.  In  the  acute 
case,  cardiac  stimulants  ond  oxygen  inhalations 
are  essential.  Transfusions  often  bolster  up  the 
functional  hemoglobin. 

SUMMARY 

A case  of  transient  methemoglobinemia  due  to 
the  oral  ingestion  of  a marking  ink  whose  toxic 
element  was  nitrobenzene,  is  reported. 
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AUTOTRANSFUSION  IN  TREATMENT 
OF  WOUNDS  OF  HEART 

Charles  M.  Watson  and  James  A.  Watson, 
Pittsburg  ( Journal  A.  M.  A.,  Feb.  15,  1936), 
used  autotransfusion  to  combat  the  excessive  loss 
of  blood  resulting  from  a stab  wound  of  the  heart. 
As  far  as  they  can  determine  by  a review  of  the 
literature,  this  is  the  first  time  autotransfusion 
has  been  used  in  the  treatment  of  this  type  of  in- 
jury. In  view  of  its  marked  success  in  this  in- 
stance, they  believe  that  it  should  receive  further 
trial  as  an  adjunct  to  cardiorrhaphy  in  those 
cases  in  which  the  loss  of  blood  is  sufficient  to 
threaten  the  immediate  survival  of  the  patient. 
The  patient  returned  for  an  examination  four 
months  after  discharge  from  the  hospital,  stating 
that  he  felt  fine  and  was  working  again.  The 
chest  was  essentially  unchanged  except  for  some 
improvement  in  the  deformity,  and  a roentgeno- 
gram showed  thickened  pleura  but  normal  heart 
and  lung  shadows.  An  electrocardiogram  was 
negative. 


THYROID  “POISONING”  IN  CHILDREN 


HERMAN  M.  JAHR,  M.  D„ 
Omaha,  Nebraska. 


In  the  past  two  years  three  cases  of  thyroid 
poisoning  came  to  my  attention.  In  each  case 
the  thyroid  tablets  were  swallowed  by  children 
unobserved.  The  accidents,  particularly  on  the 
first  occasion,  created  a situation  of  worry  and 
alarm  on  the  part  of  the  physician  and  families 
alike.  Unlike  the  adult  who  swallows  poison 
with  suicidal  intent  only  to  regret  the  step  and 
summon  immediate  help,  the  child  who  chews 
pills  will  go  unnoticed  unless  the  taste  is  unusually 
unpleasant  or  the  substance  irritating  enough  to 
bring  attention. 

Case  1.  Leonard  R.,  age  3 years,  3 months.  Previous 
history  unimportant.  He  was  a healthy  infant,  and 
is  now  a robust  boy. 

On  May  10,  1936,  the  child  swallowed  18  pills,  2 gr. 
each  of  thyroid  extract.  The  pills  had  been  purchased 
in  a reputable  pharmacy,  they  were  put  out  by  a 
reputable  firm,  and  the  druggist  stated  that  he  had 
not  had  them  on  the  shelf  for  more  than  two  weeks. 

Ingestion  of  the  drug  took  place  around  noon,  the 
mother  thought,  but  she  delayed  calling  a physician 
awaiting  the  return  of  the  owner  of  the  pills  to  find 
out  what  they  contained  and  how  many  had  been 
missing.  There  is  good  reason  to  believe  that  the 
amount  stated  above  is  correct.  The  boy  presented 
no  symptoms  except  some  apprehension  reflecting  the 
parent’s  alarm.  His  pulse  was  96.  Lavage  at  5 p.  m. 
that  day  yielded  nothing  except  the  clear  fluid  in- 
jected. In  view  of  the  absence  of  toxic  symptoms,  no 
medicine  was  prescribed.  The  child  ate  a hearty  din- 
ner and  went  to  bed  none  the  worse  off  for  the  ordeal 
of  stomach  washing.  He  was  seen  the  next  day  but 
presented  no  toxic  symptoms  of  any  kind. 

Case  2.  Lorraine  S.,  20  months  of  age.  On  February 
4th,  1935,  ate  between  40  and  43  grains  of  the  thyroid 
extract  at  10  a.  m.  The  mother  had  been  advised  to 
discontinue  the  use  of  these  tablets  because  they  made 
her  heart  “palpitate”  and  also  made  her  “sweat.” 
Physical  examination  at  2 p.  m.  was  entirely  nega- 
tive. The  following  day  there  were  several  loose 
stools.  There  were  no  symptoms  or  signs  of  poisoning. 

Case  3.*  About  two  years  ago,  Dr.  George  L.  Clark 
of  Omaha  encountered  a three  year  old  boy  who  had 
swallowed  between  40  and  44  gr.  of  thyroid  extract. 
There  were  no  poisoning  symptoms  whatever  and  no 
treatment  was  given. 

COMMENT 

In  the  light  of  what  we  know  about  the  physi- 
ology of  the  thyroid  gland  and  the  pharmacologic 
properties  of  the  dried  extract  it  is  extremely  dif- 
ficult to  explain  the  absence  of  symptoms  follow- 
ing the  ingestion  of  such  huge  amounts.  It  is 
generally  known  that  cretins  and  children  suf- 
fering from  nephrosis  have  a great  tolerance  for 
thyroid  extract.  In  1932  a seven  year  old  boy 
with  nephrosis,  under  the  writer’s  care,  was  re- 
ceiving 9 grains  of  thyroid  extract  per  day.  Diar- 

*1  wish  to  express  my  thanks  to  Dr.  Clark  for  permission  to 
report  his  case. 
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rhea  set  in  almost  invariably  following  2 or  3 
days’  treatment.  Interestingly,  this  boy  had  sim- 
ilar effects  from  3 grains  a day,  a dose  taken  in- 
termittently for  several  weeks. 

In  the  cases  here  reported  it  may  be  argued 
that  the  tablets  ingested  were  impotent.  In  my 
own  cases  the  tablets  were  purchased  in  a reput- 
able pharmacy  and  came  from  an  ethical  manu- 
facturer of  biologicals.  Indeed,  in  one  case  the 
tablets  were  proven  effective  when  they  produced 
toxic  symptoms  in  the  mother.  It  would  seem 
more  plausible  to  attribute  the  favorable  outcome 
to  some  detoxifying  mechanism  operating  in  the 
healthy  child.  However,  this  is  merely  a clinical 
report  and  is  in  no  way  intended  as  a discussion 
of  the  biochemical  and  physiological  action  of 
thyroid  substance. 

PRIMARY  CARCINOMA  OF  THE 
PANCREAS 

CLINICO-PATHOLOGICAL  CASE  REPORT— X 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

A white  male,  age  76,  was  admitted  to  the  hospital 
May  6,  1935,  complaining  of  jaundice,  loss  of  weight 
and  pain  in  the  right  upper  abdomen.  He  had  been 
well  until  two  weeks  before  admission  at  which  time 
he  developed  jaundice  which  was  for  a short  time 
associated  tvith  diarrhoea  but  no  pain.  Later,  upper 
epigastric  pain  and  general  abdominal  discomfort  de- 
veloped followed  by  rapid  loss  of  weight,  26  pounds 
in  two  weeks.  Examination  revealed  an  elderly  man, 
deeply  jaundiced  and  quite  well  nourished.  The  blood 
pressure  was  104/60  and  the  temperature  and  pulse 
were  normal.  There  was  a feeling  of  fullness  in  the 
upper  right  abdomen,  although  no  definite  mass  was 
palpated.  There  was  definite  tenderness  in  the  upper 
right  quadrant.  The  urine  contained  a large  amount 
of  bile  and  a few  pus  cells.  An  exploratory  laparot- 
omy was  done  May  10  at  which  time  a hard  nodular 
mass  was  found  buried  in  the  omentum,  involving 
the  gallbladder  and  extending  to  the  common  duct. 
No  nodules  were  found  in  the  liver.  One  of  the  small 
areas  of  tumor  found  in  the  omentum  was  removed 
for  histological  examination  and  was  found  to  be 
adeno-carcinoma.  Following  operation  the  patient  be- 
came progressively  weaker  and  died  on  May  17,  1935. 

At  autopsy  the  pyloric  end  of  the  stomach,  the  duo- 
denum, the  head  of  the  pancreas  and  the  quadrate 
lobe  of  the  liver  were  involved  in  a hard  tumor  mass. 
The  mucosa  of  the  stomach  and  duodenum  was  not 
abnormal.  The  head  of  the  pancreas  was  involved 
in  a hard  tumor  mass  having  the  appearance  of  the 
primary  growth.  There  was  no  evidence  of  tumor 
tissue  in  the  liver.  In  addition  to  this  there  was  a 
terminal  bronchopneumonia,  multiple  gastric  poly- 
posis, hydronephrosis  of  the  left  kidney,  fatty  meta- 
morphosis of  the  liver. 

HEAT  IN  SURGICAL  AND  ORTHOPEDIC 
CONDITIONS 

A.  Bruce  Gill,  Philadelphia  ( Journal  A.  M.  A., 
Jan.  4,  1936),  points  out  that  in  traumatic  condi- 
tions (which  include  fractures,  traumatic  synovi- 
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tis,  contusions,  muscle  sprains,  Volkmann's  con- 
tracture, bursitis  and  tenosynovitis),  inflamma- 
tory conditions,  chronic  backache  and  chronic 
arthritis  the  application  of  heat,  followed  by  mas- 
sage, may  be  of  value.  The  use  of  heat  in  surgi- 
cal conditions  is  not  to  be  considered  alone  but 
only  in  connection  with  general  surgical  princi- 
ples. Its  benefits  often  are  obtainable  only  by 
the  coincidental  use  of  massage,  for  which  it 
paves  the  way.  Heat  may  be  applied  by  means 
of  hot  fomentations,  hot  water  bottles,  electric 
pads,  diathermy  machines  or  bakers.  The  choice 
of  the  method  may  vary  with  the  nature  of  the 
condition  which  is  being  treated.  The  author 
has  found  that  applying  heat  by  a baker  is  more 
valuable,  in  many  of  the  conditions  mentioned, 
than  any  of  the  other  methods  considered.  A 
baker  may  contain  electric  light  bulks,  a resis- 
tance coil,  or  a gas  burner.  The  higher  the  tem- 
perature employed,  the  greater  must  be  the  care 
exercised  to  keep  the  skin  covered  with  layers 
of  flannel  or  woolen  blankets  to  avoid  blistering. 
The  length  of  each  treatment  is  usually  about 
one-half  hour.  Following  the  application  of 
heat,  a thorough  massage  should  be  given.  The 
parts  should  then  be  kept  warm  and  not  cooled 
off  rapidly  by  allowing  the  patient  to  go  out  into 
the  cold  air  immediately  after  treatment. 


PROGRESS  AND  PROBLEMS  IN 
ENDOCRINOLOGY 

According  to  R.  G.  Hoskins,  Boston  ( Journal 
A.  M.  A.,  Sept.  21,  1935),  the  thyroid,  despite 
numerous  recent  observations  on  other  glands, 
is  still  the  one  of  most  importance  to  the  practical 
pediatrician.  Minor  degrees  of  thyroid  deficiency 
as  causes  of  disorders  in  childhood  are  of  fre- 
quent occurrence.  The  derivation  of  active  sub- 
stances from  the  anterior  lobe  of  the  hypophysis 
has  given  somatotropic,  gonadotropic,  mammo- 
tropic,  thyrotropic  and  adrenotropic  fractions, 
each  of  which  presumably  enters  into  the  prob- 
lems of  the  pediatrician.  The  influence  of  the 
pituitary  body  on  carbohydrate,  fat  and  water 
metabolism  demands  practical  consideration.  The 
relation  of  the  adrenal  cortical  hormones  to 
growth  and  lactation  is  of  special  pediatric  in- 
terest, as  is  also  the  newer  work  on  thymic  ex- 
tracts. The  influence  of  hormone  factors  on  the 
personality  demands  study.  Some  of  the  diffi- 
culties of  endocrine  research  are  the  complex  na- 
ture of  the  relationships  involved,  the  difficulties 
of  diagnosis,  the  recently  reported  existence  of 
antihormones,  variations  of  tissue  reactivity,  the 
diphasic  influence  of  individual  hormones  and 
the  special  effects  of  glandular  imbalance.  The 


responsibility  for  the  final  solution  of  the  en- 
docrine problems  of  infancy  and  childhood  de- 
volves primarily  on  the  pediatricians. 

ROSACEA  INTERPRETED  AS  BACTERID 
FROM  FOCAL  INFECTION 
The  recovery  of  a patient  having  rosacea, 
which  condition  cleared  up  promptly,  after  drain- 
age of  a maxillary  empyema  caused  by  an  infect- 
ed tooth  prompted  Hermann  Feit,  Elizabeth  Ann 
Laszlo  and  Frank  Vero,  New  York  ( Journal  A. 
M.  A.,  Nov.  30,  1935),  to  investigate  the  ques- 
tion of  focal  infection  in  rosacea  in  fifty  patients. 
The  majority  of  these  patients  had  previously  re- 
ceived the  usual  forms  of  treatment  for  rosacea 
without  appreciable  improvement,  and  the  auth- 
ors’ efforts  were  concerned  chiefly  with  the  detec- 
tion and  removal  of  focal  infections.  The  group 
studied  had  had  rosacea  for  an  average  of  four 
years.  The  proportion  of  females  to  male  was 
four  to  one.  The  greatest  number  cases  belonged 
to  the  age  group  of  30  to  40  years.  The  next 
largest  number  belonged  to  the  group  between  20 
and  30  years.  The  infections  most  frequently 
found  were  dental  (twenty-nine  cases).  The 
next  largest  number  of  focal  infections  was  found 
in  the  paranasal  sinuses,  of  which  the  maxillary 
was  involved  most  frequently.  The  third  most 
frequent  type  of  infection  was  chronic  tonsillitis. 
In  addition,  otitis  media,  cervical  adenitis,  chron- 
ic appendicitis  and  deep-seated  cutaneous  infec- 
tions were  considered  as  possible  foci.  Eighteen 
patients  suffered  from  chronic  constipation.  Since 
these  cases  were  tabluated  a patient  was  observed 
with  endometritis  whose  rosacea  has  cleared  up 
following  curettage.  Removal  of  focal  infec- 
tions resulted  in  fourteen  cures,  thirteen  greatly 
improved,  twelve  improved,  and  one  unimproved ; 
ten  were  not  observed  for  a sufficient  length  of 
time.  The  results  would  have  been  better  were 
if  not  for  the  refusal  of  some  patients  to  undergo 
the  various  operations  indicated,  such  as  dental 
extraction  and  tonsillectomy.  In  some  elderly 
patients  the  advisability  of  such  an  operation 
seemed  questionable. 

“How’s  the  party?” 

“Oh,  it’s  been  nip  and  tuck  all  evening.” 

“What  do  you  mean,  nip  and  tuck?” 

“Well,  first  we  had  one  nip,  and  then  we  tuck 
another.” 

Bettina:  “People  say  I grow  younger  every 
day.” 

Skjold:  “Yes.  Years  ago  you  were  30  and 
now  you’re  only  19.  Why,  I shouldn't  be  sur- 
prised some  day  to  see  your  name  among  the 
birth  notices.” 


390 


EDITORIAL 


Nebr.  S.  M.  Jour. 
October,  1936 


The  Nebraska  State 
Medical  Journal 

Published  Monthly  by  The  Nebraska  State  Medical  Association 
Center  McKinley  Building,  Lincoln,  Nebraska 


F.  A.  Long,  M.  D.,  Editor Madison,  Nebr. 

R.  B.  Adams,  M.  D.,  Business  Manager, 

Center  McKinley  Building,  Lincoln,  Nebr.,  Tel.  B2625 

COMMITTEE  ON  JOURNAL  AND  PUBLICATION 


F.  A.  Long,  Chairman Madison 

A.  F.  Tyler Omaha 

B.  F.  Bailey Lincoln 

R.  B.  Adams,  Ex  Officio Lincoln 


Subscription  $2.50  Per  Year.  Single  Copies  35c  Each 


The  Publication  Board  does  not  assume  responsi- 
bility for  opinions  expressed  in  original  articles  pub- 
lished in  this  Journal. 

Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original,  not  the  carbon,  submitted. 

Reprints  should  be  ordered  from  the  printer.  The 
Huse  Publishing  Co.,  Norfolk,  Nebraska. 


Entered  at  the  Post  Office  at  Norfolk,  Nebraska, 
as  second  class  matter. 


Vol.  21  October  No.  10 


Something  of  Christ  is  with  him  as  he  goes 
Among  the  suffering  to  heal  and  bless; 
Something  of  Christ’s  own  comfort  lie  bestows 
Through  his  compassion  and  his  tenderness. 
Virtue  goes  from  him  through  the  pressing  hours 
To  all  who  touch  him  down  life’s  crowded  ways. 
Unselfishly  he  dissipates  his  powers 
Through  sleepless  nights  and  long  demanding 
days. 

He  is  first  at  birth  to  free  the  strangling  breath; 
Through  intervening  years  he  is  a wise 
And  kindly  counselor,  and  then  at  death 
His  are  the  hands  that  close  the  weary  eyes. 
Surely,  dear  God,  all  Christian  doctors  share 
Your  mercy  for  mankind.  Your  loving  care. 


— Grace  Noll  Crowell  in  the 
Christian  Herald,  Aug.  1936. 


MEDICINE’S  HORSE  AND  BUGGY 

W e have  been  so  much  impressed  by  the  force 
and  intriguing  interest  of  an  editorial  by  the 
above  title  in  The  Journal  of  the  Tennessee  State 
Medical  Association,  we  republish  it  in  full,  here- 
with : 

blur  attention  was  called  to  an  article  in  the 
July  issue  of  the  magazine,  Forum  and  Century, 
written  by  James  Rorty,  under  the  heading 
‘Medicine’s  Horse  and  Buggy.’ 

"This  article  deserves  careful  attention.  It  is 
filled,  very  largely,  with  'quotations  and  asser- 
tions which  are  paraded  as  facts  and  conclusions. 
As  a whole,  it  is  very  cleverly  written,  and  doubt- 
less will  accomplish,  in  some  degree,  its  purpose 
— namely,  that  of  deceiving  the  public  and  the 
profession.  It  is  propaganda. 

“The  author  starts  out  with  the  question,  ‘Who 
is  Stopping  Health  Insurance?’  He  answers  the 
question  by  saying  the  ‘American  Medical  Asso- 
ciation. He  qualifies  his  answer,  however,  with 
an  attempt  to  answer  several  other  questions. 

"At  the  outset  he  accepts  as  facts  a few  find- 
ings compiled  by  the  Committee  on  the  Costs  of 
Medical  Care.  He  disregards  the  fact  that  all 
these  figures  as  to  costs,  etc.,  were  compiled  in 
one  economic  period  and  we  are  actually  living 
in  another.  He  does  not  mention  the  fact  that 
the  studies  by  the  committee  embrace  a very  small 
fraction  of  the  population — too  small,  of  course, 
to  be  representative  even  at  the  time. 

“He  states  his  philosophy  in  the  following 
words : ‘We  have,  finally,  as  the  theoretical  basis 
of  our  social  philosophy,  the  right  to  life  of 
American  citizens,  and  the  obligation  of  the  state 
to  defend  and  maintain  this  right,  including  the 
right  to  medical  care  of  those  who  need  it.  This 
right,  incidentally,  is  not  questioned  by  the  aver- 
age American  physician,  whose  individual  per- 
formance during  the  depression,  entailing  often 
great  personal  sacrifice  and  hardship,  is  on  the 
whole  beyond  praise.’ 

“It  will  be  noted  that  the  author  boldly  asserts 
certain  rights  as  to  life.  He  omits  the  right  to 
liberty  and  the  pursuit  of  happiness.  This  omis- 
sion certainly  has  deep  significance.  He  discards 
from  his  thinking  the  fact  that  human  individuals 
in  times  past  have  esteemed  the  right  to  liberty 
higher  than  life.  In  fact,  life  has  been  sacrificed 
to  attain  liberty.  He  boldly  asserts  that  these 
rights  are  the  obligation  of  the  state  to  the  indi- 
vidual and  then  boldly  asserts  that  these  rights 
are  not  questioned  by  the  average  physician.  As 


Volume  21 
Number  10 


EDITORIAL 


391 


a matter  of  fact,  the  medical  profession  does 
seriously  question  the  philosophy  which  holds 
that  the  state  owes  the  individual  medical  care 
under  all  circumstances.  The  medical  profession 
is  fighting  for  the  liberty  of  those  who  can  take 
care  of  themselves,  and  for  charity  to  those  who 
cannot  take  care  of  themselves. 

“The  assumption  is  implied  at  least  in  these 

(assertions  that  a bureaucratic  governmental  agen- 
cy could  arrogate  to  itself  the  power  to  tax  all 
the  people,  and  the  power  to  dictate  to  all  the 
people  both  doctors  and  to  patients,  and  by  the 
exercise  of  such  powers  guarantee  the  life  he 
speaks  of.  He  fails  to  take  into  account  the  fact 
that  in  the  country  where  such  powers  are  exer- 
cised no  such  result  has  been  accomplished. 

“Some  of  the  data  he  presents,  of  course,  is 
very  far-fetched.  For  example,  he  states,  ‘The 
Division  of  Handicapped  Children  of  the  New 
York  Department  of  Education  reports  that  one 
out  of  every  five  of  New  York’s  school  children 
is  so  weak  from  malnutrition  that  he  cannot  pro- 
fit by  attendance  in  regular  classes.’ 

“He  quotes  also  from  an  executive  of  the 
Milbank  Memorial  Fund  as  follows:  ‘In  a year’s 
time,  even  in  a prosperous  era,  millions  of  fami- 
lies cannot  afford  to  obtain  any  medical  care ; 
hundreds  of  thousands  of  cases  of  illness  needing 
medical  attention  are  unattended ; less  than  seven 
per  cent  of  the  population  have  even  a partial 
physical  examination,  and  less  than  five  per  cent 
are  immunized  against  some  disease.’ 

“He  selects  such  quotations  as  suit  his  pur- 
pose from  whatever  sourqe  they  may  be  had  and 
then  fits  them  in  the  pattern  of  his  crazy  quilt. 


even  take  into  consideration  the  fact  that  malnu- 
trition in  children  may  be  due  to  a number  of 
causes,  none  of  which  have  anything  to  do  with 
medical  care.  A few  of  those  are  as  follows: 
(1)  Parental  neglect.  (2)  Poverty.  (3)  Ignor- 
ance. He  loses  sight  of  the  fact  that  there  are 
many  cases  of  malnutrition  in  the  homes  of  the 
well-to-do.  He  loses  sight  of  the  fact  that  chil- 
dren often  are  fed  the  wrong  kind  of  food  be- 
cause the  spoiled  child  prefers  it,  etc.  He  does 
not  refer  to  the  malnutrition  in  the  children  in 
the  Russian  institutions  maintained  by  the  gov- 
ernment for  the  proper  care  of  children. 

“Broadly  speaking,  this  is  certainly  a strong- 
indictment  of  the  educational  system  of  New 
York  State.  It  might  be  stated  as  a fact  that 
Southern  children  can  do  without  shoes  better 
than  New  York  children  can  do  without  food,  if 
one  or  the  other  is  to  be  done  without. 

“It  is  nothing  short  of  ridiculous  that  such 
data  are  included  in  an  article  written  in  support 
of  some  form  of  compulsory  health  insurance. 

“Much  of  his  article  is  devoted  to  mudslinging 
directed  at  the  American  Medical  Association 
and  Dr.  Morris  Fishbein. 

“He  blames  the  American  Medical  Associa- 
tion for  the  fact  that  Mr.  John  A.  Kingbury,  one 
time  secretary  of  the  Milbank  Memorial  Fund, 
was  fired  by  the  directors  after  he  went  to  Rus- 
sia and  spent  a short  time  in  that  country  and 
wrote  a book  called  ‘Red  Medicine’  in  which  he 
lauded  communistic  medicine  very  highly.  He 
doesn’t  note  the  ridiculous  picture  presented  by 
the  Milbank  Memorial  Fund  drawing  its  reve- 
nues from  the  profits  of  the  Borden  Milk  Com- 
pany of  New  York.  These  profits  accrue  in 
part  from  milk  for  children,  and,  according  to 
the  report,  he  quotes  a high  percentage  of  the 
children  of  New  York  State  need  milk  and  don’t 
get  it.  Notwithstanding  this  fact,  the  Milbank 
Memorial  Fund  would  help  to  finance  the  move- 
ment aimed  at  the  socialization  of  the  practice 
of  medicine  in  America.  It  seems  more  appro- 
priate that  it  finance  the  socialization  of  milk 
production  and  distribution. 

“It  appears  more  likely  that  the  directors  of 
the  Milbank  Memorial  Fund  fired  Mr.  Kings- 
bury because  of  the  ridiculousness  of  his  actions. 

“Most  important  of  all,  the  author  assumes 
to  know  why  certain  persons  were  placed  in  high 
executive  positions  in  the  United  States  govern- 
ment. He  assumes  to  know  why  social  insurance 
was  left  out  of  the  Social  Security  Act.  He 
seems  to  know  also  when  another  push  is  to  be 
made  to  put  over  social  insurance. 


“Concerning  the  malnutrition  of  children  in 
New  York  State  the  conclusion  is  implied  that 
this  unfortunate  state  of  affairs  is  due  to  the 
system  of  medical  practice  in  America  and  that 
to  correct  it  a communistic  form  of  medicine 
(misnamed  social  insurance)  should  be  estab- 
lished. According  to  his  own  quotation  the  chil- 
dren need  food,  not  doctors.  It  does  seem  that 
if  he  has  the  interest  in  these  children  he  pretends 
to  have  he  would  propose  some  communistic 
scheme  by  which  the  production  and  distribution 
of  food  would  be  accomplished  by  a government 
bureau. 

“It  appears  that  the  research  people  who  made 
these  findings  and  reports  made  no  effort  what- 
ever to  go  into  detail  and  find  out  why  such  a 
high  percentage  of  school  children  have  such 
a high  degree  of  malnutrition.  He  does  not 
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“He  says:  'Today,  with  Thomas  Parran,  Jr., 
as  surgeon-general  and  Josephine  Roche  as  the 
Treasury  Department’s  secretary  for  health,  we 
may  confidently  expect  continued  pressure  both 
from  within  and  without  the  government  toward 
the  reorganization  of  the  health  services.’ 

“He  winds  up  his  article  with  the  following 
paragraph : ‘Finally,  the  younger  men  suspect 
with  some  reason  that  the  American  Medical  As- 
sociation was  bragging  when  it  claimed  to  have 
stopped  health  insurance.  There  were  several 
other  reasons,  not  all  of  them  connected  with 
pressure  politics,  why  health  insurance  did  not 
get  into  the  Social  Security  Act.  Roosevelt, 
whose  political  ear  is  excellent,  was  willing  to 
buck  the  Chamber  of  Commerce  on  the  issue  of 
unemployment  insurance.  Is  there  any  reason 
to  suppose  that,  if  elected  for  a second  term,  as 
he  probably  will  be,  he  will  hesitate  to  buck  the 
A.  M.  A.  hierarchy?  There  is  not.  It  would 
seem  that  the  sooner  Dr.  Fishbein  and  his  cohorts 
see  the  light  the  better  for  them,  as  well  as  the 
public  health.’ 

“Does  the  author  know  what  he  is  talking 
about  or  is  he  indulging  in  rash  assumptions? 
If  his  statements  are  true,  if  he  does  know  what 
he  is  talking  about,  then  a serious  situation  con- 
fronts the  medical  profession  and  the  American 
public  at  this  time  when  a newT  Congress  is  to  be 
elected. 

“He  indicates  that  social  insurance  is  to  be 
sponsored  by  the  present  national  administration 
if  reelected.  He  also  indicates  that  certain  per- 
sons have  been  placed  in  high  positions  in  the 
United  States  Public  Health  Service  to  aid  in 
accomplishing  this  very  purpose. 

“If  he  is  merely  stating  a wild  assumption  of 
his  own  these  responsible  executives  should  take 
steps  to  correct  the  false  impressions  he  has  made. 
In  so  far  as  we  know,  the  author  has  not  yet 
been  condemned  by  the  heads  of  the  United  States 
Public  Health  for  rash  assumptions. 

“Space  will  not  permit  of  a detailed  discussion 
of  much  the  article  contains.  It  is  obvious  that 
the  author  of  this  article  is  far  more  capable  as  a 
writer  of  fiction  than  he  is  as  a portrayer  of  facts. 

“It  is  high  time  that  American  citizens  exam- 
ine with  care  the  reports  of  socialistic  groups  al- 
legedly engaged  in  research. 

“It  is  high  time  the  fact  was  recognized  that 
many  persons  engaged  in  so-called  research  al- 
ways find  the  very  thing  they  go  out  to  find.  It 
requires  effort  to  disprove  these  allegations  many 
times.  It  also  requires  effort  to  preserve  the 


precious  heritage  of  liberty  which  our  forefa- 
thers were  willing  to  die  to  achieve. 

"In  a little  book  entitled  ‘Valley  Forge,’  writ- 
ten by  Mr.  Anderson,  the  author  has  George 
Washington  saying  to  his  associates  at  a very 
critical  period  of  the  Revolutionary  War,  ‘Liberty 
will  seem  cheap  by  and  by  when  nobodv  dies  to 
get  it.’  ” 


YOUR  PRESIDENT  ON  CLOSER  RELA- 
TION BETWEEN  DOCTOR  AND 
HIS  SOCIETY 

I feel  that  a closer  relationship  between  the 
individual  doctors  and  their  society  is  essential 
to  making  the  State  Medical  Association  the 
service  organization  it  should  be.  Consequently, 
the  members  should  feel  free  to  make  their  wants 
known  and  the  State  Association  must  make  ev- 
ery effort  to  fulfill  those  wants. 

The  reorganization  of  the  Council  on  Medical 
Education  has  been  accomplished  with  this 
thought  in  mind  and  we  want  the  doctors  to  call 
upon  this  body  for  any  help  it  can  possibly  give. 

The  functions  of  this  committee  as  we  now  see 
them,  have  been  fully  set  out  in  the  editorial  col- 
umns in  the  last  two  months. 

If  postgraduate  courses  are  wanted  make  the 
want  known  as  definitely  as  possible.  Time  is 
required  to  effect  their  organization,  but  I see 
no  reason  why  such  courses  could  not  be  set  up 
to  begin  early  in  November,  providing  we  can 
have  the  interval  of  two  months  to  arrange  them. 

Any  local  or  district  society  wishing  to  make 
use  of  the  material  and  speakers  this  Council  has 
at  hand  in  building  programs  for  the  coming 
year,  should  communicate  at  once  with  Drs.  W. 
P.  Wherry,  J.  D.  McCarthy  or  Mr.  M.  C.  Smith. 

Likewise,  material  and  speakers  can  be  made 
available  for  log  groups  or  organizations  in  a 
reasonable  time. 

— Geo.  W.  Covey,  President. 


THE  FORTHCOMING  OMAHA  MID-WEST 
CLINICS 

The  Omaha  Mid-West  Clinical  Society  under 
the  presidency  of  Dr.  J.  F.  Langdon,  will  spread 
its  feast  of  good  things  in  Medicine  before  the 
profession  at  the  Paxton  hotel,  October  26  to  30. 
The  registered  attendance  at  the  Clinics  last  year 
was  above  1,000  indicating  that  these  clinics  are 
filling  a want.  The  attendance  this  year  will  be 
equally  good  for  postgraduate  work  nearer  home 
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appeals  to  the  profession  and  comes  within  the 
limits  of  everyone’s  present  anaemic  purse. 

The  outstanding  guest  talent  must  appeal  to 
all: 

Dr.  Joseph  C.  Beck,  Chicago,  Illinois — Eye,  Ear, 
Nose  and  Throat. 

Dr.  Alan  Brown,  Toronto,  Canada — Pediatrics. 

Dr.  Hugh  Cabot,  Rochester,  Minnesota — Surgery. 

Dr.  Loyal  Davis,  Chicago,  Illinois — Neurology. 

Dr.  George  B.  Eusterman,  Rochester,  Minnesota — 
Medicine. 

Dr.  Morris  Fishbein,  Chicago,  Illinois — Editor  Jour- 
nal A.  M.  A. 

Dr.  J.  Shelton  Horsley,  Richmond,  Virginia — Surg- 
ery. 

Dr.  Elliott  J.  Joslin,  Boston,  Massachusetts — Medi- 
cine. 

Dr.  James  R.  McCord,  Atlanta,  Georgia — Gynecology 
and  Obstetrics. 

Dr.  B.  P.  Widmann,  Philadelphia,  Pennsylvania — 
Radiology. 

Dr.  Philip  D.  Wilson,  New  York,  New  York — Ortho- 
pedic Surgery. 

Dr.  Fred  Wise,  New  York,  New  York — Dermatology. 

The  program  committee  plans  a public  meet- 
ing in  Technical  High  School  auditorium  Mon- 
day evening,  October  26th.  Drs.  Fishbein  and 
Joslin  will  address  those  present  on  “Medicine 
and  the  Changing  Social  Order,’’  and  “Diabetes 
Mellitus  and  How  It  Concerns  Everybody,”  re- 
spectively. Thursday  evening,  October  29th,  will 
be  an  evening  of  entertainment.  It  will  be  held 
in  the  Paxton  Hotel  Ballroom,  starting  at  9 :00 
p.  m.  The  entertainment  committee,  of  which 
Dr.  J.  Calvin  Davis  is  chairman,  promise  an  eve- 
ning to  be  long  remembered  by  those  attending. 
They  call  it  “The  Days  of  the  Forty-Niners.” 
The  plan  is  to  transform  the  ballroom  by  aid  of 
scenery,  etc.,  into  one  of  those  places  so  frequent- 
ly found  in  such  territory.  The  committee  is 
holding  details  as  to  all  that  they  plan.  We  can 
believe  that  it  will  at  least  be  unique  from  the 
standpoint  of  entertainment.  • 

The  Hospital  Clinics  for  Friday  have  been  re- 
vamped and  this  will  be  made  up  with  possible 
four  symposia  on  live  medical  subjects,  taking 
them  up  from  the  standpoint  of  pathology,  diag- 
nosis, radiographic  study,  necessary  consultations, 
treatment,  etc.  As  in  past  years  sessions  will 
run  from  8 :45  a.  m.  to  10  :00  p.  m.,  except  Mon- 
day and  Thursday. 

The  Scientific  and  Commercial  exhibits  will 
as  in  the  past  be  most  helpful  to  those  willing  to 
put  in  the  necessary  time  observing  them. 

A moving  picture  exhibit  will  be  included  in 
the  program  this  year. 


A doctor  must  be  hard  put  to  it  when  a patient 
comes  in  without  any  teeth,  tonsils  or  appendix. 


CRIPPLED  CHILDREN 

The  Nebraska  Society  for  Crippled  Children  is 
especially  interested  in  furthering  its  campaign 
for  the  education  of  the  public  in  particular  at 
this  time,  because  of  the  new  state  and  govern- 
ment planned  activities  for  the  treatment  and 
welfare  of  handicapped  children. 

The  function  of  this  Society  is  to  disseminate 
widely  educational  propaganda  and  to  cooperate 
with  already  organized  groups  such  as  lodges, 
fraternities,  clubs  and  to  interest  all  welfare  so- 
cieties and  agencies  for  the  betterment  of  all  chil- 
dren needing  a helping  hand  from  individuals  and 
organizations  whose  avowed  purposes  are  to  ren- 
der services  through  personal  contact  or  aroused 
public  sentiment.  It  should  urge  legislation,  if 
need  be,  to  vouchsafe  to  our  dependent  children 
the  full  measure  of  cure,  education,  vocational 
training,  and  placement  in  industry,  that  they 
may  become  independent,  self  sustaining  and  hon- 
ored members  of  our  communities  and  come  to 
enjoy  the  more  abundant  life. 

It  mav  be  said  that  those  having  a compre- 
hensive knowledge  of  this  subject  recognize  that, 
with  our  limited  resources  at  present,  the  state 
will  be  quite  unable  to  meet  present  day  demands. 
Estimates  indicate  that  there  are  probably  twen- 
ty-five or  thirty  per  cent  more  cripples  than  have 
ever  been  found.  Therefore  help  from  private 
agencies  will  be  needed  and  welcome. 

The  Nebraska  Society  is  seeking  to  mobilize 
county  organizations  to  aid  local  fraternal  and 
welfare  groups  to  join  in  cooperative  attempts  at 
educating  the  people  on  the  developing  move- 
ment in  the  aid  of  crippled  children. 

There  can  be  no  more  helpful  and  ideal  service 
than  this,  to  the  less  favored  members  of  our 
own  communities. 

The  Orthopedic  profession  has  always  recog- 
nized that  one-half  or  more  of  their  efforts 
should  be  in  early  recognizing  diseases  leading 
to  deformity  and  disability  and  in  preventing  de- 
formity and  disability  in  all  orthopedic  cases  not 
congenital  in  origin.  Indeed  all  others  are  pre- 
ventable and  should  not  occur. 

Preventive  orthopedic  surgery  like  preventive 
medicine  must  begin  at  the  source.  Our  very  ef- 
ficient and  highly  trained  present  day  physicians 
are  most  vigilant  in  the  medical  phases  of  their 
practice.  Incipient  or  potential  deformities  and 
disabilities,  however,  are  not  so  well  understood 
nor  so  easily  recognized.  If  we  as  a profession 
are  to  awaken  to  the  demands  of  our  crippled 
children  problem,  making  full  use  of  our  fore- 
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knowledge  of  the  causes  of  crippling,  we  should 
encourage,  aid,  and  foster  all  agencies  in  fur- 
thering the  education  of  ourselves,  the  nurses, 
and  the  public  to  this  outstanding  need  for  child 
welfare. 

— John  Prentiss  Lord,  Omaha. 


SECRETARIES  OF  COUNTY  SOCIETIES 

The  secretary  of  the  local  county  medical  so- 
ciety is  an  important  link  in  an  important  chain, 
and  it  is  said  that  no  chain  is  stronger  than  its 
weakest  link.  Members  quite  often  do  not  realize 
the  amount  of  work  which  falls  to  the  local  sec- 
retary if  he  is  doing  a good  job.  There  is  con- 
siderable work  to  do  locally  and  considerable  cor- 
respondence with  the  State  Association.  The  sec- 
retary is  the  point  of  contact  for  the  State  Asso- 
ciation and  if  he  is  efficient  and  doing  the  kind 
of  job  which  needs  to  be  done,  he  is  doing  a lot 
of  work  for  organized  medicine.  For  the  most 
part  the  secretaries  of  the  Nebraska  State  Medi- 
cal Association  are  a fine  bunch  and  are  giving 
wonderful  cooperation  of  which  we  are  certainly 
proud.  Necessarily,  in  such  a large  group  there 
is  bound  to  be  a few  who  are  neglectful  or  busy 
or  something  and  we  don’t  hear  from  them  as 
promptly  and  as  often  as  we  should  like  to.  We 
hope  that  this  efficiency  on  the  part  of  the  local 
secretaries  may  increase  as  it  means  we  have  no 
contact  with  county  societies  who  have  secretaries 
who  fail  to  answer  our  correspondence  or  to  co- 
operate with  this  office.  This  means  that  the 
membership  of  that  society  is  not  getting  the 
benefit  from  the  State  Association  which  they 
are  entitled  to  have.  Each  county  secretary  in 
the  state  has  now  received  a set  of  blanks  which 
we  have  requested  they  fill  out  following  each 
meeting  and  return  to  this  office.  This  blank 
if  properly  filled  out  will  give  us  a complete 
amount  of  information  regarding  the  activities  of 
each  society  and  makes  it  possible  at  all  times  to 
know  just  what  is  going  on  in  each  society.  With 
this  knowledge  we  can  have  the  opportunity  of 
rendering  better  service,  and  should  result  also 
in  a benefit  to  the  local  society. 

— Smith’s  Bulletin. 


POLITICAL  REPORTS 

We  have  recently  sent  out  a large  number  of 
requests  to  various  members  over  the  state  for 
reports  on  political  situations  in  the  various  dis- 
tricts. Our  response  thus  far  has  not  been  very 
satisfactory.  If  possible  at  all  we  would  like  to 
impress  upon  the  physicians  in  the  state  the  im- 
portance of  these  reports.  We  have  definite  in- 
formation that  there  will  be  a bill  introduced  in 


the  next  State  Legislature  favoring  state  medi- 
cine. There  will  also  be  the  usual  grist  of  bills 
favoring  socialization  and  freak  medical  bills  of 
all  kinds. 

Two  women  who  are  connected  with  the  re- 
settlement office  recently  called  on  Dr.  Adams 
in  Lincoln  with  some  sort  of  suggestion  favoring 
insurance  for  medical  service.  They  were  re- 
ferred to  Dr.  Bailey  also,  and  he  got  their  ideas 
in  writing.  It  seems  that  they  are  working  out 
of  a government  set-up  which  follows  along  the 
recent  attempt  to  establish  government  subsidized 
hospitals.  Please  inform  this  office  if  anything 
of  this  kind  should  show  up  in  any  of  the  counties 
of  the  state.  These  matters  should  be  immediate- 
ly presented  to  the  Legislative  Committee  for  de- 
cision and  future  action. 

With  matters  of  this  kind  coming  up  almost 
every  day,  and  with  the  fact  in  mind  that  we  are 
to  have  an  entirely  new  and  different  kind  of 
legislative  set-up  in  the  state,  it  seems  only  sensi- 
ble that  we  should  be  alert  and  have  the  best  pos- 
sible set-up  prepared  before  the  legislature  meets. 
If  we  wait  until  after  election  to  get  busy  we 
might  find  that  it  is  too  late. 

It  is  important  that  we  have  as  complete  infor- 
mation on  all  candidates  as  possible.  The  in- 
quiries which  we  have  sent  out  have  asked  for 
this  information.  Less  than  half  of  them  have 
been  answered.  Many  of  those  who  have  an- 
swered have  merely  informed  us  that  such  and 
such  is  a candidate  and  that  we  have  his  former 
records  as  a legislator.  In  all  fairness,  however, 
we  want  to  say  that  some  of  them  returned  have 
been  very  complete  and  have  been  exactly  what 
we  asked  for.  As  a matter  of  information  we 
want  to  say  that  we  have  sent  these  letters  in 
spotted  districts  so  that  if  each  of  them  was  re- 
turned with  the  information  we  have  asked  for 
we  would  have  a rather  good  picture  of  the  sit- 
uation in  the  district  as  a whole.  For  instance, 
if  we  have  sent  a letter  to  one  town  and  have  a 
report  from  that  inquiry  that  a certain  candidate 
is  seemingly  the  strongest  in  that  immediate  com- 
munity, and  we  learn  from  two  or  three  other 
towns  and  heavily  populated  sections  of  the  same 
district  that  the  same  candidate  is  apparently 
strong,  we  can  almost  draw  a conclusion  that  he 
is  going  to  be  a strong  candidate  in  the  entire 
district.  However,  if  we  have  only  one  or  two 
answers  out  of  a dozen  inquiries  in  a certain  dis- 
trict, our  efforts  in  gathering  the  information  are 
more  or  less  fruitless.  In  most  instances  it  can 
be  told  rather  accurately  at  this  time  who  the 
strong:  candidate  is.  We  can  also  be  told  the 
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position  at  the  present  time  of  the  candidate  re- 
garding organized  medicine.  We  can  also  com- 
pare this  with  the  past  performance  of  former 
legislators. 

We  must  have  cooperation  and  we  must  all 
work  together  if  our  program  is  to  be  effective. 
NOW  is  the  time  for  our  making  preparation  for 
the  meeting  of  the  legislature.  After  they  are 
in  session  it  may  be  too  late.  If  you  have  re- 
ceived an  inquiry  for  information,  please  give  it 
some  serious  thought  and  if  necessary  make  some 
inquiries,  but  please  try  to  get  an  accurate  answer 
back  to  us  as  soon  as  possible. 

— Smith’s  Bulletin. 


SOCIETY  MEMBERSHIP 

There  are  in  Omaha  340  practicing  physicians 
eligible  to  membership  in  the  Medical  Society. 
The  roster,  corrected  to  July  28,  shows  that  267 
physicians  and  surgeons  are  members.  Of  the 
remaining  73,  55  have  at  one  time  or  another 
been  members  of  the  Society.  Contrary  to  pre- 
vailing impression  these  are  not  the  type  to  whom 
annual  dues  are  as  much  an  item  as  to  many  of 
the  members  habitually  in  good  standing.  Out- 
side of  a few  sincere  physicians  whose  delin- 
quency is  due  to  economic  embarrassment,  the 
non-belonging  group  is  generally  made  up  of  tra- 
ditional lone  wolves,  to  whom  the  practice  of 
medicine  is  more  or  less  an  individual  business, 
and  in  fairness  it  should  be  stated,  an  honest 
business,  in  most  instances.  They  are  simply  not 
interested  in  professional  association  or  medical 
progress  in  any  of  its  phases. 


than  of  doubt  in,  or  antagonism  to,  collective  ef- 
fort. The  attitude  of  the  American  Medical  As- 
sociation in  urging  County  Societies  to  increase 
their  memberships  is  well  taken.  However,  local 
units  as  a rule,  are  not  equipped  to  effect  these 
desirable  increases.  Membership  committees  of 
most  Societies  lack  the  time  and  factual  data  with 
which  to  carry  out  a successful  program. 

It  would  be  well  for  the  American  Medical  As- 
sociation to  give  this  problem  serious  consider- 
ation. The  membership  dilemma  is  widespread. 
It  is  national  in  scope.  We  are  confident  that 
a systematic  effort  carefully  planned  and  proper- 
ly executed  would  be  welcomed  by  the  officers 
of  County  Societies.  It  would  help  materially  to 
increase  the  membership  in  the  Association. 

— H.  M.  Jahr,  in  The  Bulletin. 


“DON'TS” 

If  Doctors  will  learn  to  observe  the  following 
advice  they  will  save  themselves  from  much 
trouble : 

1.  Don’t  assign  accounts  to  a collection  agen- 
cy until  you  ascertain  the  standing  and  reputa- 
tion of  the  agency. 

2.  Don’t  fall  for  “directories"  that  promise 
you  business  if  you  will  pay  a certain  sum  for 
listing  your  name. 

3.  Don’t  take  out  an  insurance  policy  because 
you  are  given  a promise  of  appointment  as  a 
medical  examiner  or  member  of  their  panel  of 
physicians. 

4.  Don’t  operate  on  a minor  without  written 
consent  of  the  parent  or  guardian. 

5.  Don’t  perform  a sterilization  operation  on 
a minor  without  a court  order.  On  those  who 
have  attained  their  majority,  secure  written  con- 
sent. 

6.  Don’t  operate  on  anyone  without  a clear 
and  full  understanding  as  to  the  nature  of  the 
operation.  See  The  Journal  of  the  American 
Medical  Association,  p.  33,  January  4,  1936,  is- 
sue, for  forms  for  consent  for  operations,  exam- 
inations, and  autopsy. 

7.  Don’t  sue  for  a fee  until  the  statute  of 
limitations  has  prevented  any  counter  suit  for 
malpractice. 

8.  Don’t  report  on  services  rendered  to  life 
insurance  companies  without  patient’s  consent. 
Obtain  fee  for  these  reports  from  the  company. 

9.  Don't  make  affidavits  until  you  know  their 
purpose. 


These  comments  are  made  in  a spirit  of  con- 
structive thought.  While  our  own  percentage  is 
considered  somewhat  unsatisfactory  it  neverthe- 
less exceeds  the  national  average.  It  is  signifi- 
cant that  in  a learned  profession  which  ours  rep- 
resents only  a little  over  50  per  cent  of  its  li- 
censed practitioners  hold  membership  in  the 
American  Medical  Association.  This  low  figure 
is  not  due  to  an  unwillingness  to  pay  dues  or 
to  a disbelief  in  the  principles  and  ideals  to  which 
the  Association  is  dedicated.  Rare  indeed  is  the 
doctor  who  would  allow  a few  dollars  annually 
prevent  him  from  useful  activity  in  his  chosen 
profession  if  only  his  interest  in  organized  medi- 
cine could  be  awakened  and  maintained.  Rarer 
yet  is  the  physician  who  does  not  subscribe  in 
theory  at  least  to  our  code  of  ethics. 

It  is  our  sincere  belief  that  the  high  percentage 
of  practitioners  not  belonging  to  the  Association 
are  subjects  of  disinterest  and  indifference  rather 
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10.  Don’t  fail  to  obtain  consultation  or  ad- 
vice when  you  are  in  doubt. 

11.  Don't  employ  lay  technical  x-ray  and  lab- 
oratory persons.  Use  licensed  physician’s  labora- 
tories. 

12.  Don’t  violate  patients'  confidential  physi- 
cian-patient relationship. 

13.  Don't  fail  to  keep  complete  accurate  rec- 
ords. 

14.  Don't  be  an  easy  mark  in  falling  for 
agents'  representations. 

15.  Don’t  sign  till  you  know  what  you  are 
signing. 

16.  Don't  fail  to  consult  your  investment 
banker  before  investing  in  any  business  or  pro- 
motion scheme. 

17.  Don’t  prescribe  narcotics  for  transient 
persons. 

18.  Don't  sign  a death  certificate  if  you  have 
not  seen  the  patient  within  thirty-six  hours  be- 
fore death.  Call  the  coroner. 

19.  Don't  neglect  carrying  indemnity  defense 
insurance. 

20.  Don’t  break  the  Golden  Rule. 

— California  and  Western  Medicine. 


POSITIONS  FOR  DOCTORS  WITH  THE 
CIVILIAN  CONSERVATION  CORPS 
ACTIVITY 

At  the  present  time  there  are  quite  a number 
of  positions  available  with  the  Civilian  Conserva- 
tion Corps  activity  in  the  Seventh  Corps  Area  for 
young  men  of  the  medical  profession.  Doctors 
having  appointments  in  the  Medical  Corps  Re- 
serve of  the  Army  and  Navy  may  be  ordered  to 
duty  under  their  commissions.  Those  who  are 
not  members  of  the  Reserve  Corps  may  be  given 
appointments  or  they  can  be  employed  on  a con- 
tract basis. 

These  positions  offer  the  young  physician  an 
opportunity  to  get  started  in  his  profession  and 
after  a short  time  to  begin  his  own  private  prac- 
tice. Such  training  will  give  the  medical  profes- 
sion a better  insight  on  the  manner  of  evacuating 
and  caring  for  the  sick  and  injured  in  a national 
emergency. 

Those  interested  in  obtaining  positions  as 
medical  officers  with  the  Civilian  Conservation 
Corps  may  communicate  with  the  CCC  Surgeon, 
Headquarters  Seventh  Corps  Area,  Federal 
Pmilding,  Omaha,  Nebraska. 
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It  is  estimated  that  at  least  ten  per  cent  of 
children  of  school  age  have  defective  hearing. 

Admissions  to  the  Institution  for  the  Feeble 
Minded  indicate  that  the  number  of  feeble  minded 
persons  in  this  state  is  increasing. 

The  Nebraska  Anaesthetists  association  has 
been  organized  by  nineteen  anaesthesia  nurses 
with  Miss  Comfort  Berry,  Omaha,  as  president. 

Under  Obituary  in  the  September  Journal  oc- 
curred a typographical  error  in  the  name  of  the 
late  Dr.  Henry  Farrell  of  McCook.  We  regret. 

Executive  Secretary’s  Bulletin  No.  1,  sent  out 
to  county  society  secretaries  is  very  readable  and 
creditable  and  should  prove  valuable  to  the  or- 
ganizational interests  of  the  profession. 

It  must  be  true  as  they  say  that  women  live 
four  years  longer  than  men.  Statistics  show 
that  the  average  life  of  man  is  59  years,  while 
the  average  life  of  woman  is  63  years. 

The  city  of  Olean,  N.  Y.,  has  within  recent 
years  been  compelled  to  pay  $425,000  in  settle- 
ment of  claims  of  its  own  citizens  who  contracted 
typhoid  fever  through  the  pollution  of  the  city 
water  supply. 

St.  Catherine’s  hospital,  McCook,  the  Nebraska 
Orthopedic  hospital  and  the  Lincoln  Salvation 
Army,  by  the  provisions  of  the  will  of  the  late 
Miss  Ida  Vix  are  to  share  equally  in  one-eighth 
of  an  estate  appraised  at  fifty-thousand  dollars. 

Deaths  in  France  in  1935  exceed  by  20,000, 
the  number  of  births  for  the  same  year.  This 
looks  like  the  beginning  of  the  end  of  France. 
In  Germany  for  the  same  period  the  number  of 
births  over  deaths  exceeded  480,000.  No  race 
suicide  in  Germany. 

We  glean  from  The  Borden  Digest  that  the 
desirability  of  vitamin  D additions  to  the  diet  of 
artificially  fed  infants  is  indicated  by  the  fact 
that  the  vitamin  D content  of  cow’s  milk  varies 
from  about  3 to  43  U.S.P.  units  per  quart  at  dif- 
ferent seasons  of  the  year,  as  reported  in  Abstract 
No.  95. 

The  members  of  the  Tri-county  Medical  society 
of  Dodge,  Burt  and  Washington  counties  with 
the  assistance  of  the  Woman’s  Auxiliary  of  the 
same  society  in  cooperation  with  the  Children’s 
Bureau  of  Nebraska  held  the  first  crippled  chil- 
dren's clinic  at  Fremont,  September  3,  under  the 
joint  federal-state  social  security  program. 
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A new  experiment  in  the  handling  of  criminal 
and  civilian  narcotic  addicts  is  under  way  at  Fort 
Worth,  where  the  general  government  has  under 
construction  a narcotic  farm  to  care  for  1,000  nar- 
cotic addicts,  at  a cost  of  several  million  dollars. 
It  will  be  completed  within  a year.  It  is  to  be 
primarily  for  criminal  narcotic  addicts. 

A cancer  institute  was  held  at  Madison,  Wis., 
attended  by  world  famous  scientists  and  research 
workers.  The  causes  of  cancer,  the  importance 
of  heredity,  of  glands  of  internal  secretions,  and 
of  chemical  and  synthetic  substances  in  the  pro- 
duction of  cancer,  and  how  cancer  affects  the 
composition,  structure,  and  mechanism  of  human 
cell  tissues  were  among  the  general  problems  list- 
ed for  discussion. 

Coney  Island  of  variegated  fame  now  boasts 
among  its  concessions  “Read  your  own  blood 
pressure”  apparatuses  for  “10  cents”  a reading. 
It  is  evident  that  bloodpressure  readings  taken 
by  such  persons  under  such  circumstances  are  of 
no  value.  The  “patient”  is  simply  being  bilked 
but  the  most  harmful  part  of  this  practice  is  the 
serious  consequences  that  may  easily  result  in 
some  cases  regardless  of  whether  the  informa- 
tion is  erroneous  or  otherwise. 

Dr.  Victor  E.  Levine,  Omaha,  Alaska  traveler 
and  biologist,  is  quoted  as  ’saying : “That  the  Es- 
kimo as  a rule  has  low  blood  pressure  is  a direct 
refutation  of  the  argument  that  excessive  meat 
eating  has  a tendency  to  produce  high  blood  pres- 
sure. The  Eskimo  is  a great  meat  eater.  The  low 
blood  pressure  of  the  Eskimo  bears  out  the  find- 
ings of  Stefansson,  the  great  Arctic  exporer,  with 
reference  to  the  healthfulness  of  meat  eating. 
The  Eskimos  on  the  average  weigh  less  than 
the  white  person.  It  is  only  the  clothes  that  give 
the  Eskimo  an  appearance  of  obesity.” 


MORE  SPECIALISTS 
New  Hospital  Patient:  “Say,  doctor,  I asked 
that  nurse  to  put  a hot  water  bottle  at  my  feet 
and  she  stuck  up  her  nose  and  walked  away.” 
Doctor:  “What  else  could  you  expect?  That 
was  the  head  nurse.” 

Patient:  “Oh,  do  they  specialize  that  much? 
Then  get  me  the  foot  nurse.” 


Doctor:  “You’ve  grown  pretty  thin,  Jones.” 
Jones:  “Yeh,  doc.  In  fact  it’s  gotten  so  that 
when  I have  a pain  in  my  middle  I can’t  tell 
whether  it's  a stomachache  or  a backache. — The 
Farmer. 


OBITUARY 

Glenn  Miller,  Omaha;  native  of  Harlan,  Iowa;  Uni- 
versity of  Nebraska  College  of  Medicine,  1923;  also 
of  Chicago  University;  formerly  on  the  teaching  and 
operating  staffs  of  the  University  hospital;  assistant 
surgeon  to  the  late  Dr.  A.  P.  Jonas  for  several  years; 
on  the  staff  of  Methodist  hospital;  member,  Nebraska 
State  Medical  Association;  died  of  a heart  lesion 
after  an  illness  of  several  years,  September  1,  1936, 
aged  forty-five  years. 

A wife  survives. 

John  B.  Bates,  Verdigre,  Nebr.;  native  of  Hillsdale, 
Mich.;  College  of  Physicians  and  Surgeons,  Keokuk, 
1889;  in  practice  successively  at  Long  Pine,  Page  and 
Verdigre — at  the  latter  place  since  about  1891;  active 
in  business  enterprises  in  his  community,  organizer 
of  the  first  telephone  service  in  the  Verdigre  area; 
died  suddenly  at  his  office,  August  22,  1936,  aged  sev- 
enty-six years. 

A wife,  daughter  and  son  survive. 

John  E.  Pulver,  Evanston,  111.;  native  of  Osceola, 
Nebr.;  Creighton  Medical  College,  1908;  district  sur- 
geon of  the  Chicago  and  North  Western  railroad  at 
Omaha  for  a number  of  years  up  to  three  years  ago 
when  he  was  appointed  Chief  Surgeon  of  the  same 
road  and  located  at  Evanston,  111.;  former  member, 
Nebraska  State  Medical  Association;  died  of-  a heart 
lesion  in  Omaha  at  the  home  of  his  wife’s  mother, 
August  28,  1936,  aged  fifty-two  years. 

A wife  and  two  daughters  survive. 

Emmanuel  Kauffman,  Hardy,  Nebr.;  native  of 
Pennsylvania;  Jefferson  Medical  College,  1889;  in 
practice  at  Hardy  forty-five  years;  former  member, 
Nebraska  State  Medical  Association;  died  September 
2,  1936,  from  chronic  valvular  heart  disease  (arterio- 
sclerotic), aged  seventy-six  years. 

A wife,  three  daughters  and  one  son  survive. 

Benjamin  F.  Gay,  Hildreth,  Nebr.;  University  of 
Nebraska  College  of  Medicine,  Lincoln  (now  extinct), 
1886;  in  practice  in  a number  of  Nebraska  towns, 
successively,  including  Tilden,  Tecumseh  and  Stock- 
ville  before  locating  at  Hildreth;  a man  of  artistic 
temperament  and  pleasing  personality;  former  mem- 
ber, Nebraska  State  Medical  Association;  died  of 
apoplexy,  September  1,  1936,  aged  about  seventy-two 
years. 


AUXILIARY  NEWS  NOTES 

Mrs.  E.  C.  Wegner,  president  of  the  Lancaster 
County  Auxiliary,  invited  members  of  her  board  and 
state  officers  to  luncheon  at  her  home,  September  21. 
Plans  for  the  auxiliary  for  the  coming  year  were  dis- 
cussed. 


TUBERCULOSIS  ABSTRACTS 

UNDESIRABLE  REEXPANSION  OF  THE  LUNG 
Progressive  obliteration  of  the  pleural  space  will 
develop  even  under  high  intrapleural  pressure  of  air. 
Too  long  an  interval  between  refills,  or  too  small  a 
refill  may  allow  the  lung  to  come  out  and  form  con- 
tact with  the  chest-wall.  When  the  pleural  mem- 
branes have  been  artificially  separated  there  is  a 
strong  tendency  for  them  to  adhere  when  they  again 
come  in  contact,  particularly  so  in  some  cases.  It 
sometimes  happens,  for  an  unexplained  reason,  that 
the  absorption  of  gas  is  unexpectedly  rapid,  and  at 
a rate  out  of  proportion  to  that  previously  experienced 
with  that  case.  This  is  more  apt  to  happen  with 
patients  who  are  coughing  more  than  usual,  or  are 
taking  more  exercise.  Once  the  lung  touches  the 
chest-wall,  the  pleural  membranes  become  rapidly 
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adherent  and  obliteration  of  the  pneumothorax  is  the 
result. 

CHRONIC  EFFUSIONS 

In  “selective  collapse,’’  expansion  may  easily  take 
place  in  the  same  way,  since  the  lower  lobe  is  only 
partially  collapsed  and  swings  out  and  adheres  to 
the  lateral  chest-wall,  or  to  the  diaphragm  below. 
Also,  collapse  may  be  lost  through  obliterative  pleural 
adhesions  in  chronic  effusions.  After  fluid  has  been 
present  for  several  months,  it  may  become  thick; 
heavy  fibrin  sediment  which  is  present  organizes, 
pleural  adhesions  are  produced,  and  the  lung  is  gradu- 
ally drawn  out  to  the  chest-wall.  Expansion  of  this 
type  takes  place  from  below  upward,  and  usually 
begins  in  the  costophrenic  angle.  After  seeing  a few 
cases  of  this  type,  one  wonders  whether  it  is  not 
advisable  to  aspirate  routinely  the  fluid,  when  it  is 
sufficient  in  amount,  and  to  replace  it  with  the  neces- 
sary amount  of  air.  Substituting  eleothorax  to  main- 
tain the  compression  of  the  lung  is  advised  by  some. 

REACTIVATION  OF  OLD  LESION 

There  are  few  cases  of  tuberculosis  requiring  pneu- 
mothorax treatment  in  which  the  disease  is  purely 
unilateral.  The  reactivation  of  an  old  lesion  in  the 
contralateral  lung  or  the  development  of  new  disease 
is  a constant  source  of  annoyance,  and  is  responsible 
for  having  to  stop  compression  in  many  cases.  When 
there  is  a small,  or  even  a moderate-sized  lesion, 
without  much  evidence  of  excavation,  located  in  the 
contralateral  lung  above  the  2nd  rib,  pneumothorax 
will  usually  prove  successful.  On  the  contrary,  if 
there  is  much  disease  in  the  lung  field  opposite  the 
root  zone  or  in  the  lower  lobe,  continued  compression 
is  fraught  with  danger,  especially  if  the  collapse  is 
maintained  at  more  than  from  50  to  60  per  cent. 

HEMORRHAGE  CONTROL 

Rubin  reports  end-results  in  324  cases  of  pneumo- 
thorax of  two  to  fifteen  years’  duration.  All  were 
far  advanced  except  a few  minimal  and  moderately 
advanced  cases,  in  which  collapse  was  used  in  treat- 
ing uncontrollable  hemorrhage.  In  102,  or  31  per 
cent,  of  the  cases,  pneumothorax  had  to  be  discon- 
tinued in  less  than  three  months’  time,  due  mostly  to 
dense  adhesions  obliterating  the  pleural  space.  Rubin 
feels  that,  next  to  traction  from  heavy  adhesions 
drawing  the  lung  out  and  making  further  successful 
pneumothorax  impracticable,  effusions  becoming  em- 
pyematous  and  reactivation  of  disease  in  the  opposite 
lung  are  about  on  a parity  as  a cause  for  reexpansion. 

IN  CHILDREN 

Myers  and  Levine  have  reported  52  cases  of  tuber- 
culosis in  children  treated  by  pneumothorax.  Some 
of  the  cases  have  been  treated  for  several  years,  but 
at  the  time  the  report  was  made  eleven  of  this  num- 
ber had  been  discontinued  for  the  following  reasons: 
seven  on  account  of  spread  of  the  disease  to  the  op- 
posite side,  three  due  to  the  formation  of  obliterating 
pleural  adhesions,  and  the  remaining  patient  was 
killed  accidentally. 

DENSE  ADHESIONS 

It  often  happens  that  the  normal  lower  lobe  of  a 
lung  can  be  completely  compressed.  Dense  adhesions, 
either  in  the  sutoscapular  region  or  laterally  in  the 
region  of  the  3rd  and  4th  ribs,  prevent  collapse  of 
the  disease  in  the  upper  lobe  where  it  is  needed  most. 
High  intrathoracic  pressure,  in  which  there  is  definite 
danger  of  rupturing  the  lung,  will  occasionally  cause 
the  air  to  dissect  around  and  through  the  adhesions, 
giving  a partial  collapse  and  fair  therapeutic  results 
to  a small  number  of  cases.  In  past  years  we  have 


persisted  with  this  type  of  case  sometimes  indefinite- 
ly, hoping  something  could  be  accomplished.  Almost 
invariably  fluid  will  form  which  persists  in  spite  of 
frequent  aspirations.  Eventually,  tuberculous  empy- 
ema develops,  and  the  clinical  course  is  unfavorably 
influenced.  We  now  recommend  the  discontinuance 
of  refills  in  these  cases,  and  allow  the  lung  to  re- 
expand, with  perhaps  advice  regarding  some  other 
form  of  surgical  collapse.  A localized  upper  thoraco- 
plasty is  always  to  be  preferred  to  a poor  pneumo- 
thorax in  this  type  of  case. 

Minnig  says,  “The  formation  of  pleural  adhesions 
is  the  one  insurmountable  barrier  to  successful  pneu- 
mothorax and  when  this  makes  successful  collapse 
impossible  some  other  form  of  collapse  should  be 
tried.” 

Internal  pneumonolysis  is  now  being  successfully 
used  in  certain  types  of  pleural  adhesions.  When  the 
pleural  membranes  are  almost  universally  adherent 
by  dense,  resistant  adhesions,  this  treatment  is  of 
no  avail.  It  often  happens  that  a cord,  string-like,  or 
even  a broad-band  type  of  adhesion  may  anchor  the 
partially  compressed  lung  to  the  chest-wall  overlying 
an  open  cavity.  If  the  adhesion  can  be  successfully 
separated  by  the  electrocautery  and  a good  collapse 
obtained,  more  drastic  measures  to  accomplish  satis- 
factory results  may  be  avoided. 

Our  results  in  pneumonolysis,  to  date  over  a four- 
year  period,  are  as  follows:  Total  number  of  cases 
operated  upon,  59;  in  6 of  this  number  the  work  was 
only  exploratory,  as  the  adhesions  were  of  the  type 
which  could  not  be  separated;  of  the  remaining  53 
cases,  28  had  cavities,  and  27  of  this  number  were 
closed  after  the  adhesions  were  cut.  Twenty-five 
cases  were  without  cavities,  but  adhesions  were  pre- 
venting the  collapse  of  heavily  infiltrated  or  con- 
solidated areas.  Oft  his  number  the  adhesions  were 
successfully  cut  in  twenty-three.  Thus,  of  the  53 
cases  in  which  division  of  adhesions  was  attempted, 
50,  or  94.5  per  cent,  were  successfully  separated. 
These  results  were  based  upon  the  following  observa- 
tions: stereoscopic  x-ray  study  of  the  lung  after  op- 
eration, change  in  the  sputum  from  positive  to  nega- 
tive, gain  in  weight,  improvement  in  appetite  and  di- 
gestion, reduction  in  amount  of  air  required,  and 
lengthening  of  the  interval  of  refills.  From  these  re- 
sults it  would  appear  that  before  allowing  a lung  to 
reexpand  due  to  adhesions,  one  would  be  justified 
in  having  a thoracoscopic  study  made  with  the  idea 
of  having  the  adhesions  separated  if  they  are  of  a 
suitable  type. 

Inconvenience  and  expense  to  the  patient  in  ob- 
taining refills  may  prove  to  be  a major  issue  in  de- 
ciding to  terminate  the  treatment.  In  some  sections 
of  the  country  an  experienced  operator  may  not  be 
available  when  the  patients  return  home  from  the 
sanatorium.  The  fatigue  of  travelling  and  the  cost  of 
the  refills  must  also  be  considered,  and  these  may  be 
too  heavy  a burden  to  bear. 

The  condition  of  the  lung  before  collapse  is  one  of 
the  most  important  points  in  considering  reexpansion. 
No  case  should  be  voluntarily  terminated  without  first 
reviewing  the  old  x-ray  films,  and  making  a close 
study  of  the  physical  signs  and  clinical  course  prior 
to  compression.  If  extensive  disease  with  a large 
area  of  excavation  and  marked  toxic  symptoms  were 
present,  then  the  decision  becomes  more  difficult  to 
make.  Also,  if  compression  was  instituted  to  control 
hemorrhage  there  is  always  the  fear  on  the  part  of 
the  patient  that  the  bleeding  will  recur  when  the  re- 
fills are  stopped. 

— The  Indications  for  Terminating  Artificial  Pneu- 
mothorax, Frank  B.  Stafford,  Am.  Rev.  of  Tuberc.. 
Sept.,  1936. 
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THE  SOCIETIES 

The  sixteenth  annual  meeting  of  the  Seventh 
Councilor  District  Medical  Society  will  he  held 
on  Thursday,  afternoon  and  evening,  October  22, 
1936,  at  Friend,  Nebr. 

The  Madison  Six  County  Medical  Society  met  at 

the  hotel  at  West  Point,  September  15,  with  65  physi- 
cians and  their  ladies  present.  Delegations  were  pres- 
ent from  Omaha  and  other  outlying  districts.  A chick- 
en dinner  ushered  in  the  session. 

Mayo  clinic  men  put  on  the  program: 

Dr.  Alfred  W.  Adson,  Rochester,  Minn.:  “Diagnosis 
and  Treatment  of  Spinal  Cord  Tumors,”  with  illus- 
trating films. 

Dr.  Andrew  B.  Rivers,  Rochester,  Minn.:  “Consider- 
ation of  the  Treatment  of  Peptic  Ulcer.” 

The  presentations  were  of  the  usual  high  type  and 
should  aid  the  practitioner  in  the  diagnosis  and  early 
care  of  the  affections  discussed. 

Dr.  Adson,  who  is  president-elect  of  the  Minnesota 
State  Medical  Association,  also  spoke  briefly  on  the 
menace  of  state  medicine  and  urged  the  profession  to 
take  an  active  interest  in  their  local  and  state  asso- 
ciations. 

The  Gage  County  Medical  Society  held  its  first 
meeting  of  the  regular  sessions  at  the  society’s  new 
quarters  at  the  Lutheran  hospital,  Beatrice,  Septem- 
ber 9,  with  twenty  members  present. 

Dr.  C.  P.  Fall  led  a discussion  of  “Obstetrical  Com- 
plications” which  was  joined  in  by  a number  of  those 
present. 

Two  interesting  scientific  films  were  exhibited 
through  the  courtesy  of  the  Eli  Lilly  Company  and 
Fred  Lenz. 

The  Elkhorn  Valley  Medical  Society  met  at  Nor- 
folk County  club,  August  27,  with  an  attendance  of 
about  fifty  physicians. 

The  following  interesting  program  was  heard: 

Traumatic  Abdomen  (slides),  Dr.  J.  Dewey  Bisgard, 
Instructor  in  Surgery,  University  of  Nebraska,  Omaha. 

Blood  Dyscrasias  (colored  movie),  Dr.  John  C. 
Sharpe,  Instructor  Internal  Medicine,  University  of 
Nebraska,  Omaha. 

Case  Report,  Aplastic  Anemia,  Dr.  George  B.  Salter, 
Norfolk. 

Simplified  Obstetric  Care  (colored  movie),  Dr.  E.  D. 
Plass,  Professor  of  Obstetrics,  University  of  Iowa, 
Iowa  City. 

Recent  Advances  in  Allergy  (Respiratory,  Gastro- 
intestinal and  Skin)  (colored  slides),  Dr.  Ralph  Bow- 
en, Balyeat  Clinic,  Oklahoma  City. 

An  interesting  feature  of  the  program  was  that  but 
one  paper  was  read,  the  others  were  given  as  off-hand 
lectures.  A very  energetic  discussion  followed  the 
presentation  of  Dr.  Plass. 

The  Southwest  Nebraska  Medical  Society  held  the 
September  meeting  at  the  Keystone  Hotel  on  the  17th, 
following  a 6:30  dinner. 

The  program: 

“Eye  Strain  Symptom  Complex,”  Dr.  Chas.  M. 
Schwab,  Professor  of  Ophthalmology  at  the  University 
of  Creighton,  Omaha. 

“Fracture  of  the  Leg,”  with  lantern  slide  demon- 
stration, Dr.  James  W.  Martin,  Professor  of  Ortho- 
pedic Surgery  at  the  University  of  Creighton,  Omaha. 
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Dr.  S.  H.  Brauer,  Norfolk,  has  purchased  an  air- 
plane. 

Dr.  and  Mrs.  A.  G.  Pohlman,  Omaha,  have  returned 
from  Europe. 

Dr.  Ralph  Sawyer,  Hildreth,  spent  ten  days  fishing 
in  Minnesota. 


Dr.  and  Mrs.  Herman  F.  Johnson,  Omaha,  have 
gone  to  Europe. 

Dr.  R.  H.  McGowan,  Columbus,  fished  in  Ottertail 
lake,  Minnesota. 

Dr.  and  Mrs.  G.  Alexander  Young  spent  some  time 
in  Victoria,  B.  C. 

Dr.  and  Mrs.  O.  E.  Liston,  Elmwood,  spent  several 
weeks  in  Colorado. 

Dr.  and  Mrs.  F.  A.  Mountford,  Davenport,  fished  at 
Park  Rapids,  Minn. 

Dr.  and  Mrs.  F.  O.  Beck,  Omaha,  have  gone  on  a 
trip  to  the  Near  East. 

Dr.  D.  W.  Bell,  for  many  years  in  practice  at  Blair, 
has  located  at  Hooper. 

Dr.  and  Mrs.  A.  G.  Rasck,  Ainsworth,  have  returned 
from  a trip  to  Denver. 

Dr.  Samuel  J.  Faier  has  located  in  suite  536  Medi- 
cal Arts  Bldg.,  Omaha. 

Dr.  George  Shidler,  Torrance,  Calif.,  visited  his 
friends  at  York,  recently. 

Dr.  R.  S.  Russell,  Sutherland,  spent  his  vacation 
trout  fishing  in  Wyoming. 

Dr.  and  Mrs.  J.  R.  Nilsson,  Omaha,  visited  Yellow- 
stone Park  late  in  summer. 

Dr.  and  Mrs.  Isaiah  Lukens,  Tekamah,  spent  some 
time  at  the  Minnesota  lakes. 

Dr.  H.  A.  Jakeman,  Wahoo,  has  gone  to  New  York 
for  special  postgraduate  work. 

Dr.  and  Mrs.  C.  W.  Way,  Wahoo,  fished  in  the 
Park  Rapids  area  in  Minnesota. 

Dr.  and  Mrs.  J.  Stanley  Hill,  McCook,  spent  two 
months  in  Colorado  this  summer. 

Dr.  C.  A.  Medlar,  Verdon,  and  Mrs.  Oleta  French, 
Humboldt,  were  married  recently. 

Dr.  and  Mrs.  G.  W.  Bartlett,  Belgrade,  fished  at 
Leach  lake,  Minn.,  early  in  August. 

Dr.  and  Mrs.  T.  Y.  Dorwart,  Lexington,  spent  their 
vacation  on  Isle  Royal  in  Lake  Superior. 

Dr.  W.  H.  Slattery  visited  his  old  home,  Galesburg, 
111.,  and  other  Illinois  points  a month  ago. 

Dr.  J.  W.  Hutchinson,  Central  City,  spent  some  time 
in  and  about  Fort  Collins,  Colo.,  recently. 

Dr.  A.  L.  Marsteller  and  family,  Wilcox,  spent  some 
time  at  Cass  lake,  Minnesota,  in  September. 

Dr.  Thomas  C.  Sexton,  retired  Fremont  physician, 
recently  celebrated  his  ninety-third  birthday. 

Dr.  and  Mrs.  J.  Hewitt  Judd,  Omaha,  motored 
through  Canada  to  New  York  City  last  month. 

Dr.  Edna  Schick  has  been  named  resident  physi- 
cian at  the  Nebraska  State  University,  Lincoln. 

Dr.  and  Mrs.  Arnold  McDermott,  Omaha,  visited 
Estes  and  Yellowstone  parks  during  the  summer. 

Dr.  and  Mrs.  P.  H.  Salter,  Norfolk,  spent  several 
weeks  at  Minnesota  resorts  during  the  heat  wave. 

Dr.  Albert  A.  Fricke,  Los  Angeles,  formerly  of 
Omaha,  visited  in  Omaha  and  Plattsmouth  in  August. 

Dr.  and  Mrs.  R.  R.  Reed  and  family,  McCook,  spent 
their  vacation  on  the  west  coast  and  in  national  parks. 

Dr.  George  B.  Dent,  North  Platte,  who  has  been 
disabled  for  about  ten  months,  has  resumed  practice. 

Dr.  Robert  A.  Powell,  son  of  the  late  Dr.  E.  W. 
Powell,  former  Omaha  surgeon,  has  located  at  Villisca, 
Iowa. 

Dr.  E.  C.  McAleer,  formerly  of  Peru,  has  acquired 
the  Mockett  hospital  at  Kimball  and  has  taken  pos- 
session. 

Dr.  and  Mrs.  B.  V.  Kenney,  Dodge,  visited  his  moth- 
er in  Idaho  and  also  visited  Yellowstone  park  in 
August. 

Dr.  and  Mrs.  Floyd  J.  Murray,  Omaha,  visited  the 
west  coast,  Boulder  Dam  and  Grand  Canyon  during 
late  summer. 

Dr.  and  Mrs.  Rudolph  Rix,  Omaha,  visited  with 
their  daughter  at  her  summer  home  at  Kennebunlc 
Beach,  Maine. 

Dr.  R.  H.  Sawyer,  Lincoln,  recently  underwent  an 
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appendectomy.  Youngsters  of  all  ages  are  subject 
to  this  disease. 

Dr.  and  Mrs.  S.  O.  Harris,  Chappell,  attended  a 
Harris  family  reunion  at  Jamesport,  Mo.,  the  first 
part  of  August. 

Dr.  Merrill  Leeh,  army  surgeon  at  Fort  Lewis, 
Wash.,  accompanied  by  his  wife,  visited  his  parents 
at  Blair  recently. 

Dr.  J.  L.  Bennett,  Kearney,  aged  87,  has  announced 
his  retirement  from  practice  after  an  active  career 
of  sixty-three  years. 

Dr.  H.  R.  Elston  and  family,  Humphrey,  spent  the 
month  of  September  in  the  Pacific  Southwest,  cen- 
tering at  Los  Angeles. 

Dr.  and  Mrs.  R.  P.  Westover,  Plattsmouth,  enjoyed 
the  fishing  and  outdoor  life  of  the  Minnesota  lake 
country  during  August. 

Dr.  Robert  Huffman,  Lincoln  elderly  physician,  suf- 
fered the  loss  of  a hand  in  an  automobile  accident 
while  on  a trip  to  Colorado. 

Dr.  and  Mrs.  H.  M.  Harvey,  Gothenburg,  motored  to 
Portland,  Ore.,  and  followed  the  coast  highway  to 
San  Diego,  before  returning. 

Dr.  H.  L.  Palmateer,  Madison,  and  Dr.  Robert  Mul- 
long,  Norfolk,  and  their  families  fished  for  muskies 
in  the  Lake  of  the  Woods  in  August. 

Dr.  and  Mrs.  T.  L.  Gritzka,  Talmage,  in  a swing 
around  a circle,  touched  at  Estes  Park,  Colorado 
Springs,  and  points  in  New  Mexico  and  Texas. 

Dr.  Howard  Royer,  formerly  of  Scotia,  after  a post- 
graduate course  in  New  York  City,  has  become  asso- 
ciated with  Drs.  McGrath  and  Woodward,  Grand 
Island. 

Dr.  and  Mrs.  D.  T.  Quigley,  Omaha,  visited  their 
son.  Dr.  Bartlett  Quigley,  house  surgeon  at  Peter  Bent 
Brigham  hospital,  Boston,  and  attended  the  Harvard 
jubilee. 

Dr.  and  Mrs.  W.  F.  Callfas,  Omaha,  are  spending 
their  vacation  at  several  points  in  Michigan,  Canada 
and  New  York  City.  They  will  be  gone  until  early 
November. 

The  Lincoln  General  hospital  announces  the  ap- 
pointment of  Dr.  Edward  J.  Meister,  formerly  in 
charge  of  X-ray  and  Radium  Therapy  at  the  State 
University  of  Iowa  hospitals,  as  Radiologist. 

Dr.  and  Mrs.  J.  A.  Tamisea,  Omaha,  motored  to 
Washington,  Oregon,  California,  returning  via  Dallas 
and  Fort  Worth,  Texas.  At  Los  Angeles  Dr.  Tamisea 
presided  as  president  over  an  aviation  medicine  meet- 
ing. 

A group  of  Omaha  doctors  enjoyed  a fishing  trip 
in  Wyoming,  at  Fremont  lake  near  Pinedale.  They 
were  Doctors  C.  F.  Moon,  W.  H.  Wherry,  George  B. 
Potter,  C.  C.  Tomlinson,  William  Shearer,  Edwin 
Davis,  Warren  Thompson. 
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THE  CHOICE  OF  TREATMENT  IN  VARIOUS  TYPES 
OF  MALIGNANT  TUMORS* 

HERBERT  H.  DAVIS,  M.  D.,  F.  A.  C.  S., 

Omaha,  Nebraska. 


Years  ago  the  prognosis  of  malignant  tumors 
was  usually  hopeless  unless  they  could  be  com- 
pletely removed  surgically.  Generally  the  oper- 
ation was  planned  to  remove  the  tumor  growth 
with  the  lymphatic  glands  draining  it.  More  re- 
cently radiotherapy  has  been  developed.  Unfor- 
tunately many  unwarranted  claims  have  been 
made  regarding  this  form  of  treatment.  This 
has  led  to  many  heated  debates.  Lately  there 
has  developed  a saner  attitude.  Some  types  of 
growth  are  found  to  respond  best  to  surgical  ex- 
cision, other  types  respond  very  satisfactorily  to 
radiotherapy  and  still  others  do  best  with  a com- 
bination of  methods.  The  microscopic  pathology 
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of  each  growth  must  be  studied  because  not  in- 
frequently different  types  of  new  growths  in  the 
same  organ  should  be  treated  by  different  meth- 
ods. The  microscopic  picture  usually  gives  an 
important  clew  regarding  radiosensitivity.  As  a 
rule  the  more  active  the  growth  is  microscopical- 
ly the  more  radiosensitive  it  is.  Radiosensitivity 
with  rapid  diminution  in  the  size  of  the  tumor 
and  amelioration  of  the  symptoms  does  not  neces- 
sarily mean  that  the  tumor  is  highly  radiocura- 
ble. 

It  is  my  firm  belief  that  if  we  study  the  treat- 
ment of  malignant  tumors  impartially  that  we 
will  decide  in  most  cases  upon  a fairly  definite 
type  of  treatment.  The  surgeon,  radiologist  and 
pathologist  should  confer  frequently  upon  cases. 
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In  the  following  discussion  I am  attempting  to 
be  impartial  in  briefly  stating  tbe  present  atti- 
tude on  treatment  of  the  various  more  common 
malignant  tumors.  Of  course  it  is  understood 
that  each  form  of  treatment  he  done  properly. 
Unfortunately  much  x-ray  therapy,  as  performed 
by  a large  number  of  practitioners,  is  absolutely 
inadequate.  Also  many  surgeons  are  not  radical 
enough  in  their  operations  upon  cancer  patients. 
Time  will  not  permit  thorough  discussion,  and  I 
know  there  will  be  some  differences  of  opinion. 
1 am  also  sure  that  treatment  which  is  today 
considered  proper  will,  in  many  cases,  be  greatly 
improved  upon  in  the  future. 

ALIMENTARY  TRACT 
INTRA-ORAL  TUMORS 

Carcinoma  of  the  mouth  appears  much  more 
commonly  in  males  than  in  females.  The  pre- 
disposing causes  may  be  mouth  infection,  sharp 
edged  teeth,  ill  fitting  dentures,  syphilis  and  to- 
bacco. The  most  common  locations  in  the  mouth 
are  the  tongue,  lip  and  buccal  mucosa.  By  far 
the  greater  number  of  cases  of  intra-oral  carci- 
noma are  squamous-celled  carcinomas.  Most  of 
these  growths  do  not  metastasize  very  rapidly. 
They  spread  by  direct  extension  and  then  metas- 
tasize to  the  deep  cervical  lymph  nodes.  They 
very  rarely  metastasize  below  the  neck.  In  dis- 
cussing treatment  I shall  first  discuss  the  treat- 
ment of  the  local  lesion  and  then  that  of  cervical 
gland  metastases. 

Papillary  tumors  are  apt  to  be  more  radiosensi- 
tive than  others.  Tumors  of  long  duration  and 
with  pronounced  infiltrative  characteristics  are 
apt  to  be  desmoplastic  and  correspondingly  re- 
sistant. Adult  squamous  carcinomas  are  rela- 
tively radioresistant.  Their  regression  appears  to 
require  interstitial  radiation  in  some  form.  If 
the  lesion  invades  bone  or  cartilage  it  is  extreme- 
ly radioresistant.  There  is  a small  group  of 
spindle-celled  epidermoid  carcinomas,  producing 
a pseudo-sarcomatous  appearance,  which  is  ex- 
tremely resistant.  The  usual  squamous  carci- 
noma of  the  oral  cavity  that  recurs  after  irradia- 
tion develops  a relative  radio-immunization. 

Lip:  Early  carcinoma  of  the  lip  is  quite  effec- 
tively treated  by  any  of  the  ordinary  forms  of 
treatment,  such  as  local  excision,  irradiation, 
cauterization,  coagulation,  etc.  Any  of  these 
methods  will  permanently  cure  80  to  90  per  cent 
of  early  cases. 

Tongue:  About  two-thirds  of  epitheliomas  of 
the  tongue  are  on  the  edge  of  that  structure  on 
its  anterior  two-thirds.  Most  of  the  remainder 
are  on  the  dorsum  of  the  tongue,  a few  occur 
on  the  under  surface  and  only  rarely  is  there 


a growth  on  the  posterior  third.  The  present 
tendency  of  treatment  is  more  and  more  toward 
irradiation,  although  often  excision  of  the  growth 
or  electrocoagulation  is  combined  with  this  treat- 
ment. In  cases  without  metastases,  properly  con- 
ducted irradiation  will  give  80  per  cent  cures. 

Buccal  Mucosa:  The  present  tendency  here 
also  is  toward  irradiation,  although  many  are 
still  combining  this  with  surgical  excision  or 
electrocoagulation.  Carcinomas  of  the  anterior 
floor  of  the  mouth  are  apt  to  be  papillary  and, 
therefore,  relatively  though  not  highly  radiosensi- 
tive. The  primary  lesions  can  be  controlled  in 
about  75  per  cent  of  the  cases. 

Tonsil  and  Pharynx : The  main  group  of  these 
tumors  are  squamous-celled  epitheliomas.  They 
are  moderately  or  highly  radiosensitive.  Adeno- 
carcinoma is  radioresistant.  Even  spindle-celled 
cancers  may  be  sensitive  when  they  occur  poste- 
rior to  the  anterior  palatoglossal  fold.  Except 
for  lymphosarcoma  malignancy  is  rarely  primary 
in  the  tonsil  itself.  Lymphosarcoma  is  highly 
radiosensitive. 

Jaw:  Squamous-celled  tumors  are  treated  the 
same  as  those  of  the  oral  cavity  in  general.  Ada- 
mantinoma is  treated  by  curettage,  electrocoagu- 
lation and  occasionally  subsequent  irradiation. 
Most  of  these  cases  are  cured. 

Cervical  Gland  Metastases : Because  metas- 
tases are  late  in  intra-oral  epitheliomata,  there  is 
getting  to  be  less  and  less  tendency  for  prophy- 
lactic treatment  of  cervical  glands.  If  these 
glands  are  enlarged,  some  prefer  a block  resec- 
tion of  the  glands,  others  very  heavy  roentgen 
therapy  or  treatment  with  a radium  pack  while 
still  others  advise  combined  excision  and  irradia- 
tion. There  is  only  about  15  to  25  per  cent  cures 
of  cases  that  have  definite  gland  involvement. 

SALIVARY  GLANDS 

Benign  mixed  tumors  make  up  about  85  per 
cent  of  the  tumors  of  the  salivary  glands  and 
malignant  basal-celled  neoplasms  most  of  the  rest. 
Recurrences  followed  surgical  excision  of  mixed 
tumors  in  13  out  of  41  cases  in  the  series  of 
Benedict  and  Meig.  Complete  regression  of  a 
verified  mixed  parotid  tumor  under  external 
radiation  is  a rarity.  Some,  however,  have  re- 
sponded to  interstitial  radiation.  The  carcinomas 
should  have  irradiation  first  and  then  should  be 
operated  if  they  become  freely  movable.  Other- 
wise palliative  irradiation  should  be  continued. 
Surgical  treatment  alone  failed  in  nearly  100  per 
cent  of  the  cases.  They  are  quite  radioresistant. 
Treatment  by  any  means  is  unsatisfactory. 
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ESOPHAGUS 

Carcinoma  of  the  esophagus  is  not  rare.  In 
spite  of  its  tendency  to  remain  local  for  a fairly 
long  time  it  is  nearly  100  per  cent  fatal.  It  is 
extremely  radioresistant  (and,  therefore,  the 
treatment  by  irradiation  has  been  very  disappoint- 
ing). Owing  to  the  inaccessibility  of  the  esoph- 
agus, surgical  excision  is  extremely  difficult  and 
hazardous.  However,  a few  cases  have  been 
cured  by  this  method. 

STOMACH 

Carcinoma  of  the  stomach  causes  more  fatal- 
ities than  any  other  cancer.  The  main  reason  for 
this  is  the  difficulty  of  early  diagnosis.  Anyone 
in  the  cancer  age  with  a vague  digestive  disturb- 
ance should  have  complete  gastro-intestinal  study. 
The  treatment  of  carcinoma  of  the  stomach  is 
subtotal  or  occasionally  total  gastrectomy.  Sar- 
coma of  the  stomach  constitutes  about  1 per 
cent  of  all  gastric  tumors.  Radiation  therapy 
is  not  of  great  value  in  the  treatment  of  myo- 
sarcoma or  neurosarcoma  but  is  always  indicated 
for  gastric  lymphosarcoma.  If  the  surgeon  finds 
such  a lymphosarcoma  to  be  operable  he  should 
employ  postoperative  irradiation  in  addition  to 
the  resection. 

SMALL  BOWEL 

Malignant  tumors  of  the  small  bowel  are  quite 
rare,  especially  is  this  true  of  carcinoma.  The 
treatment  is  surgical  resection. 

COLON 

In  the  colon  cancer  is  relatively  frequent.  It 
tends  to  metastasize  rather  late.  Radical  surgery 
offers  the  best  results.  The  operative  mortality 
is  10  to  15  per  cent,  but  the  curability  is  rela- 
tively high.  In  the  right  side  of  the  colon  the 
operative  choice  is  resection  of  the  ascending 
colon  and  right  half  of  the  transverse  colon 
with  anastomosis  of  the  ileum  to  the  distal  trans- 
verse colon.  It  is  a little  safer  to  do  this  in  two 
stages,  but  a one-stage  operation  may  occasion- 
ally be  done.  In  the  transverse  colon,  descend- 
ing colon  and  sigmoid  it  is  best  to  draw  the  loop 
of  bowel  containing  the  carcinoma  out  of  the 
wound,  then  to  excise  this  loop  at  this  time  or 
preferably  a few  days  later,  leaving'  a double  bar- 
rel colostomy.  This  can  be  closed  later  by  crush- 
ing the  adjoining  bowel  walls  with  a heavy 
clamp. 

RECTUM 

Carcinoma  of  the  rectum  is  about  as  common 
as  that  of  all  the  rest  of  the  colon.  The  usual 
treatment  is  colostomy  followed  by  resection  of 
the  rectum.  This  resection  may  be  a combined 
abdomino-perineal  type  or,  if  the  growth  is  low, 


it  may  be  done  all  by  the  perineal  route.  In  the 
anus  there  may  be  an  epithelioma.  This  type  of 
growth  responds  fairly  well  to  irradiation. 

BILIARY  TRACT 

Carcinoma  of  the  biliary  tract  may  involve  the 
liver,  gallbladder  and  bile  ducts.  Carcinoma  of 
the  liver  is  rarely  primary  but  very  commonly 
secondary.  There  is  no  satisfactory  treatment. 
Carcinoma  of  the  gallbladder  usually  occurs  in 
long  standing  cases  of  gallstones.  If  discovered 
early  enough  its  treatment  is  cholecystectomy  but 
usually  the  diagnosis  is  made  too  late  for  this 
operation.  Carcinoma  of  the  common  duct  or 
papilla  of  Vater  is  rarely  removable.  Usually  we 
can  do  only  a palliative  cholecysto-enterostomy, 
which  relieves  the  jaundice  unless  there  are  ex- 
tensive liver  metastases. 

PANCREAS 

Carcinoma  of  the  pancreas  is  very  rapidly  fatal 
due  to  cholemia  and  obstruction  to  the  pancreatic 
ferments.  Palliative  cholecysto-enterostomy  may 
clear  up  the  jaundice  and  give  temporary  relief 
of  symptoms. 

APPENDIX 

The  appendix  may  be  the  seat  of  a carcinoid 
which  is  usually  cured  by  appendectomy.  An 
adenocarcinoma  on  the  other  hand  is  quite  malig- 
nant and  should  have  radical  resection. 

MISCELLANEOUS  TUMORS 

Of  the  miscellaneous  gastro-intestinal  tumors 
the  lymphosarcomas,  leukemic  lymphomas  and 
aleukemic  lymphomas  are  radiosensitive.  The 
melanotic  tumors  are  extremely  resistant. 

SUMMARY 

From  the  foregoing  it  is  seen  that  the  squam- 
ous-celled  carcinomas  at  each  end  of  the  ali- 
mentary tract  are  usually  treated  by  irradiation. 
From  the  beginning  of  the  esophagus  to  the  anus, 
however,  irradiat'on  of  carcinoma  is  quite  un- 
successful and  excision  is  the  method  of  choice. 

FEMALE  GENITAL  TRACT 
UTERUS 

Malignant  tumors  of  the  uterus  include  carci- 
noma and  sarcoma.  I shall  discuss  carcinoma  of 
the  cervix  and  of  the  corpus  separately,  as  the 
problems  are  quite  different.  Carcinoma  of  the 
cervix  makes  up  about  one-fourth  of  all  the  car- 
cinomas in  women.  The  present  tendency  in  the 
United  States  is  to  treat  carcinoma  of  the  cervix 
by  irradiation,  using  radium  locally  and  x-ray  or 
radium  pack  therapy  to  the  lymph  glands  drain- 
ing this  area.  If  surgery  is  to  be  done  at  all,  it 
should  be  radical,  removing  the  parametrium 
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along  with  the  total  hysterectomy.  This  gives 
no  better  results  than  irradiation  and  has  a 
rather  high  operative  mortality.  Simple  total 
hysterectomy  is  unsatisfactory  except  in  very 
early  cases.  The  five  year  cures  in  properly 
treated  carcinoma  of  the  cervix  run  about  25 
per  cent. 

Carcinoma  of  the  corpus  is  more  likely  to  oc- 
cur in  older  women.  Pathologically  it  may  be 
divided  into  four  types. 

1.  Superficial  adenoma  malignum 

2.  Malignant  adenoma 

3.  Adenocarcinoma 

4.  Diffuse  carcinoma. 

Hysterectomy  alone  will  cure  most  of  the  me- 
lignant  adenoma  cases.  Pre-operative  irradiation 
followed  in  two  months  by  total  hysterectomy 
seems  to  give  the  best  results  in  the  adenocarci- 
noma cases.  The  differentiation  between  these 
types  should  be  made  by  diagnostic  curettage  with 
frozen  section. 

Sarcoma  of  the  uterus  may  be  primary  or  sec- 
ondary to  fibromyoma.  Sarcoma  is  much  less 
common  than  carcinoma.  Simple  total  hysterec- 
tomy with  the  removal  of  both  tubes,  both  ova- 
ries, the  body  of  the  uterus  and  cervix  with  a 
flap  of  vaginal  mucosa  seems  to  be  the  best  treat- 
ment. 

VAGINA 

Primary  carcinoma  of  the  vagina  is  rare.  The 
treatment  is  unsatisfactory,  whether  it  be  radical 
surgery  or  radiation.  Secondary  carcinoma  ex- 
tending from  the  cervix  is  much  more  common. 

VULVA 

Carcinoma  of  the  vulva  is  very  malignant  but 
fortunately  rather  rare.  (The  lymphatic  glands 
draining  it  are  the  femoral,  and  the  superficial 
and  deep  inguinal).  Complete  vulvectomy  with 
excision  of  the  femoral  and  inguinal  glands  is 
the  best  treatment. 

OVARY 

Maginant  tumors  of  the  ovary  may  be  cystic 
or  solid.  The  cystic  tumor,  papillary  cystadeno- 
carcinoma,  may  become  quite  large.  A solid 
tumor  may  be  carcinoma,  sarcoma  or  teratoma. 
Surgical  removal  is  the  best  method  of  treatment 
of  all  ovarian  cysts  and  tumors.  With  a malig- 
nant tumor  both  ovaries  and  the  uterus  should  be 
removed.  Radiation  alone  is  of  little  value,  al- 
though it  may  make  an  inoperable  tumor  opera- 
ble. It  may  also  be  used  as  palliative  treatment 
in  inoperable  ovarian  neoplasms.  Secondary  ma- 
lignant tumors  of  the  ovary  are  not  rare.  These 
are  often  bilateral.  They  may  metastasize  from 
the  gastro-intestinal  tract,  the  breast,  the  uterus, 
etc.  They  usually  denote  an  incurable  condition. 


Nebr.  S.  M.  Jour. 
November,  1936 

FALLOPIAN  TUBES 

Carcinoma  is  the  commonest  malignant  tumor 
of  the  tubes.  About  one-third  of  the  cases  are 
bilateral.  The  treatment  is  total  hysterectomy 
with  removal  of  both  tubes  and  ovaries,  prefer- 
ably with  dissection  of  the  pelvic  lymph  nodes. 
Postoperative  irradiation  may  be  of  value.  Pal- 
liative radiation  may  also  be  used  in  inoperable 
cases. 

PLACENTA 

Chorio-epithelioma  is  a malignant  tumor  of 
the  placenta.  Treatment  is  radical  total  hyster- 
ectomy with  the  removal  of  both  tubes  and  ova- 
ries followed  by  irradiation. 

MALE  GENITAL  TRACT 
TESTIS 

Most  of  these  growths  are  teratomas.  These 
cases  show  a positive  Aschheim-Zondek  reaction. 
They  should  have  irradiation  to  the  testis  and 
the  glands  draining  them  up  as  far  as  the  dia- 
phragm. This  should  be  followed  in  eight  to  ten 
weeks  by  orchidectomy.  They  are  highly  malig- 
nant. 

PROSTATE 

Carcinoma  of  the  prostate  is  quite  common.  It 
may  produce  urinary  obstruction  and  frequently 
metastasizes  to  bone.  Aspiration  biopsy  may 
help  to  make  an  early  diagnosis.  Treatment  is 
irradiation  plus  prostatic  resection  if  there  is  ob- 
struction. Interstitial  radiation  is  necessary  to 
sterilize  the  growth. 

PENIS 

Carcinoma  of  the  penis  is  a surgical  condi- 
tion. Treatment  consists  of  resection  of  the  penis 
and  inguinal  glands. 

URINARY  TRACT 
KIDNEY 

The  most  common  malignant  tumors  of  the 
kidney  in  adults  are  hypernephroma  and  carci- 
noma. The  treatment  consists  of  nephrectomy 
plus  irradiation.  There  is  an  embryonic  type  of 
tumor  called  Wilms’  tumor.  This  is  very  radio- 
sensitive but  recurrence  after  irradiation  is  almost 
inevitable.  Once  recurrent,  an  acquired  radio- 
resistance seems  to  develop.  If  nephrectomy  is 
to  be  done,  it  should  follow  the  maximum  initial 
radiation  regression.  It  is  nearly  always  fatal. 

URETER 

Carcinoma  of  the  ureter  is  treated  by  uretero- 
nephrectomy. 

BLADDER 

There  are  many  forms  of  treatment  used  in 
carcinoma  of  the  bladder.  They  include  trans- 
urethral electrocoagulation,  transurethral  appli- 
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cati  m of  radium,  deep  roentgen  ray  therapy,  su- 
prapubic cystectomy  with  electrocoagulation,  ex- 
cision alone  or  combined  with  implantation  of 
radium,  surgical  resection  of  the  bladder  and 
even  total  cystectomy  with  implantation  of  the 
ureters  into  the  colon. 

URETHRA 

Carcinoma  of  the  urethra  is  quite  radioresist- 
ant. Because  of  this  many  advise  radical  exci- 
sion. If  the  inguinal  glands  are  involved  they 
should  be  excised  surgically.  When  the  glands 
are  extensive  and  inoperable,  they  should  be  giv- 
en radiation. 

BREAST 

Carcinoma  of  the  breast  may  be  classified  as 
follows : 

1.  Scirrhous 

2.  Medullary 

3.  Papillary 

4.  Gelatinous 

5.  Comedo 

G.  Paget's  disease  of  the  nipple. 

Radical  mastectomy  with  excision  of  the  axil- 
lary glands  is  the  accredited  form  of  treatment  of 
all  of  these  types.  In  medullary  carcinoma  I be- 
lieve that  thorough  irradiation  of  the  breast  and 
axilla  should  be  carried  out  eight  to  ten  weeks 
before  operation.  Many  also  use  irradiation  in 
scirrhous  carcinoma  and  in  Paget’s  disease  of  the 
nipple,  either  before  or  following  surgery.  The 
results  of  surgery  alone  are  excellent  in  the  other 
three  types.  Five  year  cures  may  be  expected  in 
35  to  40  per  cent  of  all  breast  cancers. 

Sarcoma,  which  is  uncommon,  should  have 
simple  mastectomy  and  irradiation. 

RESPIRATORY  TRACT 
NASAL  SINUSES 

Carcinoma  of  the  antrum  constitutes  approxi- 
mately 1 per  cent  of  all  cancers.  Surgery  alone 
with  total  excision  of  the  maxilla  carries  a mor- 
tality of  15  to  40  per  cent.  This  results  in  very 
few,  if  any,  permanent  cures.  More  recently 
surgical  diathermy  combined  with  radium  is  rath- 
er generally  accepted  as  the  proper  treatment. 
The  present  tendency  is  to  depend  more  and  more 
upon  radium  for  destruction  of  these  carcinomas. 

LARYNX 

The  most  common  malignant  tumor  of  the 
larynx  is  squamous-celled  carcinoma,  which  con- 
stitutes about  98  per  cent  of  the  cases.  A biopsy 
should  always  be  taken.  Laryngofissure  is  indi- 
cated in  early  intrinsic  carcinoma,  limited  to  the 
anterior  or  middle  third  of  the  vocal  cord.  Lar- 
yngofissure cures  about  80  per  cent  of  these 
cases.  If  the  posterior  part  of  the  vocal  cord  is 
involved,  if  the  carcinoma  has  extended  beyond 


the  vocal  cords  to  any  part  of  the  interior  wall 
of  the  larynx,  or  in  grades  III  and  IV  even  in 
early  cases,  a laryngectomy  is  indicated.  The 
cures  in  these  cases  are  only  25  to  30  per  cent. 
Sarcoma  and  endothelioma  of  the  larynx  are 
rare  and  the  treatment  is  the  same  as  for  carci- 
noma. The  technique  of  radiation  of  the  larynx 
is  being  greatly  improved  and  may  in  time  be 
given  more  wide-spread  use.  At  the  present  time 
roentgen  therapy  is  the  best  plan  of  handling  a 
recurrence. 

LUNG 

Primary  malignant  tumors  of  the  lung  are 
carcinomas  and  occasionally  sarcomas.  The  most 
common  type  of  carcinoma  arises  in  the  bronchus. 
Occasionally  there  is  another  form  referred  to  as 
lobular  or  pneumonic  carcinoma.  It  is  a diffusely 
growing  adenocarcinoma  seen  in  the  roentgeno- 
gram as  multiple  nodules  infiltrating  one  or  both 
lungs,  usually  toward  the  base.  Progress  is  be- 
ing made  in  the  treatment  of  cancer  of  the  lung 
by  lobectomy  or  total  pneumonectomy.  As  the 
technique  is  improved  the  mortality  from  this  op- 
eration will  undoubtedly  be  considerably  lowered. 
Irradiation  is  not  very  successful.  Metastatic 
tumors  of  the  lungs  may  have  palliative  radiation. 
In  most  cases  this  is  rather  unsuccessful. 

ENDOCRINE  GLANDS 

( Many  of  the  endocrine  gland  tumors  are  dis- 
cussed elsewhere  in  this  article). 

THYROID 

Malignant  tumors  of  the  thyroid  may  be  sar- 
coma, sarcoma-carcinoma,  which  is  usually  fatal, 
or  carcinoma.  The  most  common  cancer  arises  in 
a pre-existing  adenoma.  These  are  of  two  types, 
the  malignant  adenoma  and  papillary  carcinoma. 
The  more  common  is  malignant  adenoma,  which 
metastasizes  mainly  by  the  blood  stream.  Papil- 
lary carcinoma  enlarges  considerably,  protrudes 
from  the  neck  with  a bluish  color  and  fluctuates. 
It  metastasizes  by  the  lymphatics.  The  treatment 
of  malignant  tumors  of  the  thyroid  is  surgery 
and  irradiation. 

SUPRARENAL  GLAND 

Malignant  suprarenal  tumors  may  arise  in  the 
cortex  or  medulla.  They  are  quite  rare.  Supra- 
renal tumors  in  children  usually  cause  sexual  pre- 
cocity and  in  adults  sexual  inversion.  The  Asch- 
heim-Zondek  test  may  be  positive. 

Neuroblastoma  of  the  suprarenal  medulla 
arises  in  young  children.  It  is  very  rapidly  fatal 
and  metastasizes  to  the  liver,  lymph  nodes  and 
other  organs.  Suprarenal  tumors  are  treated  by 
excision  and  irradiation. 
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SKIN 

Carcinoma  of  the  skin  is  very  common.  These 
cancers  may  be  divided  into  squamous-celled  and 
basal-celled  lesions.  Subvarieties  of  epidermal 
cancer  in  which  keratin  is  absent  is  sometimes 
referred  to  as  transitional,  cuboidal  or  mixed- 
celled  carcinoma.  Basal-celled  tumors  are  more 
frequent  about  the  head,  especially  the  face,  nose 
and  eyelids.  They  are  also  called  rodent  ulcers. 
Squamous-celled  cancer  is  also  common  in  the 
region  of  the  face  and  about  the  ear.  On  the 
extremities  squamous-celled  cancer  predominates. 
Basal-celled  cancer  rarely  metastasizes  but  in- 
volves adjacent  structures  by  direct  extension. 
Squamous-celled  carcinoma,  on  the  other  hand, 
tends  to  metastasize  to  the  region  lymph  nodes. 

Basal-celled  tumors  may  be  treated  by  radia- 
tion, excision  or  destruction  by  any  of  the  ordi- 
nary means.  The  results  are  excellent. 

Squamous-celled  cancers,  grades  I and  II  are 
relatively  radio-resistant.  In  early  stages  they 
may  be  excised  or  irradiated.  Treatment  of  re- 
gional lymph-nodes  in  these  early  cases  may  be 
omitted.  If,  however,  there  is  any  question  about 
the  nodes  they  should  be  excised  surgically. 
Squamous-celled  cancers  of  grade  III  and  IV  are 
radiosensitive  but  extend  rapidly  beyond  the  field 
of  irradiation.  The  local  field  should  be  treated 
by  combined  radium  and  excision.  The  regional 
lymph-nodes  should  be  irradiated  followed  by 
surgical  resection  or  implantation  of  radium.  Five 
year  cures  in  the  squamous-celled  type  are  about 
35  per  cent.  Previous  unsuccessful  therapy  and 
metastases  to  the  regional  lymph-nodes  reduce 
this  figure  to  less  than  5 per  cent. 

Malignant  melanoma  spreads  very  rapidly  to 
the  skin  all  over  the  body  and  gives  large  internal 
metastases.  Inadequate  surgical  excision  may 
accelerate  this  process.  Pigmented  nevi  should 
be  removed  for  prophylaxis.  Malignant  mela- 
noma should  be  treated  by  electrosurgery  and  ir- 
radiation. 

NERVOUS  SYSTEM 

About  25  per  cent  of  brain  tumors  are  malig- 
nant. These  fall  mainly  into  the  glioma  group. 
They  are  infiltrative  and  destructive  but  do  not 
metastasize.  Temporary  relief  may  be  given  by 
partial  removal,  decompression  and  radiation 
therapy.  Metastatic  tumors  make  up  about  4 per 
cent  of  brain  tumors.  The  primary  growth  is 
most  commonly  carcinoma  of  the  breast,  mela- 
notic sarcoma,  hypernephroma  or  myeloma.  Pal- 
liative irradiation  is  all  that  can  be  done. 

In  the  peripheral  nerves  there  are  two  main 
classes  of  malignant  tumors,  those  that  are  fibro- 
blastic and  those  that  are  epithelial  in  type.  The 


fibroblastic  group  is  by  far  the  more  common. 
A great  majority  of  these  develop  in  individuals 
suffering  from  von  Recklinghausen’s  disease. 
They  are  extremely  radioresistant.  Ewing  be- 
lieves that  many  of  the  so-called  fascial,  spindle- 
celled  and  myxo-sarcoma  are  of  neurogenic  ori- 
gin. Combined  irradiation  and  excision  is  the 
usual  treatment.  The  results  are  unsatisfactory. 

BONE  TUMORS 

The  Registry  of  Bone  Tumors  of  the  Amer- 
ican College  of  Surgeons  classifies  all  bone  le- 
sions under  eight  headings : 

1.  Metastatic  tumors  primary  in  tissues  other  than 
bone. 

2.  Periosteal  fibrosarcoma. 

3.  Osteogenic  tumors,  (a)  benign  and  (b)  malig- 
nant. 

4.  Inflammatory  conditions. 

5.  Benign  giant-celled  tumors. 

6.  Angiomata,  (a)  benign  and  (b)  magignant. 

7.  Ewing's  tumor  or  endothelial  myeloma. 

8.  Multiple  myeloma. 

Metastatic  bone  tumors  are  more  commonly 
carcinomatous  than  sarcomatous.  The  points  of 
origin  are  most  commonly  the  breast,  prostate, 
thyroid,  and  bronchus.  The  hypernephroma  also 
commonly  metastasizes  to  bone.  The  treatment 
is  irradiation.  This  gives  very  successful  pallia- 
tion in  osteolytic  types  of  metastases  from  breast 
carcinomas,  often  resulting  in  relief  of  pain,  re- 
calcification of  bone  and  at  times  prolongation 
of  life  for  several  years.  The  results  of  irradia- 
tion in  the  other  types  of  metastases  are  not  so 
satisfactory. 

Periosteal  fibrosarcoma  is  really  a tumor  of 
the  fascia  rather  than  of  bone.  It  is  not  extreme- 
ly malignant.  If  in  an  extremity  and  of  a fairly 
well  differentiated  type,  a local  excision  plus  ir- 
radiation will  often  result  in  cure.  In  case  of 
a recurrence,  do  an  amputation.  If  the  original 
growth  is  quite  undifferentiated,  immediate  am- 
putation should  be  done. 

Osteogenic  sarcoma  is  very  fatal.  The  aim  is 
to  eradicate  the  primary  growth  whenever  it  is 
surgically  possible.  In  case  of  an  extremity  this 
means  amputation.  An  attempt  is  made  to  pre- 
vent the  occurrence  of  metastases  by  the  use  of 
irradiation  and  Coley’s  toxin.  Of  466  cases  in 
the  Registry,  there  were  67  five  year  cures,  and 
64  of  these  were  treated  by  surgical  methods.  Of 
these  36  had  surgical  methods  only. 

Giant-celled  tumor  of  bone  is  usually  benign 
and  is  treated  by  curettement  and  chemical  dis- 
infection or  occasionally  by  irradiation.  About 
10  or  15  per  cent  of  these  may  become  malignant. 
These  usually  respond  to  irradiation. 
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Ewing’s  tumor,  or  endothelial  myeloma,  is  one 
of  the  most  radiosensitive  tumors  in  the  body. 
This  must  not  give  false  hope,  however,  as  with 
this  treatment  alone  they  all  recur  and  result  in 
the  death  of  the  patient.  Of  105  registered  cases 
there  were  9 five  year  cures.  All  of  these  nine 
cures  were  subjected  to  surgery.  The  best  treat- 
ment then  is  amputation.  This  should  always  be 
followed  by  Coley’s  toxin,  radiation  or  a com- 
bination of  these  to  stop  metastases. 

OTHER  CONNECTIVE  TISSUE  TUMORS 

Fibrosarcoma,  rhabdomyosarcoma  and  chon- 
drosarcoma are  all  quite  radioresistant.  If  ac- 
cessible the  best  treatment  is  excision.  Leiomyo- 
sarcoma and  liposarcoma  are  somewhat  more 
radiosensitive.  Lymphosarcoma,  like  Ewing’s 
tumor,  is  very  radiosensitive  and  extremely  dif- 
ficult to  cure.  Its  treatment  should  be  radiation. 


CONCLUSIONS 

Unless  some  revolutionizing  discoveries  are 
made,  improvement  in  the  results  of  tumor  cases 
may  only  be  accomplished  by  (1)  early  institution 
of  treatment,  and  (2)  the  institution  of  proper 
treatment  for  each  particular  case. 

The  institution  of  treatment  in  early  stages 
may  be  accomplished  by  education  of  the  public, 
careful  diagnosis  by  the  physician  and,  what  is 
probably  most  important,  the  spreading  of  the 
idea  to  both  the  public  and  medical  profession 
that  most  types  of  malignant  tumors  are  curable 
in  early  stages. 

Proper  treatment  means  coordination  of  path- 
ology, surgery,  radium  and  roentgen  ray  therapy. 

Even  in  incurable  cases  palliative  treatment 
often  relieves  symptoms  and  is  definitely  worth 
while. 


MALIGNANT  TUMORS  OF  THE  UTERUS* 

A.  P.  SYNHORST,  M.  D„ 

Grand  Island,  Nebraska. 


Malignant  tumors  may  affect  any  portion  of 
the  uterus  but  are  much  more  commonly  found 
in  the  cervix.  Carcinomas  occur  most  frequently 
but  sarcoma  and  chorio-epithelioma  are  not  un- 
common. Malignant  adenomas  and  endothelio- 
mas have  been  reported  but  because  of  their  rar- 
ity will  not  be  discussed  to  any  length. 

Of  all  carcinomas  of  the  uterus — about  eighty- 
five  to  ninety  per  cent  will  be  found  in  the  cervix. 
Sarcomas  will  be  found  in  two  to  three  per  cent 
of  all  cases  of  myomas,  showing  this  very  defin- 
ite tendency  to  malignant  degeneration.  About 
eighty-five  per  cent  of  all  uterine  sarcomas  will 
be  found  in  the  body  of  the  uterus  and  about  fif- 
teen per  cent  of  uterine  sarcomas  will  be  in  the 
cervix.  For  every  4.6  carcinomas  of  the  corpus 
there  will  be  one  sarcoma  of  the  corpus ; and  for 
every  249  carcinomas  of  the  cervix,  there  will  be 
one  cervical  sarcoma.  In  general,  for  every  sar- 
coma of  the  uterus,  we  will  see  forty  carcinomas 
of  the  uterus. 

Chorio-epithelioma  is  quite  rare  and  is  usually 
associated  with  abortion,  and  in  fifty  per  cent  of 
the  cases  is  preceded  by  hydatidiform  mole.  Ob- 
stetricians for  some  time  have  considered  this 
form  of  epithelioma  as  always  associated  with 
pregnancy. 

The  symptomatology  of  carcinoma  of  the  uter- 
us is  quite  familiar  to  all  members  of  the  profes- 
sion and  shall  be  discussed  very  briefly.  The 
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most  common  symptoms  are  bleeding,  offensive 
discharge  and  pain. 

Bleeding  is  the  most  important  of  these  symp- 
toms and  may  be  manifested  as  a simple  spotting 
after  exertion  or  coition.  The  foul  discharge  is 
a much  more  advanced  manifestation  of  the  dis- 
ease and  is  usually  the  result  of  ulceration  of  the 
tumor  with  secondary  infection.  Pain  is  an  ad- 
vanced symptom. 

The  symptoms  of  sarcoma  which  arise  within 
myomas  of  the  uterus  cannot  be  distinguished 
from  the  symptoms  of  the  ordinary  fibroid  uter- 
us. In  the  cases  of  diffuse  sarcoma  of  the  uter- 
ine wall  and  of  the  mucous  membrane,  many  cases 
were  far  advanced  before  any  definite  symptoms 
of  the  disease  appeared ; and  here  the  symptoms 
were  again  practically  identical  to  those  of  car- 
cinoma of  the  uterus. 

Since  chorio-epithelioma  is  often  preceded  by 
hydatiform  mole  and  is  always  associated  with 
pregnancy  and  usually  is  preceded  by  abortion, 
this  often  gives  an  early  clue  to  the  disease. 
Bleeding  recurring  after  abortion  or  following 
removal  of  a mole  should  be  sufficient  to  warn 
one  of  the  possible  presence  of  the  disease. 

Early  diagnosis  of  all  cases  of  malignancy  of 
the  uterus  is  of  paramount  importance.  Cancer 
of  the  uterus  is  a curable  disease  in  the  early 
stage  where  diagnosis  is  difficult.  If  allowed 
to  progress  to  the  time  when  diagnosis  is  easy, 
our  case  may  be  very  hopeless  as  regards  to  cure. 
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At  any  time  when  bleeding  occurs  between  per- 
iods or  when  new  or  unusual  discharge  appears, 
one  should  always  suspect  a cancer.  Any  physi- 
cian who  allows  his  patient  to  go  without  prompt 
diagnosis  may  be  sacrificing  a life. 

In  order  that  we  may  learn  to  recognize  any 
early  or  suspected'  cases,  let  us  briefly  review 
some  of  the  pre-cancerous  lesions.  This  work 
was  done  by  members  of  “The  American  Society 
for  the  Control  of  Cancer.”  They  mention  ero- 
sion of  the  cervix  as  the  most  common  precancer- 
ous  lesion.  Strictly,  this  condition  is  not  an  ero- 
sion, but  in  its  inception  there  was  a loss  of  epi- 
thelium in  the  infected  area,  resulting  from  trau- 
ma followed  by  growth  outward  and  over  this 
denuded  surface  of  the  gland  bearing  columnar 
epithelium  of  the  cervical  canal.  These  glandular 
and  epithelial  hyperplasia  histologically  have  been 
termed  a proliferative  adenoma  of  tbe  cervix. 
Tbe  cancer  committee  has  termed  this  condition 
as  “circumoral  cervicitis.”  It  is  always  inflam- 
matory in  origin,  usually  through  birth  injuries 
in  the  parous  and  through  mechanical  irritations 
and  chemical  agencies  in  the  nulliparous.  Ex- 
ceptions occur  in  virgins  and  are  probably  con- 
genital, due  to  failure  of  the  columnar  epithelium 
to  recede  within  the  internal  os. 

Erosions  occur  in  seventy-five  per  cent  of 
parous  women  and  twenty-five  to  thirty  per  cent 
of  nulliparous. 

Retention  cysts  are  usually  inflammatory  in 
origin  and  are  ascribed  to  attempts  at  healing. 

The  committee  stresses  birth  injuries  as  the 
first  important  event  in  the  sequence  toward  can- 
cer. and  erosions  as  the  stepping  stone  to  be  de- 
stroyed. Ninety-seven  per  cent  of  the  cancers  of 
the  cervix  occur  in  parous  women,  all  of  whom 
have  had  cervix  injuries  as  a matter  of  course. 
The  other  three  per  cent  occur  in  nulliparous 
women  probably  with  cervical  erosions  of  infec- 
tious origin.  The  evident  lesson  is — that  all 
cervices  should  be  examined  at  the  time  of  par- 
turition and  routinely  repaired ; and  that  all  ero- 
sions in  all  cases  should  be  treated  until  replaced 
by  normal  squamous  epithelium.  All  mild  cases 
can  be  treated  by  cauterization,  using  linear 
strokes  with  a nasal  platinum  loop  or  other  ef- 
fective cautery.  In  suspicious  cases  the  Schiller 
test  should  be  used  in  conjunction  with  biopsy  of 
the  cervix.  Adequate  cauterization  should  result 
in  marked  improvement  within  a month,  and  if 
this  does  not  take  place  one  must  consider  the 
possibility  of  carcinoma.  Plastic  repair  of  the 
cervix  of  the  Sturmdorf  type  is  recommended 
particularly  for  severe  cases  at  the  menopausal 
age. 


Cancer  of  the  cervix  occurs  occasionally  after 
sub-total  hysterectomy.  Some  surgeons  do  pan- 
hysterectomies in  all  benign  growths  on  the  as- 
sumption that  the  cervix  is  always  vulnerable. 
Sub-total  hysterectomy  is  safe,  however,  in  all 
cases  free  from  cervical  erosion  or  other  damage. 
To  be  absolutely  safe,  it  is  suggested  that  the  cer- 
vical mucosa,  including  that  of  the  portio,  sur- 
rounding the  internal  os  be  destroyed  by  the  cau- 
tery, and  that  all  cervices  in  cases  with  sub-total 
hysterectomies  be  thoroughly  coned  out  from 
above. 

In  cases  of  suspected  cancer  of  the  body  of 
the  uterus,  a diagnostic  curettage  should  be  done. 
According  to  various  authors — corpus  cancer  ac- 
counts for  about  five  to  fifteen  per  cent  of  all 
uterine  malignancies.  It  seems  to  occur  later  in 
life  and  is  more  likely  to  develop  in  women  who 
have  not  given  birth  to  children.  It  affords  the 
most  hopeful  outlook  of  all  varieties  of  uterine 
cancer. 

The  earliest  symptom  is  irregular  or  idiopathic 
bleeding.  If  diagnosed  by  curettage,  the  least 
possible  time  should  be  allowed  to  lapse  before 
adequate  treatment  is  instituted. 

Eor  purposes  of  treatment,  the  committee  have 
divided  the  cases  into  five  classes : 

I.  Cancer  limited  to  the  cervix. 

II.  Infiltrating  the  uterine  body  or  vaginal  walls. 

III.  Invading  the  parametria. 

IV.  Involving  in  addition  to  the  parametria  the  iliac 
glands  and  other  pelvic  structures. 

V.  Adenocarcinoma  of  corpus. 

The  committee  is  nearly  unanimous  in  its  opin- 
ion that  radium  and  deep  x-ray  therapy  is  the 
treatment  of  choice  in  class  I cases,  and  that  the 
Wertheim  panhysterectomy,  if  done  at  all,  should 
be  limited  to  class  I and  V cases  (that  is  cases 
of  cancer  limited  to  the  cervix  and  cases  of  adeno- 
carcinoma of  the  corpus).  In  cases  of  adeno- 
carcinoma of  the  body  of  the  uterus,  there  is  a 
feeling  that  panhysterectomy  is  sufficient  with- 
out dissection  of  the  parametria,  and  that  if  there 
is  any  pericervical  infiltration,  the  case  should  be 
handled  with  radium  and  deep  therapy  x-ray. 
Surgery  has  been  so  successful  in  corpus  cancer 
that  the  committee  is  slow  to  advise  any  change 
to  x-ray  and  radium,  but  it  must  be  admitted  that 
these  agents  are  also  very  reliable  and  can  be 
used  with  much  confidence  when  surgery  is  con- 
tra-indicated. All  cases  for  which  surgery  is  se- 
lected should  receive,  if  possible,  full  radium  and 
x-rav  radiation  six  weeks  before  surgery.  It  is 
advised  that  classes  II,  III  and  IV  be  treated  bv 
radium  and  x-ray  alone.  It  is  felt  that  the  grad- 
ing of  curettings  has  not  reached  a position  of 
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much  value  in  the  determination  of  treatment. 
Adenocarcinoma  of  the  corpus  is  more  often  of 
comparatively  low  grade  malignancy,  and  hence 
should  be  more  amenable  to  surgery.  On  the 
other  hand,  squamous  cell  carcinomas  of  the  cer- 
vix metastasize  early,  are  highly  anaplastic  and 
more  radio-sensitive.  Grading  may  aid  in  giving 
a prognosis. 

Clinics  the  world  over  seldom  use  the  same 
radiation  technique,  yet  in  those  clinics  where 
adequate  radiation  is  given,  the  end  results  are 
about  the  same.  In  the  treatment  of  chorio-epi- 
thelioma,  three  thousand  or  more  milligram 
hours  of  radium  may  be  used ; or  panhysterec- 
tomy after  positive  biopsy  findings.  Some  have 
suggested  that  radium  be  used  routinely  after  the 
removal  of  any  hydatiform  mole. 

The  Aschheim-Zondek  test  may  be  used  to  aid 
diagnosis — or  as  a check  of  the  remaining  pres- 
ence of  tumor  tissue  in  the  body.  Routine  curet- 
ting after  abortions  as  a prophylactic  is  not  ad- 
vised. 


In  conclusion : 

I.  For  cancer  prevention,  it  is  urged: 

1.  That  cervix  birth  injuries  be  repaired  immedi- 
ately. 

2.  That  if  neglected — they  be  repaired  when  dis- 
covered. 

3.  That  all  erosions  in  both  parous  and  nulliparous 
women  be  treated  by  plastic  surgery  or  by  cautery 
until  the  areas  are  covered  by  normal  squamous  epi- 
thelium. 

4.  That  biopsy  be  made  of  suspicious  cervix  le- 
sions. 

II.  Periodic  examinations  are  necessary  so 
that  early  cervix  lesions,  as  well  as  incipient  can- 
cer may  be  brought  to  treatment. 

III.  Careful  consideration  of  the  condition  of 
the  cervix  before  deciding  to  leave  it  when  doing 
hysterectomy  for  any  benign  growth. 

IV.  Diagnostic  curettage  is  advised  in  all 
cases  of  unexplained  bleeding. 

V.  When  radium  and  x-ray  treatment  is 
used,  be  sure  the  treatment  is  adequate.  Inade- 
quate treatment  is  responsible  for  unsatisfactory 
results  in  many  cases. 


THE  PRESENT  STATUS  OF  THE  CANCER  QUESTION* 

D.  T.  QUIGLEY,  M.  D., 

Omaha,  Nebraska. 


The  position  of  modern  medical  science  with 
regard  to  cancer  may  be  regarded  as  in  transition. 
We  are  going  somewhere.  We  are  evolving 
something.  Where  we  are  going  or  what  we  are 
evolving  we  do  not  know.  All  students  of  the 
subject  have  seen  many  preconceived  ideas  and 
unfounded  theories  discarded  during  the  last  few 
decades.  There  has  been  some  criticism  because 
the  problem  has  been  unsolved  and  the  more  pes- 
simistic observers  state  that  we  know  nothing 
whatever  about  the  subject.  This  is  not  true  as 
the  great  pile  of  chaff  has  yielded  a few  grains 
of  wheat. 

One  of  the  most  deadly  errors  in  the  past  has 
been  the  unfounded  assumption  that  cancer  is  a 
purely  local  condition  resulting  from  purely  local 
etiological  factors.  The  work  of  Little  and  oth- 
ers has  shown  that  constitutional  factors  exist  or 
do  not  exist  in  specific  individuals  and  the  in- 
crease of  the  disease  in  all  civilized  countries  and 
the  partial  immunity  of  certain  races  indicates 
that  these  etiologic  factors  exist  in  great  human 
groups  rendering  such  groups  more  susceptible 
to  the  disease. 


Cancer  is  not  a disease.  It  is  a great  group 
of  diseases,  but  all  members  of  the  group  have 
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one  thing  in  common  which  denominates  the  dis- 
ease as  cancer.;  this  is  an  unrestricted  prolifera- 
tion of  cells  which  invade  and  destroy  normal 
structures.  The  earliest  attempts  at  treatment  of 
cancer  were  in  the  nature  of  local  destruction  or 
local  removal.  These  still  obtain  and  differ  from 
earlier  methods  only  in  technique  of  surgical  ap- 
proach or  selection  of  the  destructive  agent. 

Perhaps  no  selectivity  ever  existed  in  such 
therapeutic  local  destroyers  until  the  advent  of 
x-ray  and  radium.  The  test  of  time  has  shown 
that  in  the  forms  of  cancer  in  which  the  growth 
is  accessible,  local,  with  no  metastasis,  radiation 
treatment  is  usually  the  treatment  of  choice  as 
scarring  and  loss  of  function  may  be  avoided  in 
parts  of  the  body  where  the  production  of  scar 
or  the  loss  of  function  might  cause  the  patient 
much  psychic  misery.  Illustration  : scars  on  the 
face ; scars  with  function  loss  in  operations  for 
cancer  on  eyelids,  lips,  cornea,  etc.  Radiation, 
of  course,  leaves  some  scar  but  it  is  much  less  in 
these  areas  than  scars  left  by  operation.  Tear 
loss  around  the  eye  or  failure  to  cover  the  eyeball 
and  dribbling  of  saliva  from  the  mouth  after  lip 
operations  may  usually  be  avoided  by  radiation 
treatment.  In  this  connection  radiation  should 
not  be  compared  with  non-selective  methods  of 
treatment  such  as  zinc  chloride  or  cautery  as 
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radiation  preserves  the  normal  tissues  near  the 
neoplasm  while  with  cautery  chemicals  or  surg- 
ery it  is  destroyed.  Especially  around  eyes,  ears, 
nose,  and  lips  it  is  desirable  to  preserve  every 
possible  bit  of  normal  tissue. 

Cancer  is  transplantable  in  the  same  individual. 
In  the  mouth  or  in  any  other  hollow,  fluid  con- 
taining part  of  the  body,  radiation  is  the  method 
of  choice  as  transplantation  can  hardly  be  avoided 
in  these  areas  if  surgical  operation  be  done.  The 
moisture  macerates  the  presenting  part  of  the 
growth.  The  macerated,  living,  cancer  cells  be- 
come detached  and  exist  for  a time  suspended  in 
the  fluid  of  the  viscus.  (saliva  in  the  mouth,  urine 
in  the  bladder,  etc.),  if  surgical  operation  is  done 
the  detached  cells  become  implanted  in  the  oper- 
ation wound  and  recurrence  results.  In  this  con- 
nection it  is  interesting  to  note  that  recurrences 
in  the  alimentary  canal  if  away  from  the  immedi- 
ate site  of  the  operation  are  always  on  the  down 
side  from  the  operation,  never  on  the  up  side. 
This  is  true  for  papillomatosis  as  well  as  for  can- 
cer, as  mucous  membrane  papillomata  are  poten- 
tial cancers  and  cells  from  a supposed  benign 
mucous  membrane  papilloma  are  capable  of  pro- 
ducing the  most  malignant  carcinomata  in  the 
transplants. 

The  cases  in  which  surgical  operation  gives 
the  best  results  are  cases  where  encapsulated  or- 
gans contain  adeno-carcinoma.  If  early,  the 
growth  is  enclosed  by  two  capsules  so  that  con- 
tamination by  transplant  is  not  likely  to  occur. 
In  such  cases,  however,  movement  and  massage 
of  the  diseased  area  may  force  emboli  into  the 
blood  or  lymph  vessels  and  so  produce  distant 
metastasis.  The  greatest  gentleness  in  handling 
the  tissues  is  therefore  necessary  in  examinations 
and  in  operating  on  encapsulated  as  well  as  on 
other  forms  of  cancer. 

In  the  local  treatment  of  the  established  case 
of  cancer  then  the  remedy  to  be  used  either  with 
the  idea  of  temporary  or  permanent  effect  de- 
pends largely  on  the  anatomical  location  of  the 
growth.  If  the  neoplasm  is  superficial  and  ac- 
cessible : radium.  If  it  is  deep  or  extensive : 
x-ray.  If  it  is  internal  or  in  an  encapsulated  or- 
gan : surgery.  Results  will  sometimes  be  better 
with  surgery  and  pre-radiation  as  in  cancer  of 
the  breast. 

In  the  experience  of  the  author  radiation  is 
many  times  as  effective  before  operation  as  after 
operation.  Preceding  operation  the  attack  is  di- 
rected against  floating  emboli  of  cancer  tissue 
that  are  totally  disengaged  and  have  made  no 
nutrient  attachments.  After  operation  the  malig- 


nant cells  which  remain  are  embedded  in  tissues 
in  which  they  are  provided  with  food,  shelter  and 
all  the  necessities  for  living  and  proliferating. 
They  are  in  a better  position  to  resist  the  lethal 
effects  of  radiation. 

During  the  last  two  decades  there  have  been 
many  cures  of  cancer  of  the  breast,  uterus,  lips, 
and  other  accessible  parts.  In  spite  of  this  the 
whole  death  rate  has  increased.  This  means  that 
the  internal  cancers  have  increased  enough  to 
more  than  balance  the  improvement  made  by  cur- 
ing curable  cancer.  While  some  great  improve- 
ments have  been  made  in  the  handling  of  the  dis- 
ease and  it  is  much  better  understood  than  for- 
merly the  situation  as  a whole  is  getting  worse. 
It  is  probable  that  the  situation  will  never  be  bet- 
ter as  long  as  our  efforts  are  directed  entirely  in 
one  direction,  toward  the  cure  of  the  established 
disease. 

Since  constitutional  factors  have  been  shown 
to  influence  the  disease  even  in  a small  way  or 
in  only  a few  strains  of  animals  the  gateway  is 
thus  open  to  an  entirely  new  orientation  as  far 
as  prevention  of  the  disease  is  concerned.  All 
accessible  cancer  which  can  be  studied  in  vivo  is 
found  to  be  implanted  on  previously  diseased  tis- 
sue. “Previously  diseased”  in  this  connection 
means  chronically  infected.  All  factors  which 
lower  bodily  resistance  favor  the  developments  of 
chronic  infections  at  points  of  trauma  in  the  or- 
ganism. Such  points  of  trauma  are  the  starting 
point  for  cancer  as  they  are  the  bearers  of  chron- 
ically infected  areas.  In  connection  with  cancer 
a good  deal  has  been  said  about  irritation,  and 
repeated  or  continued  trauma.  It  should  be  re- 
membered that  the  most  common  irritation  and 
the  most  continuous  trauma  is  infection.  An  ab- 
scess in  the  breast  is  a greater  trauma  and  a more 
potent  cancerogenetic  factor  than  a blow  with 
a baseball  bat. 

It  is  a well  known  scientific  fact  that  our  most 
potent  factors  conferring  a high,  optimum  re- 
sistance to  the  more  common  pathogens  are  found 
in  the  food  intake.  Conversely  the  greatest  num- 
ber of  persons  carrying  chronic  infections  (local 
areas  which  constitute  favorable  cancer  soil),  are 
those  who  suffer  food  deficiencies.  The  fact  that 
around  twenty  protein  substances,  six  vitamins, 
and  several  minerals  are  necessary  to  optimum 
nutrition  and  in  the  usual  diet  in  civilized,  can- 
cerized  peoples  the  diet  is  largely  sugars  and  po- 
tential sugars  (starches),  not  only  is  food  defi- 
ciency of  some  kind  universal  but  so  many  com- 
plexities and  variations  are  possible  that  a be- 
wildering mass  of  symptoms  and  diseases  is  the 
result.  The  resulting  pathological  conditions  run 
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the  gamut  from  embryonic  life  to  old  age;  from 
intracranial  birth  hemorrhage  to  arteriosclerotic 
apoplexy.  One  properly  fed  generation  would 
eliminate  many  of  the  chronic,  low  grade,  infec- 
tions which  are  now  classed  as  pre-cancerous  con- 
ditions. Medical  men  in  general  have  not  accepted 
the  newer  knowledge  of  nutrition  because  they 
are  not  interested  in  prevention  of  disease.  For 
instance,  it  has  been  definitely  shown  that  proper 
dietary  measures  will  make  a child  immune  to 
diphtheria.  Apparently  the  average  doctor  would 


rather  use  antitoxin,  or  is  indifferent  to  anything 
but  antitoxin. 

There  should  be  no  objection  among  medical 
men  to  taking  up  the  cancer  question  from  the 
standpoint  of  prevention  and  as  constitutional 
factors  are  known  to  exist ; experiments  on  hum- 
an groups  covering  a time  period  of  from  ten  to 
twenty  years  would  possibly  show  that  the  great- 
est constitutional  factor  relating  to  pre-cancerous 
conditions  is  one  originating  in  dietary  defici- 
encies. 


A REPORT  OF  THE  CANCER  COMMITTEE  ON  THE  PRESENT 
STATUS  OF  RECTAL  AND  ANAL  CANCER* 

LOUIS  E.  MOON,  M.  D.. 

Omaha,  Nebraska. 


The  problem  of  cancer  diagnosis  and  control 
is  now,  and  will  probably  continue  to  be  for  some- 
time, in  the  forefront  of  medical  and  social  re- 
search. The  increasing  incidence  of  carcinoma 
of  the'  anus  and  rectum  during  the  last  decade 
causes  the  medical  profession,  and  especially  those 
who  are  interested  in  the  treatment  and  control 
of  cancer,  to  ask  why  carcinoma  should  be  in- 
creasing. Recent  statistics  show  that  whereas 
carcinoma  ranked  sixth  or  seventh  a few  years 
ago  as  the  cause  of  death,  it  now  ranks  second, 
and  each  year  it  seems  to  be  establshing  itself 
more  firmly  in  that  position.  Only  heart  disease 
causes  a larger  number  of  deaths  each  year.  (On 
the  average,  carcinoma  of  the  digestive  tract  ac- 
counts for  almost  one-half  of  the  cancer  deaths. 
Cancer  of  the  peritoneum,  intestines,  and  rectum 
accounts  for  from  12  to  15  per  cent  of  deaths. 
In  this  group  approximately  one-third  to  one- 
half  are  found  at  the  rectosigmoid  junction,  with- 
in the  rectum,  or  at  the  anal  canal.)  Statistical 
reports  from  separate  states  and  insurance  com- 
panies, compared  with  those  of  a few  years  ago, 
show  a marked  increase  in  the  cancer  deaths  per 
100,000,  as  much  as  8 to  10  per  cent  in  20  years. 
Is  this  increase  real  or  only  apparent?  It  is  prob- 
ably only  apparent,  since  the  brilliant  conquests 
of  medical  science  in  other  fields,  such  as : small- 
pox, typhoid  fever,  tuberculosis,  and  diphtheria, 
have  caused  a marked  lowering  of  the  death  rate 
in  these  diseases.  So  cancer  has  stepped  into  sec- 
ond place  because  we  know  less  concerning  its 
cause  and  control.  Other  reasons  for  an  appar- 
ent increase  in  cancer  are  due  to  the  increased 
recognition  of  carcinoma  by  medical  men  as  the 
result  of  the  improvements  in  diagnostic  pro- 
cedure; hospitalization  of  more  patients;  an  in- 
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creasing  number  of  exploratory  operations ; and 
more  frequent  autopsies  which  definitely  con- 
tribute toward  a more  accurate  diagnosis  of  car- 
cinoma. An  increase  in  the  expectancy  of  life  of 
the  human  race  also  brings  more  people  into  the 
cancer  age  bracket.  All  in  all  the  increase  does 
not  seem  to  be  actual  but  is  spurious  and  may  be 
attributed  to  improvement  in  diagnostic  tech- 
nique. With  the  marked  decrease  in  tuberculosis 
mortality  in  mind,  it  is  hoped  that  an  organized 
campaign  against  cancer  may  ultimately  bring  it 
under  control.  The  study  of  statistics  alone  is  a 
dry  subject,  but  the  critical  analysis  of  large 
experiences  in  detail  should  throw  light  on  the 
nature  of  the  problem  and  reveal  what  progress, 
if  any,  is  being  made. 

The  etiology  of  cancer  of  the  rectum  may  be 
said  to  be  the  same  as  that  for  any  other  part  of 
the  body — chronic  irritation  seems  to  be  a factor. 
Ewing  has  observed  that  man  is  the  only  animal 
which  enjoys  unlimited  access  to  food  and  suf- 
fers from  restricted  opportunity  to  empty  the 
bowel,  and  he  is  the  only  animal  that  suffers  not- 
ably from  gastric  and  rectal  cancer.  It  is  not 
within  the  province  of  the  practitioner  to  follow 
all  the  laboratory  and  experimental  work  that  is 
being  done,  but  it  is  within  his  domain  to  make  a 
critical  analysis  of  every  cancer  case  that  he  sees. 
Craver,  summarizing  an  article  on  the  etiology 
of  cancer,  states,  “while  attention  has  been  fo- 
cused on  care  of  the  cancer  patient  and  on  ani- 
mal experimentation,  the  promising  field  of  de- 
tailed clinical  investigation  of  the  etiologic  factors 
of  the  major  forms  of  cancer  has  been  largely 
passed  by.  Thus,  while  many  miscellaneous  data 
are  at  hand,  there  remains  a great  need  for  ex- 
pansion of  our  knowledge  of  the  exact  conditions 
under  which  malignant  tumors  appear.  The  op- 
portunity for  such  investigations  will  increase  as 
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the  study  and  treatment  of  cancer  becomes  recog- 
nized as  a specialty  and  as  more  cases  are  con- 
centrated in  special  cancer  hospitals  and  tumor 
clinics.” 

Symptomatology : The  classical  textbook  pic- 
tures of  cancer  of  the  rectum  are  worthless.  They 
are  descriptions  of  the  end  results,  rather  than  of 
early  findings.  Bloodgood,  aptly  said,  “The  life 
of  the  cancer  patient  depends  on  the  first  physi- 
cian who  sees  and  treats  him.”  The  earliest 
symptoms  of  rectal  cancers  are  minor  in  charac- 
ter and  often  misinterpreted.  Some  alterations 
or  change  in  the  bowel  habit  of  the  patient  is 
usually  the  earliest  sign  or  symptom.  This  may 
be  manifested  by  the  sudden  onset  of  a constipa- 
tion or  the  sudden  appearance  of  a diarrhea  or 
the  alternate  appearance  of  a costiveness  and  a 
loose  bowel.  Whenever  the  diagnosis  of  cancer 
has  been  established  in  any  case,  a detailed  chron- 
ological life  history  of  that  individual  patient 
should  be  made.  Preferably  it  should  be  made 
by  a trained  investigator  so  as  to  tabulate  all  of 
the  early  manifestations  of  the  disease.  This 
should  be  done  in  a large  series  of  cases  and  care- 
fully analyzed. 

Biopsy:  This  is  indicated  in  all  accessible  tum- 
ors in  this  area.  First,  to  determine  whether  a 
tumor  is  benign  or  malignant.  Second,  to  deter- 
mine the  grade  of  the  malignancy.  A guarded 
prognosis  should  always  be  given  when  poten- 
tially malignant  tumors  are  reported  as  non-can- 
cerous  or  non-malignant.  The  second  point  of 
determination  is  often  fallacious.  In  obtaining 
biopsies  from  rectal  tumors  the  tendency  is  to 
take  specimens  from  the  most  accessible  portions, 
and  Dukes  has  shown  through  biopsy  reports 
compared  with  post-operative  reports  that  the 
original  diagnosis  is  sometimes  misleading.  He 
found  that  20  per  cent  of  tumors  sectioned  post- 
operatively  were  graded  the  same  as  in  the  biop- 
sy specimen.  The  remaining  80  per  cent  were 
all  more  malignant  than  the  biopsy  has  shown 
and  thus  lended  a false  sense  of  security  or  a too 
good  prognosis  for  the  operating  surgeon.  The 
reason  for  this  is  probably  that  the  specimen  at 
biopsy  was  not  taken  from  the  extending  margin 
of  the  growth  and  did  not  reflect  a true  picture 
of  the  growing  tumor. 

Diagnosis : A case  with  rectal  bleeding  should 
never  be  dismissed  until  cancer  has  been  ruled 
out.  It  might  be  a good  rule  to  consider  every 
case  of  bleeding  from  the  rectum  to  be  cancer 
until  proved  otherwise.  Elaborate  diagnostic 
sets  are  unnecessary.  With  careful  digital  exam- 
ination 85  to  90  per  cent  of  rectal  and  rectosig- 
moid cancers  can  be  palpated.  Too  frequently 


x-ray  examinations  are  made  and  reported,  nega- 
tive, when  a simple  digital  examination  would 
have  shown  the  presence  of  a mass.  X-ray  alone 
is  unreliable,  especially  for  low  lying  anterior  and 
posterior  growths  and  rectosigmoid  cancers.  A 
lateral  plate  is  often  very  helpful  for  tumors  at 
the  rectosigmoid  and  the  lower  portion  of  sig- 
moid. Anoscopic  or  proctoscopic  examinations 
will  visualize  any  growth  with  8 or  10  inches,  but 
the  finger  will  do  a better  job  unless  you  are 
familiar  with  making  proctoscopic  examinations. 
Remember  that  bleeding  should  always  be  con- 
sidered to  be  due  to  carcinoma  until  proved  other- 
wise and  that  a digital  examination  will  be  of 
assistance  in  ruling  it  out. 

Treatment:  Early  surgical  removal  of  the  en- 
tire tumor  and  all  surrounding  tissue  is  the  ap- 
proved treatment.  Only  approximately  50  per 
cent  of  cases  seen  are  operable  and  of  this  50  per 
cent  most  of  them  have  attained  the  age  of  50  to 
65,  and  among  them  there  are  many  systemic 
complications ; so  of  the  operable  group,  there  is 
a low  per  cent  of  good  risks.  However,  if  any 
real  progress  is  to  be  made,  some  of  the  poorer 
risks  must  be  given  a chance.  Saltzstein  in  a re- 
port a few  years  ago  stated  that  the  average  mor- 
tality for  rectal  cancers  in  19  American  cities  of 
a population  of  100,000  or  more  was  approxi- 
mately 45  per  cent  while  the  mortality  of  many 
specialists  was  only  5 to  10  per  cent.  This  would 
reflect  that  experience  in  selecting  and  handling 
these  cases  for  operation  is  quite  essential  if  a low 
mortality  rate  as  well  as  cures  is  to  be  obtained. 
Xo  one  operation  is  suitable  for  all  cases.  Exten- 
sive or  radical  removal  of  all  involved  tissue  is 
desirable,  but  it  must  be  remembered  that  the 
function  of  treatment  in  carcinoma  consists  in  the 
application  of  that  form  of  treatment  which  will 
provide  the  greatest  extension  of  life  without 
distressing  morbidity,  beyond  the  anticipated 
natural  history  of  the  specific  tumor. 

Colostomy:  Too  many  physicians  throw  their 
hands  up  in  horror  when  a colostomy  with  a pos- 
terior resection  is  mentioned.  This  procedure  un- 
fortunately has  impeded  the  progress  of  rectal 
cancer  surgery  more  than  any  other  thing.  The 
prejudice  against  operation  for  cancer  of  the  rec- 
tum dates  back  to  the  days  of  the  lumbar  colos- 
tomy and  the  sacral  anus.  These  patients  were 
more  miserable  than  they  would  have  been  with- 
out any  operation.  But  since  the  stoma  has  been 
placed  where  the  patient  can  care  for  it,  and 
especially  since  surgeons  have  taken  upon  them- 
selves the  responsibility  of  teaching  the  patient 
how  to  care  for  a colostomy,  there  has  been  a 
marked  increase  in  the  number  of  patients  who 
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accept  cancer  operations  which  call  for  colos- 
tomies. Previously  no  measures  were  taken  to 
secure  a daily  single  and  complete  evacuation, 
which  is  now  the  rule,  but  now  if  the  patient  has 
no  stool  upon  rising,  he  washes  out  his  colon 
with  warm  normal  salt  solution  and  then  puts  on 
his  belt,  not  his  bag,  and  goes  about  his  daily 
work  quite  forgetful  of  the  fact  that  he  has  a 
colostomy.  It  is  really  remarkable  how  little  in- 
convenience a patient  suffers  with  a properly 
made  and  properly  managed  colostomy.  Sur- 
geons, themselves,  are  to  blame  for  some  of  the 
prejudices  which  patients  have  against  these  ar- 


tificial ani.  They  are  often  times  established  in 
moribund  patients  or  senile  patients  or  on  pa- 
tients of  low  mentality  who  will  never  learn  to 
care  for  a colostomy  properly.  However,  inoper- 
able cancer  patients  in  many  cases  have  their 
lives  prolonged  for  years  without  any  further 
treatment,  and  the  operation  is  justifiable,  but  it 
is  not  so  upon  patients  who  have  an  inoperable 
carcinoma  with  extensive  metastases  and  who  are 
bedfast  and  who  will  never  be  able  to  take  care 
of  themselves.  The  attitude  of  the  medical  pro- 
fession, itself,  must  change  in  regard  to  opera- 
tions for  cancer  of  the  rectum. 


INFECTIONS  OF  THE  KIDNEY* 

PAYSON  STONE  ADAMS,  M.  D., 
Omaha,  Nebraska. 

IN  TWO  PARTS:  PART  TWO 


PERIRENAL  ABSCESS 

This  has  been  discussed  in  general  with  partic- 
ular regard  to  the  staphylococcic  kidney  infec- 
tions. Suffice  it  to  say,  that  perirenal  abscess 
may  follow  nearly  all  of  the  infections  of  the 
kidney  but  particularly  the  staphylococcic  type. 
Also,  it  is  frequently  the  end-stage  in  all  obstruc- 
tive lesions.  It  may  be  of  non-renal  origin ; that 
is,’  perinephritic  abscess  may  be  the  result  of  dis- 
ease of  the  spine,  may  result  from  ascending  in- 
fection. from  retrocecal  appendicitis,  etc.  How- 
ever. this  distinction  is  unnecessary  except  inso- 
far as  the  primary  cause  is  concerned.  As  has 
already  been  mentioned,  the  diagnosis  is  ex- 
tremely difficult,  especially  in  the  chronic  cases. 
Chief  points  in  the  diagnosis  are  otherwise- 
unexplained  fever,  possible  history  of  staphylo- 
coccic infection  elsewhere,  pain  in  the  kidney  re- 
gion with  fullness  or  indefinite  mass  in  the  flank 
or  superficial  edema,  spinal  curvature  to  the  af- 
fected side,  and  obliteration  of  the  psoas  margin 
noted  in  the  plain  x-ray  film.  Another  point  not 
usually  appreciated  is  an  area  of  decreased  densi- 
ty between  the  lower  pole  of  the  kidney  and  the 
para-renal  mass,  representing  a collection  of  fluid 
pus.  (Case  VI  and  Case  V). 

No  mention  has  been  made  of  the  specific  types 
of  infections  of  the  kidney.  Gonorrheal  infec- 
tion of  the  kidney  is  extremely  rare  and  of  little 
clinical  importance.  Tuberculosis  of  the  kidney 
is  frequent,  and  is  of  such  importance  that  it  re- 
quires special  study  in  itself. 

GENERAL  DISCUSSION  OF  TREATMENT 

Specific  treatment  relating  to  many  of  the 

Note-M  am  indebted  to  Dr.  Oswald  Swenney  Lowsley  for 
permission  to  present  these  cases  and  to  the  James  Buchanan 
Brady  Foundation  for  Urology  of  the  New  York  Hospital  for  the 
use  of  the  photographs. 


various  types  of  renal  infection  has  been  men- 
tioned. Emphasis  should  be  drawn  to  the  im- 
portance of  treating  the  primary  cause,  obstruc- 
tion or  stasis,  so  frequently  present.  It  is  occa- 
sionally necessary  to  administer  oral  medication 
in  the  form  of  urinary  antiseptics,  either  in  con- 
junction with  other  methods  of  treatment,  or  as 
a palliative  means  of  treatment,  or  occasionally 
as  the  only  means  of  treatment. 

Urinary  Antiseptics.  The  primary  object  of 
treating  any  infection  is  to  secure  good  drainage, 
and  the  urinary  tract  is  no  exception.  Any  uri- 
nary antiseptic  which  limits  fluids  for  its  benefi- 
cial effects  is  not  a good  one.  Since  all  urinary 
antiseptics  must  be  present  within  the  kidney,  kid- 
ney pelvis,  and  bladder,  in  sufficient  concentra- 
tion to  render  the  urine  bacteriocidal,  or  at  least 
bacterioatatic,  to  be  of  any  benefit,  one  would 
think  limitation  of  fluids  should  be  a prime  req- 
uisite in  the  administration  of  any  oral  urinary 
antiseptic.  This  obviously  would  defeat  drain- 
age. However  this  may  be,  the  fact  remains 
that  in  many  cases  urinary  antiseptics  are  of  bene- 
fit experimentally  and  clinically. 

Only  three  drugs  will  be  mentioned.  Methen- 
amine,  called  also  hexamethylenamine  and  uro- 
tropin,  is  probably  the  best  urinary  antiseptic  we 
have.  The  urine  must  be  definitely  acid,  for 
methanamine  liberates  the  antiseptic  property, 
formaldehyde,  only  on  the  presence  of  acid,  and 
the  more  acid  the  urine  the  more  effective  it  will 
be.  Therefore,  a urine  acidifier  must  be  given 
in  conjunction  with  methenamine,  in  the  form  of 
sodium  acid  phosphate,  one  to  two  grams,  t.i.d., 
or  ammonium  chloride,  one  to  three  grams,  t.i.d. 
Others  have  been  recommended  such  as  nitro- 
hydrochloric  acid,  and  ammonium  benzoate,  etc.. 
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all  of  which  can  be  tried  when  the  urine  is  diffi- 
cult to  acidify.  Many  times  one  will  have  to  re- 
sort to  dietary  means  as  well.  Often  the  urine 
can  be  rendered  acid  more  easily  by  giving  the 
patient  an  acid  ash  diet.  Alternation  of  alkalies 
and  acids  alone,  that  is,  one  week  acidification 
alternating  with  one  week  alkalinization,  is 
thought  to  be  beneficial.  If  this  is  done,  the  best 
results  will  be  obtained  if  methanamine  is  given 


has  been  written  about  the  ketogenic  diet  as  a 
means  of  treating  the  chronic  urinary  infections. 
This  treatment  depends  on  the  bacteriocidal  ac- 
tion of  beta-oxybutyric  acid  (the  ketone  bodies) 
at  a certain  degree  of  acidity.  The  ketone  body 
formation  is  dependent  on  the  inability  of  the 
body  to  oxidize  large  amounts  of  fat  in  the  ab- 
sence of  available  carbohydrate.  The  ketogenic- 
anti  ketogenic  ratio  at  which  a proper  ketosis  is 


Case  1 : Fig.  1 Case  1 : Fig.  2 

Case  1 : Fig.  1 — Right  Pyo-hydronephrosis.  Retrograde  pyelogram  before  cholecystectomy.  Calculus  in  lower  right  ureter  shows 
indistinctly.  Note  marked  dilatation  of  right  kidney,  pelvis  and  calyces.  Functionless  right  kidney. 

Case  1 : Fig.  2 — Normal  Right  Kidney.  Two  months  after  cholecystectomy.  Spontaneous  passage  of  right  lower  ureteral  cal- 
culus. Note  spontaneous  disappearance  of  pyo-hydronephrosis  and  fairly  normal  appearing  right  pelvis  and  calyces.  Good  func- 
tioning right  kidney. 


during  the  acid  stage  and  acriflavine  during  the 
alkaline  stage. 

Acriflavine  is  effective  in  either  alkaline  or 
acid  urine.  It  is  given  in  one-half  to  two  grain 
doses,  should  not  be  given  for  prolonged  periods, 
and  apparently  is  more  effective  in  pyurias  orig- 
inating from  lower  urinary  tract  infection.  The 
reason  for  the  latter  is  that  these  cases  frequently 
have  residual  bladder  urine  which  is  usually  al- 
kaline and  is  difficult  to  render  acid. 

Methylene  blue  in  one  to  two  grain  doses,  t.i.d., 
acts  equally  well  in  either  acid  or  alkaline  urine. 
Its  use  is  mainly  confined  to  coccal  infections  of 
the  lower  urinary  tract,  and  has  been  used  exten- 
sively in  former  years  in  gonorrheal  infections. 
It  is  particularly  effective  in  gonorrheal  infections 
in  women  when  an  infection  of  the  urethra  and 
trigone  is  present. 

Ketogenic  Diet.  In  the  past  few  years  much 


obtained  lies  between  3:1  and  4:1.  In  using  this 
diet,  it  is  most  important  that  the  ph.  of  the  urine 
be  below  5.5.  It  will  be  seen  that  this  is  a rather 
technical  treatment,  and  usually  cannot  be  car- 
ried out  unless  the  patient  is  confined  to  a hos- 
pital. A high  fat  diet  is  difficult  for  an  adult  to 
take,  although  children  and  particularly  infants, 
will  tolerate  it  fairly  well.  The  ph.  of  the  urine 
must  be  tested  frequently.  This  can  be  done  by 
means  of  chlorphenol  red  paper  as  a rough  means 
of  determination,  for  this  paper  turns  color  at 
about  ph.  of  5.5.  Also  the  beta-oxybutyric  acid 
should  be  in  concentration  above  0.5%.  Despite 
its  rather  technical  details,  the  ketogenic  diet  has 
a place  in  treating  chronic  recurring  kidney  in- 
fections, particularly  in  children,  where  other 
means  of  treatment  have  failed.  It  is  most  effec- 
tive in  colon  bacillus  infections,  especially  the 
escherichia  coli  group.  It  must  be  remembered 
that  if  the  kidney  function  is  diminished  greatly, 
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the  kidneys  may  be  unable  to  eliminate  urine  suf- 
ficiently low  in  ph.  or  high  in  beta-oxybutyric 
acid  concentration.  If  the  blood  urea  nitrogen 
is  more  than  fifty  mgm.  per  cent,  difficulty  will 
be  experienced.  Children  should  be  watched 
carefully  for  fear  of  acidosis  and  impending 
uremia. 

Recently  some  authors  have  suggested  that  the 
main  benefit,  if  any,  from  the  ketogenic  diet  is 
derived  from  the  acidity  of  the  urine,  whatever 
the  cause,  be  it  ketone  bodies  or  not.  This  is 


advised.  Because  of  the  predominant  gallbladder 
symptoms,  cholycystectomy  was  done  April  22,  1935. 
Convalescence  was  rapid,  and  the  patient  was  dis- 
missed on  the  twenty-third  post-operative  day.  She 
returned  to  the  hospital  on  July  12,  1935,  offering  no 
complaints,  and  at  this  time  said  she  had  not  been 
conscious  of  having  passed  a calculus.  All  urinary 
symptoms  had  subsided.  Cystoscopy  was  repeated 
and  excellent  kidney  function  was  present  on  each 
side  with  only  a few  pus  cells  in  the  urine  from 
the  right  kidney.  The  right  pyelo-ureterogram  was 
essentially  normal,  and  the  pelvis  and  calyces  were 
considerably  smaller  than  those  of  the  left  side,  which 
had  previously  been  considered  fairly  normal  (Figure 
11).  No  calculus  of  the  right  ureter  could  be  seen. 


Case  2 Case  3 

Case  2 — Right  Pyo-hydronephrosis.  Note  high  ureteral  calculus  indistinctly  seen  at  right  lower  border  of  the  second  lumbar 
vertebra,  and  dilated,  distorted,  partially  filled  right  pelvis  and  calyces. 

Case  3 — Cord  Bladder,  Left  Hydronephrosis  and  Hydroureter.  Pyelo-ureterogram  obtained  by  reflux  up  the  left  ureter  after 
filling  bladder  with  contrast  media.  Note  the  large  trabeculated  bladder  and  huge  dilatation. 


probably  the  case  and,  accordingly,  merely  acidi- 
fying the  urine  by  a high  acid-ash  diet  and  acidi- 
fying drugs  is  all  that  is  necessary. 

CASE  i 

N.  S.,  No.  93789,  a female,  age  47,  admitted  to  the 
New  York  hospital  April  10,  1935,  discharged  May  15, 
1935,  complained  of  pain  of  two  months’  duration  in 
the  right  loin,  radiating  to  the  back  and  the  groin,  and 
accompanied  by  jaundice  and  gastric  distress.  Gall- 
bladder studies  substantiated  diagnosis  of  chole- 
lithiasis. Because  of  urinary  symptoms  of  frequency 
and  dysuria,  a cystoscopy  was  done  which  demon- 
strated a functionless  right  kidney.  Twenty  cubic 
centimeters  of  thick,  purulent  material  were  removed 
from  the  right  kidney  through  the  catheter.  The 
right  pyelo-ureterogram  showed  marked  dilatation  of 
the  kidney  pelvis  and  major  and  minor  calyces  with 
some  dilatation  of  the  ureter  (Figure  I.).  A calculus 
located  several  centimeters  above  the  uretero-vesicle 
junction  was  seen.  The  left  pyelo-ureterogram  showed 
some  slight  dilatation  of  the  ureter,  kidney  pelvis, 
and  major  calyces.  The  left  kidney  showed  goo 
function  and  no  infection.  Right  nephrectomy  was 


It  passed  spontaneously,  probably  at  the  time  of 
anesthesia  for  cholecystectomy.  There  was  com'lele 
resolution  of  the  infective  process  in  the  right  kidney 
and  complete  return  of  function  in  a previously  se- 
verely damaged  and  infected  kidney. 

The  function  of  many  severely  damaged  kidneys 
will  return  to  normal  once  the  obstruction  is  relieved. 
Considerable  judgment  must  be  exercised  in  voting 
for  or  against  sacrificing  a kidney.  Presumptive  evi- 
dence of  a functionless,  totally  destroyed  kidney  may 
be  had  pre-operatively  by  instrumental  means,  but 
final  judgment  must  be  reserved  until  the  kidney  is 
seen  at  operation. 

CASE  II 

G.  S.,  No.  89835,  a female,  age  50,  admitted  to  the 
New  York  hospital  July  15,  1935,  discharged  October 
8,  1935,  complained  of  pain  in  the  right  kidney  region, 
pyuria,  and  some  gastric  disturbances  of  six  months’ 
duration.  Cystoscopy  six  months  before  had  shown 
a calculus  at  the  right  uretero-pelvic  junction  with 
moderate  hydronephrosis.  Cystoscopy  on  admission 
to  the  hospital  showed  considerable  bullous  edema 
about  the  right  ureteral  orifice.  Thick  pus  came  from 
the  right  catheter,  but  fairly  clear  urine  was  obtained 
from  the  left  kidney.  No  P.S.P.  appeared  on  the 
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right  side,  but  early  appearance  and  good  concentra- 
tion of  the  dye  on  the  left  side  was  noted.  The  right 
pyelo-ureterogram  showed  a calculus  at  the  right 
uretero-pelvic  junction  and  marked  dilatation  of  the 
right  kidney  pelvis  and  major  and  minor  calyces. 
The  left  pyelo-ureterogram  was  essentially  normal. 
On  July  19,  1935,  right  nephrectomy  was  done.  The 
kidney  was  moderately  enlarged,  the  cortex  was  thin, 
the  ureter  was  tremendously  dilated  and  thickened. 
These  findings  confirmed  the  pre-operative  opinion 
that  the  kidney  was  so  badly  damaged  that  it  would 
necessarily  have  to  be  sacrificed.  The  patient  was 
discharged  on  the  nineteenth  post-operative  day. 

This  case  serves  to  illustrate  the  point  that  many 
kidneys  are  so  badly  damaged  by  infection  and  ob- 
struction that  removal  of  the  obstructing  cause  will 
not  result  in  a good  functioning  kidney  and  the  kidney 
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with  the  hope  that  this  would  cause  a diminution  in 
the  residual  urine  and  size  of  the  hydronephrosis. 
Seventeen  days  after  operation,  examination  showed 
some  diminution  in  the  size  of  the  bladder  and  left 
ureter  and  left  kidney  pelvis.  The  patient  was  dis- 
charged on  the  twenty- fourth  post -operative  day. 
During  the  following  six  months  he  was  observed  in 
the  clinic.  The  residual  urine  decreased  and  varied 
between  ten  and  fifty  cubic  centimeters.  The  size  of 
the  bladder,  left  ureter,  and  kidney  pelvis  was  con- 
siderably diminished,  and  the  patient  was  symp- 
tomatically improved  although  the  enuresis  persisted. 

CASE  IV 

A.  G.,  No.  52674,  a female,  age  30,  seven  months 
pregnant,  was  admitted  to  the  University  of  Nebras- 
ka hospital  February  11,  1936,  discharged  February 


Case  4 Case  5 Case  6 

Case  4 — Bilateral  Hydronephrosis  (Pyelitis  of  Pregnancy).  The  pelvis  of  the  right  kidney  failed  to  fill  and  is  not  visualized 
but  the  upper  portion  of  the  dilated  angulated  ureter  is  seen.  Fetal  parts  are  seen  in  the  region  of  the  right  kidney.  The  left 
pyelo-ureterogram  shows  dilated,  blunted  calyces,  distorted  renal  pelvis,  dilated  and  angulated  left  ureter. 

Case  5 — Right  Perinephritic  Abscess  and  Pyo  nephrosis.  Intravenous  forty-five  minute  plate  shows  good  appearance  of  the 
contrast  media  on  each  side  with  the  large  right  kidney  well  outlined.  The  right  kidney  pelvis  is  markedly  distorted  with  dilatation 
of  the  calyces  and  ureter.  Note  obliteration  of  the  right  psoas  margin.  Note  also  an  area  of  decreased  density  between  the  right 
kidney  shadow  and  perinephritic  tissue  below.  Slight  curvature  of  the  lumbar  spine  to  the  right. 

Case  6 — Left  Perinephritic  Abscess.  Both  Pelvis  and  calyces  somewhat  enlarged  but  not  remarkably  abnormal.  Left  psoas 
margin  present  but  somewhat  indistinct.  Note  particularly  an  area  of  decreased  density  between  the  lower  pole  of  the  kidney  and 
perinephritic  tissue.  No  curvature  of  the  lumbar  spine. 


must,  therefore,  be  sacrificed.  Such  cases  are  the 
opposite  extreme  to  that  illustrated  by  Case  I. 

CASE  III 

A.  P.,  No.  44371,  a boy  of  12,  was  admitted  to  the 
New  York  hospital  February  11,  1935,  discharged 

March  25,  1935.  This  patient  was  admitted  because 
of  persistent  enuresis  and  urinary  infection  which 
had  not  responded  to  bladder  lavages,  urethral  dila- 
tion, ketogenic  diet,  or  urinary  antiseptics.  At  the 
age  of  four,  he  had  had  meningitis  which  resulted  in 
deafness  and  paralysis  of  the  bladder  and  rectal 
sphincter,  and  enuresis  has  been  present  since  that 
time.  There  was  no  response  to  treatment  over  a 
period  of  several  years,  during  which  time  the  re?i- 
dual  urine  varied  between  two  hundrd  and  five  hun- 
dred cubic  centimeters.  Cystoscopy  showed  a trabe- 
culated  and  dilated  bladder.  Cystogram  showed  a 
large  trabeculated  bladder  with  dilation  of  the  in- 
ternal vesical  sphincter  and  visualization  of  the  pos- 
terior urethra.  Left  ureteral  reflux  of  the  contrast 
media  outlined  a huge  hydroureter  and  hydronephro- 
sis. There  was  no  reflux  on  the  right  side,  and  in- 
travenous urography  showed  the  right  kidney  to  be 
essentially  normal.  Because  this  child  failed  to  re- 
spond to  any  medical  or  urological  treatment,  a pre- 
sacral  sympathectomy  was  done  February  25,  1935, 


29,  1936,  with  a history  of  pyelitis  of  twelve  years' 
duration.  Since  the  beginning  of  her  present  preg- 
nancy, the  patient  had  had  six  attacks  of  acute  pye- 
litis. On  admission  she  complained  of  pain  in  each 
kidney  region.  The  urine  was  loaded  with  red  and 
white  cells.  The  blood  non-protein  nitrogen  was  68 
mgm.  per  cent  and  the  creatin  was  3.2  mgm.  per 
cent.  The  blood  pressure  was  normal.  During  her 
stay  in  the  hospital,  the  patient  continued  to  complain 
of  pain  in  the  right  kidney  region.  Temperature  was 
normal.  Cystoscopy  showed  a normal-appearing 
bladder.  There  was  pus  in  both  right  and  left  kidney 
urines.  Cultures  showed  'bacillus  coli  on  each  side. 
The  function  of  each  kidney  was  very  low.  The  left 
pyelo-ureterogram  demonstrated  a marked  dilatation 
of  the  kidney  pelvis  and  major  and  minor  calyces  with 
moderate  dilatation  and  tortuosity  of  the  ureter.  The 
right  ureter  was  also  tortuous,  but  the  contrast  media 
failed  to  enter  the  right  kidney  pelvis,  and  no  outline 
was  shown.  By  forcing  fluids  and  giving  urinary 
antiseptics,  the  patient’s  blood  non-protein  nitrogen 
dropped  to  36  mgms.  per  cent.  This  patient  was 
allowed  to  go  home  but  is  to  return  if  she  develops 
chills  and  fever  or  unbearable  pain,  at  which  time 
drainage  of  the  kidneys  by  ureteral  catheters  will  be 
done. 
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This  case  illustrates  pyelographically  the  tremend- 
ous dilatation  from  obstruction  occasionally  seen  in 
pyelitis  of  pregnancy,  and  demonstrates  why  retention 
ureteral  catheters  are  of  so  frequent  benefit. 

CASE  V 

M.  K.,  No.  99346,  a female,  age  46,  admitted  to  the 
New  York  hospital  July  5,  1935,  discharged  September 
9,  1935,  complained  of  intermittent  pain  in  the  right 
loin,  slight  nocturia,  and  dysuria  of  three  months' 
duration.  Examination  showed  rigidity  of  the  mus- 
cles of  the  right  flank  and  tenderness  in  the  right 
upper  quadrant  and  the  right  castro-vertebra  angle. 
This  tenderness  also  extended  down  the  course  of  the 
right  ureter.  The  urine  showed  seventy-fire  pus  cells 
per  H.P.F.  The  white  blood  count  was  12,000,  the 
blood  urea  nitrogen  was  10  mgm.  per  cent,  and  the 
three-hour  P.S.P.  was  87  per  cent.  Cultures  of  the 
urine  from  the  bladder  and  both  ureters  showed 
bacillus  coli.  No  tubercule  bacilli  were  found  in  the 
urine.  Cystoscopy  showed  edema  about  both  ureteral 
orifices,  and  the  right  orifice  was  “golf  hole”  in  ap- 
pearance. The  divided  functional  test  indicated  di- 
minution of  function  on  the  right  side.  A consider- 
able number  of  pus  cells  was  found  in  the  urine  from 
the  right  side,  but  only  a few  from  the  left.  In- 
travenous urography  (forty-five  minute  plate)  shows 
marked  distortion  of  the  right  kidney  pelvis  with 
dilatation  of  the  minor  calyces,  some  dilatation  of 
the  pelvis,  and  marked  dilatation  and  tortuosity  of 
the  right  ureter.  The  border  of  the  right  psoas  is 
obliterated,  but  the  left  psoas  margin  is  clear-cut.  It 
will  be  noted,  also,  that  there  is  some  decreased 
density  between  the  enlarged  right  kidney  shadow 
and  the  perinephritic  tissue  below.  The  left  pyelo- 
ureterogram  is  essentially  normal.  There  is  very 
slight  curvature  of  the  lumbar  spine  toward  the  right 
side.  Retrograde  pyelograms  showed  essentially  the 
same  findings  as  the  intravenous  pyelograms  already 
described.  On  July  12,  1935  incision  and  drainage  of 
the  right  perinephritic  abscess  was  done,  at  which 
time  the  superficial  and  deep  facia  was  seen  to  be 
edematous.  The  abscess  was  drained  and  no  inspec- 
tion of  the  kidney  was  made.  Within  five  days  after 
operation  the  temperature,  which  on  admission  was 
102  degrees  F.,  had  subsided  to  normal.  Drainage 
from  the  wound  was  rather  profuse,  and  continued 
during  the  patient’s  fifty-nine  days’  stay  following 
operation.  At  the  time  of  dismissal,  drainage  had 
practically  ceased  and  the  wound  was  nearly  closed. 
Before  the  patient’s  discharge  pyelograms  were  re- 
peated which  showed  a persistent  dilatation  of  the 
right  kidney  pelvis  and  calyces,  with  poor  kidney 
function.  This  patient  was  advised  to  return  for 
nephrectomy  but  failed  to  do  so. 

This  case  is  typical  of  those  perinephritic  abscesses, 
resulting  from  an  obstructive  infection,  with  no  his- 
tory of  previous  focal  infection.  Early  eradication 
of  the  obstructive  factor  in  such  cases  would  prevent 
progression  to  the  perinephritic  end-stage. 

CASE  VI 

C.  G.,  No.  74640,  a male,  age  50,  admitted  to  the 
New  York  hospital  September  7,  1934,  discharged 
October  6,  1934,  complained  of  pain  of  two  weeks’ 
duration  in  the  left  loin.  About  one  month  before 
admission  he  had  had  several  abscesses  which  were 
incised  and  drained.  Examination  showed  a chron- 
ically ill  patient,  dehydrated,  tenderness  in  the  left 
costo-vertebral  angle,  and  a definite  mass  in  the  left 
loin.  The  urine  showed  many  pus  cells,  and  the  white 
blood  count  was  12,000.  Ten  days  after  admission,  the 
white  blood  count  was  17,000  with  84  per  cent  poly- 
morphonuclear leucocytes.  Cystoscopy  showed  a nor- 
mal bladder,  divided  functional  tests  were  normal, 
and  there  was  only  an  occasional  pus  cell  found  in 
the  right  and  left  kidney  urines.  The  pyelo-uretero- 
grams  show  a slightly  dilated  renal  pelvis  on  either 


side  with  some  dilatation  of  the  infundibular  areas 
of  the  upper  calyces.  The  appearance  of  the  pyelo- 
grams, themselves,  however,  are  not  remarkable. 
Notice  that  the  left  psoas  margin  is  not  as  distinct 
as  the  right.  Below  the  lower  pole  of  the  left  kidney 
shadow  an  area  of  decreased  density  is  seen  between 
it  and  the  dense  infiltrated  perinephritic  tissue  below. 
There  is  no  curvature  of  the  lumbar  spine.  On  Sep- 
tember 17,  1934,  incision  and  drainage  of  the  left  peri- 
nephritis abscess  was  done.  The  kidney  was  inspect- 
ed and  found  to  be  essentially  normal.  The  wound 
was  left  open  to  heal  by  granulation.  Five  days  after 
operation  the  temperature,  which  was  of  a low  grade 
type  before  operation,  had  subsided  to  normal,  and 
the  patient  was  discharged  thirty-nine  days  after  op- 
eration. 

This  case  illustrates  that  group  of  cases  in  which 
perinephritic  abscess  results  from  a focal  infection 
(Cutaneous  abscess),  probably  of  staphylococcic  ori- 
gin, although  it  is  unfortunate  in  this  case  that  no 
report  could  be  found  of  cultures  made  from  the  peri- 
nephritic pus  to  substantiate  this  opinion. 

CASE  VII 

A fifteen  year  old  female  gave  a history  of  a boil 
two  weeks  prior  to  admission  with  onset  of  pain  in 
the  right  kidney  region  one  week  prior  to  admission. 
Examination  showed  severe  pain  in  the  right  lumbar 
region,  localized  to  this  area,  temperature  of  103  F., 
and  perfectly  normal  urine.  The  white  count  was  ele- 
vated slightly,  13,000.  The  diagnosis  was  made  on 
clinical  findings,  and  could  not  be  based  on  the  pyelo- 
graphic  picture  because  it  was  absolutely  normal.  At 
operation,  the  perinephritic  space  was  normal,  but  on 
freeing  the  kidney  a fluctuating  nodule  the  size  of  an 
English  walnut  was  located  in  the  mid-portion  of 
the  cortex  on  the  anterior  surface.  This  was  drainer1, 
about  forty- five  cubic  centimeters  of  pus  were  re- 
moved, leaving  a cavity  in  the  cortex  about  one-half 
inch  deep  and  one-half  inch  in  diameter.  A drain 
was  inserted  and  the  wound  closed.  Now,  the  point 
of  interest  in  this  case  is  the  fact  that  this  lesion  was 
diagnosed  before  rupture  into  the  perinephritic  tis- 
sues had  taken  place,  and  before  more  than  a very 
small  area  of  the  kidney  had  been  invaded.  The  pa- 
tient made  a very  quick  recovery.  This  case  illus- 
trates a typical  focal  staphylococcic  infection  of  the 
kidney. 

SUMMARY 

1.  Accessory  urinary  factors  are  a cause  for 
a large  majority  of  the  acute  renal  infections,  and 
many  otherwise  self-limited  acute  renal  infections 
progress  or  become  chronic  as  a result  of  obstruc- 
tion or  stasis. 

2.  Focal  infections,  particularly  those  due  to 
the  staphylococcus,  are  of  more  frequent  occur- 
rence than  is  appreciated ; early  diagnosis  and 
drainage  will  lessen  the  mortality  and  morbidity. 

3.  Emphasis  has  been  placed  on  eradication 
of  foci  and  accessory  urinary  factors  in  all  cases 
of  renal  infection. 

4.  Only  three  urinary  antiseptics  are  worthy 
of  mention.  The  ketogenic  diet  is  too  technical 
for  use  except  under  favorable  conditions  and  is 
recommended  only  in  intractable  cases. 

5.  Instrumental  diagnosis  should  be  made  in 
all  cases  of  chronic  pyurias  in  infants  as  well  as 
in  adults. 
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LOW  BACK  PAIN* 

W.  L.  SUCHA,  M.  D., 
Omaha,  Nebraska. 


The  variable  character  of  low  back  pain,  its 
multiplicity  of  causes,  difficulties  of  diagnosis, 
and  unsatisfactory  results  of  treatment  make  this 
one  of  the  most  difficult,  as  well  as  one  of  the 
most  frequent  problems  to  confront  the  ortho- 
pedic and  industrial  surgeon.  Every  patient  who 
comes  into  the  office  with  a low  back  pain  im- 
mediately presents  many  problems. 

1.  If  the  case  is  industrial  or  if  the  patient  has 
been  in  an  accident  that  might  in  some  way  be  cov- 
ered by  insurance  you  are  confronted  with  the  prob- 
lem of  differentiating  between  three  conditions. 

a.  Malingering 

b.  Neurosis 

c.  Real  pathology 

2.  If  pain  is  present,  an  accurate  diagnosis  must 
be  made  if  any  real  success  is  to  be  expected  from 
treatment. 

3.  Proper  treatment  becomes  very  much  simpli- 
fied if  one  is  successful  with  the  first  two  of  these 
problems. 

.Success  in  making  a proper  appraisal  and  diag- 
nosis will  only  be  achieved  with  any  degree  of 
regularity  bv  keeping  constantly  before  one  the 
many  causes,  physiological,  anatomical  and  me- 
chanical, as  well  as  pathological.  One  must  never 
lose  sight  of  the  fact  that  a certain  amount  of 
low  back  pain  comes  to  all  human  beings  who 
reach  adult  life.  You  need  only  to  visualize  a 
lateral  view  of  any  normal  adult  pelvis  and  lum- 
bar spine,  for  the  reason.  The  lumbosacral  angle 
at  first  not  present  in  the  embryo.  The  normal 
lumbar  lordosis  does  not  appear  until  the  legs  are 
straightened  after  birth,  when  the  “too  short’’ 
ilio-psoas  muscle  pulls  it  forward  and  the  weight 
of  the  torso  in  the  upright  position  increases  it 
further,  until  in  adults  the  average  angle  of  the 
sacrum  is  120°,  meaning  a slant  of  30°  upon 
which  the  spine  must  rest  while  it  carries  the 
weight  of  the  torso  in  the  upright  human  being. 

It  does  not  require  any  super-knowledge  of 
mechanics  to  see  that  such  an  arrangement 

♦Delivered  to  Missouri  Pacific  Surgeons  in  Omaha,  January 
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throws  a rather  serious  strain  on  the  lower  ar- 
ticular facets  of  the  5th  lumbar  where  they  rest 
against  the  1st  sacral  segment  to  prevent  the  5th 
lumbar  from  slipping  off  the  sacrum  completely. 
It  is  very  plain  that  we  have  raised  our  torso  into 
a vertical  plane  at  the  expense  of  placing  our  low 
back  at  a decided  disadvantage,  so  much  so,  that 
a certain  amount  of  low  back  pain  is  the  rule,  and 
not  the  exception.  We  all  have  it.  In  some  it 
becomes  severe  enough  to  interfere  with  normal 
activities  and  they  become  patients.  In  others 
something  happens,  perhaps  a mild  trauma,  some 
nervous  stress  or  strain,  which  calls  for  an  out- 
let. These  people  become  a pest  to  the  doctor  and 
a menace  to  some  insurance  company  or  corpor- 
ation, with  no  pathology  other  than  the  imprac- 
tical mechanism  budded  by  nature.  With  these 
possibilities  constantly  in  mind,  take  a painstaking 
history,  and  make  each  examination  thorough  by 
following  some  stereotyped  regime.  History  must 
be  thorough. 

The  examination  should  begin  while  the  pa- 
tient is  on  the  way  to  the  examining  room.  Care- 
ful note  should  be  made  of  the  patient’s  gait,  at- 
titude, method  of  arising  from  a chair  and  set- 
tling into  a chair. 

HISTORY 

A.  Where  is  the  pain?  The  location  of  the  pain 
is  a fair  index  of  the  causative  factor  (malingerers 
are  always  very  positive  about  the  location  and  type 
of  pain).  (Psycho-neurotics  scatter  their  pain  vague- 
ly about  and  both  of  them  take  in  too  much  terri- 
tory). One  should  always  start  discounting  the  state- 
ments of  patients  whose  pain  takes  in  too  much  terri- 
tory. 

B.  Reference — Pain  may  be  referred  to  a variety 
of  regions. 

1.  In  lumbosacral  strain  it  is  usually  reflected 
to  the  calf  of  the  leg  and  foot. 

2.  In  sacro-iliac  cases  it  is  most  likely  to  be  felt 
in  the  posterior  aspect  of  the  thigh  and  the  sciatic 
notch.  Here  again  the  malingerer  and  the  neurotic 
go  astray.  They  (and  their  attorney)  may  know 
where  the  pain  should  be  but  they  don’t  understand 
the  proper  avenues  of  reference  as  a rule.  The  afor- 
mentioned  normal  backache  is  not  referred. 
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3.  Duration — It  is  very  important  to  know  whether 
you  are  dealing  with  an  acute  or  chronic  affair.  For 
instance,  a patient  will  frequently  insist  that  he  never 
had  a pain  in  his  back  before  a certain  accident  a few 
days  ago,  weeks  or  even  months  before  and  the  com- 
pleted diagnosis  will  show  a pain  producing  congeni- 
tal defect  or  an  extensive  productive  arthritis. 

4.  The  mode  of  onset.  (How  did  the  condition 
start?)  Was  it  preceded  by  trauma? 

a.  If  there  is  history  of  an  accident,  an  accurate 
statement  must  be  obtained.  It  is  of  greatest  im- 
portance to  know — was  there  direct  injury  to  the 
part? 

b.  Was  there  a twisting  form  of  violence?  If  so, 
was  the  patient  sitting  or  standing?  Was  he  lifting 
or  not? 

c.  Was  there  quick  hyper-extension  or  hyper- 
flexion? Such  information  is  helpful  in  deciding 
whether  the  injury  is  likely  to  be  muscular,  liga- 
mentus,  or  bony,  as  well  as  which  ligaments  or  mus- 
cles have  suffered. 

For  example,  unilateral  leverage  through  the  ham- 
strings such  as  rotating  the  torso  while  supporting 
heavy  weight,  thereby  shifting  the  weight  from  two 
hips  over  to  one  hip,  or  having  one  foot  slip  while 
lifting  heavily,  and  so  shifting  all  the  weight  sud- 
denly to  one  hip,  is  very  apt  to  damage  the  sacro- 
iliac joint  on  the  side  to  which  the  weight  was  sud- 
denly shifted. 

Whereas  trauma  applied  from  above  with  the 
spine  flexed,  for  example,  a lift  or  jerk  on  a low  ob- 
ject while  stooped  or  sudden  added  weight  to  upper 
body  while  stooped,  is  very  apt  to  cause  lumbo- 
sacral strain. 

d.  If  the  patient  is  a woman,  a history  of  previous 
labors  should  be  considered,  as  difficult  labors  and 
large  pregnancies  do  effect  the  sacro-iliac  joints, 
and  also  the  lumbosacral  angle. 

e.  Did  the  patient  have  a cold  or  sore  throat  at 
the  time,  or  just  previous  to  the  sudden  onset  of 
pain?  It  may  mean  a myositis. 

f.  What  improves  the  pain?  If  the  pain  is  im- 
proved by  rest  it  is  suggestive  of  strain;  perhaps 
occupational,  postural  or  referred  from  feet. 

g.  What  makes  the  pain  worse?  In  the  above 
cases,  as  well  as  in  Tb  or  neoplasm  any  unguarded 
movement  or  exercise  causes  pain,  while  guarded 
ones  are  not  so  apt  to.  Awkward  positions  of  stoop- 
ing always  aggravate  sacro-iliac  and  lumbosacral 
sprains.  Also  coughing,  sneezing  and  straining  at 
stool  cause  pain  in  sacro-iliac  conditions  and  the 
patient  cannot  lie  for  any  length  of  time  on  the  af- 
fected side.  While  in  lumbosacral  strain  he  lies 
comfortable  on  either  side. 

h.  Is  the  pain  worse  in  the  morning?  Acute  con- 
ditions of  all  kinds  also  diseased  conditions  are  better 
in  the  morning.  Chronic  strain  cases  are  apt  to  be 
worse  when  they  first  get  up,  with  this  1st  morning 
pain  pointing  rather  definitely  to  joint  or  joints  af- 
fected. 

i.  If  the  patient  complains  of  stiffness.  To  what 
particular  movement  is  he  stiff?  Generalized  stiff- 
ness is  indicative  of  arthritis  and  therefore  should 
be  much  worse  in  the  morning.  Trauma  should  cause 
stiffness  of  the  affected  joints  only. 

Investigate  complaints  in  other  parts  of  body. 
Be  sure  to  look  at  the  feet,  as  foot  strain  is  a fre- 
quent etiological  factor  in  low  back  pain.  Arthri- 
tis in  some  of  the  other  joints  may  be  a clue.  The 
G.  U.  system  and  the  pelvis  of  women  may  hold 
the  secret.  Neurosis:  This  phase  of  the  exam- 
ination must  be  handled  very  carefully  and  with 


an  open  mind.  If  the  patient  is  a laborer  his  at- 
titude toward  work  and  compensation  must  be 
ascertained  and  considered.  In  a case  in  which 
liability  may  be  recovered,  you  must  decide. 

1.  Is  the  patient  honest  or  is  he  trying  to  deceive 
me? 

2.  If  he  is  honest,  is  he  influenced  to  exaggeration 
by  neurosis  (if  there  is  such  a thing  as  a patient 
claiming  disability  he  does  not  have,  and  yet  be 
honest)  ? 

To  me  one  of  the  most  reliable  signs  of  exag- 
geration is  that  the  patient  who  really  has  some- 
thing wrong,  the  one  who  is  really  suffering, 
states  his  symptoms  as  briefly  as  possible.  While 
the  one  who  goes  on  and  on  adding  more  symp- 
toms and  referring  his  pain  all  over  the  body  in 
what  we  know  to  be  impossible  avenues  of  ref- 
erence, is  exaggerating  or  faking.  Frequently 
such  a patient  will  run  out  of  complaints,  and  if 
one  says  casually,  “is  that  all?”— he  will  immedi- 
ately oblige  by  enumerating  an  additional  list. 
Twice  in  one  week  recently  I have  had  patients 
have  their  attorneys  present  while  they  were  be- 
ing examined  for  the  purpose  of  determining  the 
amount  of  disability  present.  In  each  instance 
the  patient  enumerated  all  the  aches  and  pains 
they  could  think  of  and  forgot  to  mention  pain 
in  their  back.  In  each  instance  the  attorney  in- 
jected the  remark,  “you  forgot  to  tell  him  about 
your  back." 

It  is  easy  to  see  why  in  examining  a patient 
with  low  back  pain  one  needs  to  be  constantly 
on  guard  if  he  is  going  to  be  able  to  conscientious- 
ly separate  the  real  from  the  unreal.  The  rea- 
sons are  three-fold : 

1.  As  mentioned  earlier  in  this  paper,  everyone  has 
some  backache  and  it  is  easy  for  him  to  begin  think- 
ing about  it  after  he  has  had  a trauma. 

2.  Back  injuries  seem  to  stand  out  as  something 
serious  and  permanent  in  the  public  mind. 

3.  Every  shyster  lawyer  knows  that  it  is  very  dif- 
ficult to  prove  or  disprove  low  back  pain. 

EXAMINATION  OF  THE  PATIENT 

1.  Standing — note  the  posture;  are  the  curves  of 
the  spine  normal  or  exaggerated.  Are  there  any  ab- 
normal curves?  Note  the  contour  of  the  abdomen. 
The  contour  of  the  feet  should  be  carefully  noted.  De- 
termine the  amount  of  motion  present  while  stand- 
ing, flexion,  extension,  lateral  bending  and  rotation. 
Look  carefully  for  local  or  generalized  muscle  spasm. 

2.  Sitting — again  note  posture,  particularly  re- 
garding the  lumbar  curve.  Does  the  patient  increase 
or  decrease  this  curve  while  sitting?  Again  test  all 
motions,  both  active  and  passive. 

3.  Lying — a complete  physical  is  essential,  paying 
special  attention  to  teeth,  tonsils,  and  adenoids  for 
foci  of  infection,  the  neck  for  any  adenopathy,  the  re- 
flexes, and  blood  pressure.  The  muscle  tone  of  the 
abdomen,  length  and  comparative  size  of  the  legs, 
and  movements  of  all  joints.  Points  of  tenderness  in 
the  back  are  important.  (Lumbosacral  conditions 
cause  tenderness  over  the  5th  lumbar  and  1st  sacral. 
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Sacra-iliac  over  the  1st  three  sacral).  Straight  leg- 
raising  “Goldthwaite’s  sign”  and  lower  extensor  re- 
flexes, and  temperature  are  important. 

X-rays — anterior  and  posterior,  lateral  and  stereo, 
must  be  made.  From  the  x-ray  valuable  information 
is  derived  relative  to  arthritis,  congenital  defects,  de- 
formities, relaxations,  etc. 

DIAGNOSIS 

Keep  always  in  mind  the  most  common  things  that 
may  cause  low  back  pain,  and  proceed  by  elimination. 

1.  Congenital  defects. 

a.  A hemi-vertebrae,  these  are  most  apt  to  occur 
at  the  last  lumbar,  but  can  occur  at  the  1st  lumbar, 
causing  a sharp  scoliosis  with  associated  pain  from 
nerve  pressure  and  from  ligament  strain. 

b.  Winged  and  sacralized  5th  lumbar.  Sacralized 
5th  lumbar  may  cause  pain  because  of  nerve  pres- 
sure or  because  of  the  abnormal  strain  placed  on  the 
adjacent  ligaments.  A winged  5th  lumbar  may  cause 
pain  because  of  impingement  of  its  tip  on  the  ilium 
or  if  fused  to  the  iliuum  may  be  painful  from  the 
strain  placed  upon  this  fusion  whenever  the  sacro- 
iliac joint  on  that  side  moves.  Spina  bifida  occulta 
is  usually  not  responsible  for  pain. 

c.  The  lumbosacral  angle.  Herein  frequently  lies 
the  explanation  of  the  pain  in  a back  due  to  excessive 
strain  on  the  ligaments  as  the  result  of  a mechanism 
which  is  the  junction  of  a mobile  and  fixed  part  of 
the  spinal  column,  which  is  developmentally  designed 
for  the  4 footed  position  and  hence  at  a disadvantage 
in  the  upright  position,  which  is  the  sight  of  a rotary 
action  often  asymetrical  and  is  the  sight  of  great 
shearing  strain.  Particularly  in  those  cases  where 
the  sacrum  stands  at  an  angle  of  150°  or  more,  caus- 
ing the  articulating  facets  of  the  5th  lumbar  to  bear 
the  weight  of  the  entire  torso  and  often  added  car- 
ried weight  in  order  to  keep  the  5th  lumbar  from 
sliding  forward  off  the  sacrum. 

Spondyloesthesis  may  cause  pain,  1st  from  undue 
strain  on  the  anterior  common  ligament  and  lumbo- 
sacral ligaments,  2nd  by  undue  pressure  on  the  ar- 
ticulating facets,  and  3rd  by  strain  on  the  lumbo- 
sacral cord. 

2.  Arthritis:  Much  low  back  pain  is  due  to  ar- 
thritis. as  is  evidenced  by  the  too  common  picture  of 
lipping  of  the  vertebral  bodies  and  articularing  facets. 
Here  the  history  is  usually  one  of  gradually  increas- 
ing disability  which  is  relieved  by  rest  and  is  worse 
in  the  morning  than  it  is  after  the  patient  has  moved 
around  a bit  and  an  extensive  portion  of  the  spine 
is  involved. 

3.  If  the  result  of  trauma  consider — - 

a.  Sacro-iliac  sprain,  gives  the  following  symp- 
toms: pain  over  the  posterior  aspect  of  the  joint  and 
referred  forward  to  a spot  in  the  abdomen  just  to 
the  side  of  and  below  the  umbilicus,  pain  referred  to 
sciatic  notch  and  along  outer  side  of  thigh.  Not  ten- 
der along  the  nerve  root.  Pain  worse  at  night  be- 
cause recumbent  position  obliterates  lumbar  curve 
and  places  a strain  on  sacro-iliac  joints.  Pain  while 
sitting  if  unilateral  is  relieved  by  sitting  on  opposite 
buttocks.  Tenderness  over  the  joint  and  over  the 
2nd,  3rd  and  4th  sacral  segments.  In  the  real  severe 
cases  there  is  swelling  over  the  joint,  the  normal 
sacro-iliac  dimple  may  be  obliterated  or  even  bulg- 
ing. 

The  accompanying  muscle  spasm  has  a tendency  to 
make  the  whole  spine  list  to  the  opposite  side  and 
Goldthwaite’s  sign,  i.e.  inability  to  flex  the  thigh  with 
the  knee  extended  is  manifested  immediately  the  heel 
is  raised  from  the  bed  or  table — flexing  the  thigh 
with  the  knees  bent,  relaxing  the  hamstrings,  is  not 
painful. 

Radiograms  of  sacro-iliac  strain  are  usually  nega- 


tive. Those  of  sacro-iliac  arthritis  show  increased 
density,  along  the  margins,  irregularity  of  joint  line, 
proliferative  changes  at  inferior  margin. 

b.  Lumbosacral  strain.  The  lumbosacral  joint  is 
liable  to  strain  when  leverage  or  trauma  is  applied 
from  above  with  the  spine  flexed  and  is  particularly 
liable  to  happen  to  a heavy  stout  person  with  a pro- 
truding abdomen  (such  a person  always  has  a sacrum 
tilted  sharply  forward).  The  pain  is  at  the  lumbo- 
sacral joint  and  resists  movement  of  the  spine  in  all 
directions.  Movement  of  the  hips  is  usually  free 
on  both  sides  and  Goldthwaite's  sign  only  positive 
after  the  leg  has  been  raised  quite  high.  Tender- 
ness is  over  the  5th  lumbar,  1st  sacral,  and  in  both 
ilio-lumbar  notches. 

e.  Ligament  and  muscle  sprains.  The  are  usually 
the  result  of  that  type  of  violence  that  produced  over- 
stretching by  excessive  motion  of  the  spinal  column. 
The  pain  is  sudden  and  is  relieved  at  once  by  rest. 
There  is  definite  muscle  spasm  and  usually  a limp. 
Differentiating  points  between  muscle  injury  and  lig- 
amentus  injury  are:  if  ligamentous  the  pain  and 

tenderness  are  deep  seated.  If  muscular  bending  the 
spine  away  from  the  injured  side  either  actively  or 
passively  will  cause  pain  when  the  motion  is  far 
enough  to  stretch  the  injured  muscle.  Passive  mo- 
tion toward  the  injured  side  does  not  cause  pain  or 
muscle  spasm  but  any  attempt  at  active  motion  to- 
ward the  injured  side  is  immediately  arrested  by  pain 
and  muscle  spasm  resulting  from  contracting  the 
injured  muscle. 

d.  Kummel’s  disease.  I only  wish  to  state  regard- 
ing Kummel’s  disease  that  any  individual  who  has 
suffered  a sever  jackknife  type  of  trauma  and  has 
severe  deep  seated  pain  particularly  in  the  region  of 
the  12th  dorsal  and  1st  lumbar  with  pain  persisting 
for  any  length  of  time  and  whose  first  x-rays  showed 
no  compression  fracture  of  any  of  the  vertebral 
bodies,  should  be  x-rayed  again  at  the  end  of  three 
months,  and  again  at  six  months  to  make  sure  that 
delayed  absorption  of  a vertebral  body  is  not  taking- 
place.  I have  seen  several  such  cases. 

TREATMENT 

Since  this  discussion  was  not  intended  to  cover 
treatment  and  since  I have  nothing  new  to  offer, 
T wish  only  to  state  that  if  the  diagnosis  is  cor- 
rect in  each  case,  the  treatment  will  not  be  so 
disappointing  to  the  patient  and  to  the  doctor,  as 
it  has  been  in  the  past.  If  we  can  be  sure  enough 
of  our  diagnosis  many  of  these  cases,  especially 
the  winged  and  sacralized  5th  lumbars,  the  chron- 
ic sacro-iliac  strains,  lumbosacral  strains,  and  the 
spondyolisthesis  can  be  completely  and  perma- 
nently cured  by  surgery.  I feel  sure  that  more 
of  these  cases  will  be  operated  and  cured  when 
we  become  more  expert  in  diagnosis.  Such  ex- 
pertness will  only  come  when  every  low  back  pain 
is  subjected  to  the  scrutinizing  examination  just 
outlined. 


While  the  diagnosis  of  the  patient,  who  had 
eaten  rather  generously,  was  proceeding,  the  sick 
man  said,  “Doctor,  do  you  think  the  trouble  is 
in  the  appendix  ?” 

“Oh,  no,”  said  the  doctor,  “not  at  all.  The 
trouble  is  with  your  table  of  contents.” — Cana- 
dian Doctor. 
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The  purpose  of  this  paper  shall  be  primarily 
to  recall  to  your  minds  the  deep  fungus  infec- 
tions which  may  come  to  you  for  diagnosis  and 
treatment.  For  the  purpose  of  this  paper  I shall 
designate  as  major  fungus  infections  those  which 
characteristically,  constantly  or  at  times,  produce 
granulomatous  lesions. 

With  tinea  barbae  (fungus  infection  of  the 
beard)  and  certain  cases  of  tinea  capitis  (fungus 
infection  of  the  scalp)  which  form  large  boggy 
granulomatous  lesions  (kerions).  you  are  prob- 
ably familiar.  This  group  also  includes  actino- 
mycosis, blastomycosis,  granuloma  coccidioides 
and  sporotrichosis. 

, TINEA  BARBAE 

Tinea  barbae,  tinea  sycosis,  barber's  itch  or 
ringworm  of  the  beard  is  not  a common  disease. 
According  to  the  American  Dermatological  As- 
sociation, it  constitutes  only  .3  per  cent  of  all 
dermatoses. 

Tinea  barbae  is  a contagious  parasitic  disease 
of  the  skin  producing  follicular  and  peri-follicular 
inflammation.  Almost  all  cases  are  produced  by 
members  of  the  trichophyton  group  of  fungi. 

Two  types  are  recognized;  a superficial  scaly 
type  and  a deep  nodular  type.  The  infection 
usually  begins  as  a superficial  scaly  eruption  in- 
volving the  hairs  and  then  the  follicles.  The 
areas  usually  involved  are  the  chin,  submaxil- 
lary region  and  neck.  Seldom  is  the  whole  beard- 
ed area  involved.  The  size  and  depth  of  the 
nodules  vary  but  they  are  always  follicular  and 
peri-follicular  and  tend  to  be  arranged  in  groups 
which  are  separated  from  other  groups  by  normal 
skin  and  hairs.  The  hairs  in  the  lesions  are  brit- 
tle and  broken  off  or  loosened  in  the  follicles. 
They  stand  out  like  silver  threads  when  exam- 
ined by  means  of  a Woods  filter  in  a dark  room. 
The  skin  about  the  follicle  is  reddened  and 
patches  of  infected  follicles  may  be  boggy  like 
a kerion.  The  follicle  often  contains  a bead  of 
pus. 

The  condition  must  be  differentiated  from  sy- 
cosis vulgaris  or  sycosis  coccogenica.  The  latter 
occurs  more  often  over  the  bearded  portion  of  the 
cheeks  and  the  upper  lip.  Often  the  diagnosis 
can  be  made  by  observation  but  should  be  proved 
bv  microscopical  examination.  A loosened  hair 


is  removed  and  placed  upon  a slide.  Ten  to 
twenty  per  cent  sodium  hydroxide  solution  is 
dropped  upon  it.  After  fifteen  to  thirty  minutes 
a cover  slip  is  placed  and  the  specimen  examined 
without  staining.  The  shaft  of  the  hair  is  often 
packed  full  of  mycelia  and  spores  (endothrix). 
Sometimes  the  organisms  do  not  penetrate  the 
hair  but  remain  on  the  surface  of  it  and  attack 
the  follicle  (ectothrix). 

The  infection  is  very  resistant  to  treatment 
but  can  be  cured.  It  may  terminate  spontane- 
ously, however.  Antiseptic  ointments  of  mercury 
or  sulphur  should  be  used  and  all  infected  hairs 
must  be  removed.  In  severe  cases  the  complete 
heard  must  sometimes  be  epilated.  While  this 
can  be  done  by  x-ray,  sequellae  are  common  and 
Andrews  recommends  combined  x-ray  and  thal- 
lium, giving  three-quarters  of  an  erythema  dose 
through  3 mm.  aluminum  and  the  same  day  3 
mgs.  of  thallium  acetate  (Kahlbaum)  per  kilo  of 
nude  body  weight  is  given  on  an  empty  stomach. 
About  seventeen  days  later  the  hairs  fall.  In 
general,  x-ray,  thallium,  or  both  should  not  be 
used  by  a physician  not  fully  equipped  and 
trained,  and  not  until  other  methods  of  treatment 
have  failed.  Fractional  x-ray  therapy  may  be 
used,  giving  1/5  erythema  doses  through  3 mm. 
aluminum  every  second  day  for  five  doses.  If 
the  skin  is  very  acute,  it  is  not  safe  to  give  x-ray 
immediately.  The  skin  must  be  soothed  first 
with  ultra  violet  light  or  local  applications.  Daily 
applications  of  5%  ammoniated  mercury  oint- 
ment or  1 :1000  bichloride  of  mercury  may  be 
made.  The  skin  may  be  washed  freely  with 
soap  and  water  and  thoroughly  rinsed. 

One  must  not  forget  that  strong  medicaments 
cannot  be  used  with  safety  on  a skin  which  has 
recently  been  irradiated. 

TINEA  TONSURANS 

Tinea  tonsurans,  tinea  capitis,  or  ringworm  of 
the  scalp  is  an  infectious  disease  occurring  par- 
ticularly in  children  but  occasionally  in  infants 
and  adults  causing  partly  bald,  usually  scaly 
areas.  It  is  a common  disease,  accounting  for 
3%  of  all  dermatoses,  according  to  Politzer.  It 
is  at  least  three  times  more  common  in  colored 
than  in  white  patients.  The  disease  is  markedly 
contagious,  especially  among  school  children  al- 
though some  cases  are  of  animal  origin. 

The  large  patch,  small  patch  and  disseminated 
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types  all  show  the  same  characteristics ; erythema, 
scaling  and  broken  off  stubby  hairs.  While  tiny 
vesicles  are  present  early,  they  have  usually  dis- 
appeared by  the  time  the  patient  consults  the 
physician.  Commonly  there  are  numerous  patches 
which  tend  to  extend  and  may  coalesce,  forming 
very  large  patches.  As  the  contiguous  hairs  be- 
come involved  they  become  lusterless  and  either 
break  off  or  fall  out.  Subjective  symptoms  are 
minor,  although  slight  itching  may  be  present, 
and  the  whole  process  almost  always  terminates 
at  puberty.  Often  in  cases  of  scalp  ringworm 
small  patches  of  the  same  type  occur  on  the 
glabrous  skin  of  the  neck  and  cheeks.  Patches 
in  the  disseminated  type  are  often  very  small 
and  extreme  care  must  be  taken  in  searching  for 
them.  The  Woods’  filter  is  very  helpful  here. 

In  certain  cases  the  patches  are  not  scaly  but 
the  smooth  skin  surface  seems  to  be  studded  with 
small  blackheads.  In  reality  these  are  hairs 
which  have  been  broken  off  in  the  follicle  after 
becoming  infected. 

Frequently  ringworm  of  the  scalp  becomes 
pustular  either  with  or  without  secondary  infec- 
tion. The  condition  then  becomes  kerion  and  the 
partly  bald  patch  with  its  broken  off  hairs  sur- 
mounts a boggy  mass  which  emits  very  little  pus 
if  incised.  This  lesion  is  probably  akin  to  allergy 
and  corresponds  to  the  gumma  of  syphilis. 

Pathologically  the  depths  of  the  follicles  are 
usually  involved  which  fact  determines  the  type 
of  therapy  best  employed.  As  a matter  of  fact, 
in  this  mid-western  section  of  America  not  a few 
cases  are  cured  by  topical  applications  of  salicylic 
acid  and  sulphur  or  mercury.  Along  the  sea- 
boards fewer  cases  respond  to  this  treatment. 

The  most  effective  and  speedy  treatment  for 
tinea  tonsurans  is  complete  epilation  of  the  scalp 
bv  means  of  x-ray  or  thallium  acetate.  Both  are 
dangerous  except  in  expert  hands  and  will  not  be 
detailed  here. 

BLASTOMYCOSIS 

This  is  an  infectious  disease  caused  by  the 
blastomvcete  and  manifested  by  patches  of  verru- 
cous dermatitis,  sometimes  also  involving  the  in- 
ternal organs.  The  disease  is  not  common  but 
we  all  see  one  or  more  cases  each  year. 

The  causative  organism  closely  resembles  the 
yeasts,  being  round,  doubly  contoured  and  grow- 
ing mycelia  on  culture.  Most  of  the  victims  are 
men  engaged  in  agricultural  or  horticultural  vo- 
cations. 

Clinically,  blastomycosis  produces  slowly  pro- 
gressive, granulomatous  lesions  with  warty  over- 


growth and  discharging  sinuses.  Multiple  lesions, 
auto-inoculable  and  more  common  on  the  exposed 
surfaces,  with  a marked  tendency  to  papilloma- 
tous overgrowths  occurring  frequently  on  the 
hands  and  feet  are  all  characteristic  of  blastomy- 
cosis. The  sloping  borders  of  the  lesion  are  often 
studded  with  miliary  abscesses  and  it  is  from 
these  pus  collections  that  the  organism  is  often 
secured  on  direct  smear  and  more  often  cultured. 

Sometimes  it  is  hard  to  distinguish  blastomy- 
cosis from  skin  tuberculosis  of  the  verrucous  tvpe 
although  the  latter  is  usually  slower  in  developing 
and  usually  does  not  have  the  tiny  miliary  border 
abscesses.  Iodides  and  bromides  mav  produce 
fungating  lesions  which  can  be  extremely  diffi- 
cult to  distinguish  from  blastomycosis. 

The  treatment  employed  to  best  produce  a cure 
depends  upon  the  type  and  the  extent  of  the 
lesions.  If  the  lesions  are  few  and  verv  deep, 
often  surgical  removal  or  destruction  with  high 
frequency  current  gives  the  speediest  recovery. 
X-ray  may  be  used  after  removal.  Iodides  in 
large  doses  are  always  indicated  ( 100  to  200 
grains  per  day  unless  iodidism  develops).  The 
most  effective  treatment  in  mv  experience  is 
combined  iodide  therapy  plus  filtered  x-rav  ir- 
radiations. One-fourth  to  one-half  erythema 
dose  is  given  through  one  or  three  millameters  of 
aluminum  filter,  depending  upon  the  depth  of  the 
lesion.  The  former  dosage  can  be  given  at  week- 
ly intervals  or  a little  less  while  the  larger  dosage 
can  be  repeated  at  10  to  14  day  intervals  for  four 
or  five  exposures.  MacKee  reports  excellent  re- 
sults with  one-fourth  erythema  doses,  unfiltered, 
weekly.  Sometimes  ultraviolet  therapy  gives 
good  results  but  is  slower.  In  any  event  there 
is  almost  certain  to  be  some  scarring.  Except  in 
the  systemic  cases,  the  prognosis  is  good. 

COCCIDIOIDAL  GRANULOMA 

This  disease  is  produced  by  a specific  fungus 
and  closely  resembles  blastomycosis.  The  disease 
is  very  common  in  the  San  Joaquin  Valley  of 
California  but  several  sporadic  cases  have  been 
reported  from  other  sections  of  the  country  and 
a few  of  these  have  been  contracted  in  the  labora- 
tory. The  primary  lesions  occur  either  in  the 
skin  or  in  the  lungs.  The  disease  affects  both 
animals  and  man.  Laborers  are  most  often  af- 
fected. 

The  early  skin  lesions  are  not  unlike  furuncles 
but  do  not  discharge  cores.  They  become  chronic, 
infiltrated,  granulomatous  lesions  with  draining 
sinuses.  The  disease  resembles  tuberculosis 
closely  and  is  slower  in  developing  than  blasto- 
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mycosis.  The  chest  should  always  be  examined 
to  determine  lung  infection.  A definite  diagnosis 
cannot  usually  be  made  on  clinical  grounds  ex- 
cept possibly  in  endemic  areas.  Double  con- 
toured organisms  can  usually  be  found  on  direct 
smears.  The  disease  carries  a high  mortality 
although  many  patients  have  had  the  infection 
for  ten  to  twenty  years. 

As  this  is  a deep  fungus  infection,  the  same 
treatment  as  outlined  for  blastomycosis  should 
be  given.  In  addition  5 cc  of  1%  antimony  and 
potassium  tartrate  should  be  given  intravenously 
from  once  a week  to  daily  depending  upon  the 
severity  of  the  case. 

ACTINOMYCOSIS 

Although  actinomycosis  may  be  a primary  in- 
fection of  the  skin,  it  usually  occurs  secondary 
to  bone  involvement.  The  lesions  are  dark  red, 
deep,  fluctuating  nodules  which  break  down 
forming  sinuses  with  a purulent  discharge  which 
contains  tiny  yellowish  granules  (the  so-called 
“sulphur  granules”).  The  individual  lesions  are 
bound  together  in  variously  sized  patches  by  dense 
inflammatory  tissue.  This  whole  mass  is  bound 
down  to  the  underlying  structures,  feeling  much 
like  a late  carcinoma. 

The  final  diagnosis  is  made,  of  course,  by  find- 
ing the  fungus  in  smears  which  is  usually  quite 
simple,  although  in  some  cases  it  is  impossible 
to  clinch  the  diagnosis  in  this  manner. 

The  prognosis  is  good  unless  the  infection  be- 
comes blood  borne. 

Heavy  iodide  therapy  plus  x-radiation  is  the 
best  form  of  treatment.  Indeed  many  cases  are 
cured  by  x-ray  alone.  The  best  results  seem  to 
be  secured  by  giving  about  3/4  erythema  dose  at 
three  week  intervals  using  3 mm.  aluminum  fil- 
tration. Deeper  cases  may  require  filtration 


through  Tt  to  y2  mm.  copper.  Of  course,  infected 
teeth  and  bone  should  be  removed  by  surgery  or 
electro-coagulation. 

SPOROTRICHOSIS 

Sporotrichosis  is  a fairly  common  disease  in 
this  mid-western  section  of  the  United  States. 
The  organisms  are  easily  cultured  but  hard  to 
find  on  direct  smears.  The  portal  of  entry  is 
usually  supplied  by  some  slight  trauma  and  the 
disease  is  more  common  in  people  who  work  with 
the  soil.  One  case  in  the  author’s  experience  de- 
veloped following  a cat  scratch. 

The  lesions  at  first  are  red  nodules  which  be- 
come dusky  red,  are  painful  and  fluctuate.  They 
are  arranged  along  the  lymph  channel  and  break 
down  forming  abscesses  and  ulcers  which  pro- 
duce very  little  pain.  Frequently  the  original 
wound  heals  before  the  extension  becomes  mani- 
fest and  before  the  diagnosis  is  made.  After 
linear  lesions  of  the  above  mentioned  type  de- 
velope,  the  diagnosis  is  not  difficult. 

While  generalized  and  systemic  cases  occur, 
in  general,  the  prognosis  is  very  good. 

Potassium  iodide  therapy  is  so  uniformly  satis- 
factory that  radiation  is  seldom  needed.  Potas- 
sium iodide  in  doses  of  30  to  90  grains  per  day 
is  usually  given  and  should  be  continued  for  about 
one  month  after  all  lesions  have  healed. 

SUMMARY 

A brief  resume  of  the  fungus  diseases  which 
characteristically  or  at  times  produce  granuloma- 
tous lesions,  is  given. 

The  main  points  of  differential  diagnosis  with- 
out too  many  details  are  listed. 

The  most  effective  treatments  in  the  majority 
of  the  cases  are  outlined. 

No  attempt  has  been  made  to  cover  details. 


MIGRAINE* 

V.  V.  SMRHA,  M.  D., 
Milligan,  Nebraska. 


DEFINITION 

A periodic,  incapacitating  headache,  culminat- 
ing in  nausea  or  vomiting,  often  preceded  and 
accompanied  by  visual  disturbances,  followed  by 
sleep  and  occurring  against  a background  of 
relatively  perfect  health,  defines  migraine. 

HISTORICAL 

Aretaeus,  of  Cappodocia,  wrote  the  first  ac- 

♦Read  before  the  Salina-Fillmore  Cou.at'r  Medical  Society, 
March  26,  1936. 


count  of  the  malady  in  the  first  century  of  the 
Christian  era,  and  named  it  “heterocrania.”  Fifty 
years  later  Galen  gave  his  description  and  a new 
name  “hemigranea.”  Since  then  many  authors 
have  added  so  much  to  the  facts  and  theories  of 
the  disease  that  the  bibliography  is  a long  one. 

Told  better  than  by  any  mere  words  expressed 
by  an  alphabet  or  an  ideogram,  we  have  ac- 
counts of  the  existence  of  this  trouble  in  prehis- 
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toric  times,  in  the  trephined  skulls  scattered  over 
the  face  of  the  earth,  amongst  the  various  races 
of  mankind.  These  same  skulls  tell,  too,  that 
those  early  physicians  used  heroic  measures  to 
bring  the  suffering  relief — relief  that  -certainly 
had  resulted,  as  vouched  for  by  the  numbers  of 
such  trephined  skulls  so  operated  upon. 

ETIOLOGY 

Heredity.  Heredity  plays  a big  part  in  the 
cause  of  migraine.  There  is  essential  agreement 
that  there  is  great  frequency  of  migraine  in  par- 
ents and  their  offspring,  occurring,  it  is  said  in 
57%  in  one  or  other  of  the  parents.  Occurring 
in  both  parents  in  about  5%  of  the  cases,  about 
16%  in  the  father  alone,  and  in  the  mother  in 
about  40%  of  the  cases.  In  one  or  more  broth- 
ers or  sisters  in  29%,  and  in  a grandparent  in 
about  8%,  though  this  last  figure  must  needs 
be  lower  than  is  the  case  because  few  patients 
know  very  much  about  the  health  histories  of 
their  grandparents. 

RELATION  OF  MIGRAINE  TO  OTHER  DISEASES 

Epilepsy:  Epilepsy  in  the  forebears  is  not  so 
common  as  is  epilepsy  in  the  descendents  of  mi- 
grainous parents.  It  would  seem  as  though  epi- 
lepsy is  but  a further  stage  in  nervous  imbalance 
compared  to  migraine,  or  one  might  say  that  epi- 
lepsy had  advanced  beyond  the  sensory  stage  of 
migraine  to  that  having  to  do  with  the  motor 
areas  of  the  cortex  of  the  brain.  Less  than  10% 
of  the  cases  have  both  migraine  and  epilepsy  in 
the  same  individual. 

Allergy : Because  migraine  frequently  follows 
the  eating  of  certain  foods,  and  because 
nausea  and  vomiting  constitute  such  marked 
symptoms  of  the  disease,  it  has  been  suggested 
that  food  sensitization  may  play  a part  in  the 
causation  of  migraine  in  some  patients,  a theory 
with  which  we  all  agree. 

Eye  Strain : Scotomas,  figures  in  which  the 
colors  of  the  spectrum  appear,  amaurosis,  and 
temporary  hemianopsia,  zig  zag  flashes  of  light 
and  photophobia  and  other  eye  symptoms  are 
usual  accompaniments  of  migraine.  The  correc- 
tion of  visual  defects  often  enough  brings  relief 
from  symptoms  that  eye  strain  is  well  within  the 
realm  of  etiological  factors. 

Toxemia:  Because  the  bowels  are  often  dor- 
mant and  constipation  present,  and  because  mi- 
graine frequently  follows  Bacchanalian  debauches 
and  the  ingestion  of  much  or  of  improper  food, 
and  because  eosinophilia  occurs  in  about  5%  of 
the  cases,  toxemia  seems  to  play  a part  as  a cause 
of  migraine. 


IMBALANCE  OF  ENDOCRINE  SECRETIONS 

Because  migraine  is  often  absent  during  preg- 
nancy, before  puberty,  and  is  usually  lessened 
after  the  menopause,  and  since  the  use  of  endo- 
crine medication  has  often  been  followed  by  re- 
lief, the  glands  of  internal  secretion,  especially 
the  gonads,  have  a place  in  the  etiologv  of  mi- 
graine. 

The  Pituitary  Gland,  or  Hypophysis : The  hy- 
pophysis has  been  credited  with  causing  migraine 
both  from  an  anatomical  standpoint  and  from  a 
chemical  or  physiological  one.  From  the  ana- 
tomical, because  swelling  of  the  gland  produces 
pressure  symptoms  because  of  its  being  nestled 
within  the  bony  walls  of  the  sella  turcica.  From 
the  chemical,  when  an  access  of  its  production  of 
prolan,  the  gonad  stimulating  hormone,  is  not  all 
used  up  by  the  organism,  appearing  in  the  urine. 

The  Thyroid : Because  migraine  is  rarely  found 
in  the  myxodemetous  and  is  quite  common  in 
those  having  hyperthyroidism,  and  because  thy- 
roid medication  is  often  successful  in  the  treat- 
ment of  migraine,  this  gland  is  thought  to  have 
an  etiological  effect  in  this  disease. 

The  Ovary:  Since  migraine  is  a frequent  ac- 
companiment of  the  menses  and  since  it  is  com- 
monly absent  in  childhood,  during  pregnancy  and 
the  climacteric,  the  ovary  is  given  credit  for  caus- 
ing some  attacks  of  migraine,  and  its  periodic 
occurrence. 

Fatigue : Migraine  is  known  to  come  on  more 
readily  when  a patient  is  fatigued  and  it  is  com- 
mon knowledge  that  an  overworked  individual 
lacks  appetite  and  is  frequently  made  ill  by  eating 
before  resting. 

Hunger:  Hunger  frequently  precedes  migraine 
and  may  be  an  indication  for  the  use  of  carbohy- 
drates for  their  energy  production.  Sugars  some- 
times help  one  with  migraine,  and  again  over- 
eating on  sweets  may  at  other  times  bring  on  the 
trouble. 

Worry:  Worry  exhausts  the  nervous  system 
even  more  than  the  normal  use  of  the  mind  and 
is  very  apt  to  upset  normal  functions  of  the  body 
and  thus  bring  on  migraine. 

Hepatic  Disfunction  and  Indigestion : These 
act  through  their  effect  on  the  vegetative  nervous 
system  and  bring  on  attacks  of  migraine,  the  liver 
by  not  detoxifying  the  products  of  digestion,  and 
indigestion  by  the  production  of  toxic  substances 
that  get  into  the  circulation  and  act  upon  the 
nervous  system. 
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NERVOUSNESS,  ARTERIO-SCLEROSIS,  ARTHRI- 
TIS, FOCAL  INFECTIONS,  NEPHRITIS,  BRAIN 
TUMORS,  PELVIC  DISORDERS,  ANEMAS 

All  act  through  their  effect  either  directly,  or 
indirectly,  on  the  vegetative  nervous  system  to 
bring  on  this  disorder— and  “disorder”  is  rather 
a better  term  for  this  trouble  than  is  the  term 
“disease.” 

BAROMETRIC  PRESSURE 

That  the  condition  of  the  atmosphere  has 
something  to  do  with  migraine  has  been  observed 
for  centuries.  It  may  probably  be  explained  as 
a sort  of  “caisson  disease”  of  the  brain,  per 
chance,  an  exchange  of  gases  in  the  blood  and 
in  the  ventricles  of  the  brain. 

ABDOMINAL  MIGRAINE 

The  symptom  of  headache  may  be  replaced  by 
pains  in  the  abdomen  which  is  quite  difficult  of 
explanation  but  must  be  watched  for  and  not  be 
mistaken  for  an  “acute  abdomen.” 

PSYCHIC  EQUIVALENTS 

Some  migrainous  patients  are  not  conscious  of 
what  is  taking  place  about  them  and  appear  as 
though  in  a "twilight  state."  Sometimes  such 
symptoms  are  prodromal,  or  they  may  occur  dur- 
ing an  attack  of  headache,  or  they  may  replace 
the  headache,  or  may  be  present  along  with  other 
associated  phenomena.  They  may  be  expressed 
by  a maniacal  state,  especially  when  caused  by 
worry. 

DIAGNOSIS 

Because  of  the  multiplicity  of  seeming  causes, 
the  diagnosis  of  migraine  must  be  arrived  at  cau- 
tiously. A complete  physical  examination  must 
be  made,  if  not  advisable  right  during  an  attack, 
then  as  soon  as  the  patient  can  be  gone  over 
thoroughly.  This  to  make  sure  that  some  other 
and  more  grave  trouble  may  not  be  overlooked. 

The  eyes  should  always  be  refracted  and  the 
necessary  glasses  properly  fitted.  The  eye 
grounds  should  be  examined  ophthalmoscopical- 
ly,  the  head,  if  thought  necessary  x-rayed  to  ex- 
clude tumor  of  the  brain,  or  a narrow  sella  tur- 
cica. 

A metabolic  test  and  a sugar  tolerance  test  and 
a protein  tolerance  test  should  all  be  made  and 
evaluated. 

The  patient  should  be  examined  for  mental  dis- 
ease and  the  usual  physical  examinations  made 
routinely  to  exclude  organic  disease. 

The  history  should  be  thoroughly  taken.  The 
onset,  the  periodocity,  the  state  of  health  between 
the  attacks.  The  nature  of  the  headache,  whether 
frontal,  temporal,  occiptal,  in  the  back  of  the  nose, 


whether  severe  and  prostrating,  whether  aggra- 
vated by  noises,  light,  motion ; whether  nausea 
and  vomiting  occur,  and  when ; whether  sleep 
follows  after  an  attack  and  whether  the  migraine 
repeats  after  sleep ; whether  the  headache  comes 
on  gradually  or  suddenly,  and  whether  there  are 
prodromata  of  listlessness,  langor  and  malaise; 
whether  they  are  followed  by  giddiness  and  cold- 
ness, or  else  by  a feeling  of  exhaust’on. 

There  may  be  a cold  clammy  sweat,  pallor, 
polyuria,  diarrhoea,  flushing,  salivation,  a throb- 
bing and  a fullness  in  the  temporal  artery.  The 
symptoms  may  come  on  arising  in  the  morning 
and  may  last  but  a few  hours  or  for  a day  or  two, 
sometimes  longer.  Besides  the  visual  symptoms 
mentioned,  there  may  be  lachrymation  and  even 
an  iritis.  The  sensory  symptoms  may  be  followed 
by  motor  ones  such  as  weakness  in  the  extrinsic 
eye  muscles,  especially  the  internal  recti,  or  of 
those  of  an  arm  or  a leg,  or  of  the  muscles  of 
the  face.  There  may  be  a slight  aphasia,  and  a 
staggering  gait. 

The  happy  part  of  the  trouble  is  its  short 
duration,  whereas  more  serious  troubles  are  or- 
dinarily prolonged.  Yet  it  behooves  the  physi- 
cian to  be  ever  on  guard  and  not  to  call  a more 
serious  trouble  migraine — and  his  reputation  will 
remain  better  if  he  does  not  make  the  reverse 
diagnosis,  and  have  an  abdominal  scar  bear  evi- 
dence of  his  mistake. 

The  migrainous  individual  has  been  described 
as  one  of  an  upper  type,  “the  high  gear”  nervous 
type,  somewhat  such  as  the  peptic  ulcer  type,  or 
the  anginal,  or  the  asthmatic.  He.  or  more  com- 
monly she.  is  emotional,  rather  than  dull  and  ox- 
like, dynamic,  fussy,  overstrained,  overly  anxious, 
high  tensioned.  Her  “migrainous  physique” ; a 
brunette,  with  a fine  straight  delicate  hair,  clas- 
sical features,  a long  slender  nose  with  mobile 
nostrils,  of  a fine  mould  ; the  skin  smooth,  trans- 
parent and  childlike,  cool  and  moist  to  the  touch  ; 
tires  easily,  is  quite  free  from  infections,  blushes 
readily,  and  heat  never  bothers  her.  She  is  over- 
charged with  vasomotor  instability,  and  habitual 
apokomnosis,  springing  from  lowered  resistance 
to  fatigue. 

The  disease  needs  to  be  differentiated  from 
syphilitic  headache,  especially  from  chronic 
meningitis,  tumor  of  the  brain,  aneurysm  of  the 
cerebral  vessels,  psychopathic,  headaches,  trige- 
minal neuralgia,  sphenopalatine  neuralgia,  and 
headache  due  to  sinusitis. 

Based  upon  the  theory  that  the  cause  of  the 
pain  is  the  result  of  a deficient  blood  supply  to 
the  part  of  the  brain  cortex  affected,  from  a 
spasm  of  the  blood  vessels  supplying  the  same, 
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from  an  overstimulation  of  the  vasomotor  nerves, 
it  is  supposed  that  thrombotic  and  hemorrhagic 
lesions  may  follow,  or  that  edema  of  the  brain  at 
the  site  of  such  vessel  spasm  may  take  place,  giv- 
ing rise  to  pathology  sufficient  to  give  rise  to 
the  pain.  Migrainous  patients  not  dying  from 
the  symptom  complex,  no  pathologic  lesions  have 
as  yet  been  discovered  that  would  serve  to  inter- 
pret the  symptoms. 

TREATMENT 

Treatment  is  highly  empirical  and  therefore 
voluminous.  Each  apparent  cause  has  its  ad- 
vocates using  such  means  as  may  be  thought  to 
influence  such  causes.  Treatment  resolves  itself 
into  preventative  and  symptomatic  and  physi- 
ologic. 

If  the  cause  can  be  ascertained,  then  avoidance 
of  such  exciting  cause  should  prevent  its  oc- 
curring. Should  it  be  caused  by  allergens,  then 
desensitization  would  be  in  order,  as  would  also 
the  use  of  peptone  and  some  of  the  calcium  salts, 
as  the  lactate,  or  the  gluconate.  The  avoidance 
of  constipation  and  biliousness  helps  many  cases. 
If  we  can  help  a patient  from  worrying  by  psy- 
chotherapy, well  and  good.  The  fitting  of  prop- 
er glasses  will  benefit  those  patients  whose  mi- 
graine results  from  visual  defects,  and  even 
though  glasses  may  not  be  sufficient  to  correct 
the  cause  of  the  migraine,  they  should  be  worn 
by  the  migrainous  having  such  defects  for  the 
comfort  they  give,  and  thus  lessen  nervous  strain. 

Vacations  help  those  who  are  high  strung  and 
capable  of  deriving  rest  from  such  vacations. 
Overwork,  both  mental  and  physical,  should  be 
avoided,  as  should  all  those  causes  that  can  be 
under  one’s  control  and  that  have  been  mentioned 
under  etiology. 

The  treatment  of  the  attack  varies  with  the 
apparent  cause.  Going  to  bed  in  a quiet,  cool 
room,  with  the  light  shaded,  is  always  appropri- 
ate. The  giving  of  stimulants  such  as  whiskey 
or' hot,  black  coffee  is  often  of  benefit.  Sometimes 
making  the  patient  vomit  early  in  the  trouble  by 
giving  large  doses  of  soda  in  warm  water  and 
continuing  washing  the  stomach  till  the  water 
returns  clear,  gives  relief  and  favors  sleep. 

The  coal  tar  products  are  commonly  used  to 
relieve  the  headache  and  such  drugs  as  the  bro- 
mides, codeine,  and  morphine  are  needed  in  the 
most  resistant  cases.  Phenobarbital  is  much  ex- 
tolled for  continued  use  and  in  some  cases  acts 
nicely.  Such  drugs  act  so  as  to  smother  the 
pain  with  possibly  little  or  no  effect  on  the  under- 
lying cause. 


Drugs  that  act  on  the  circulation  and  especial- 
ly upon  the  vasomotor  nerves,  dilating  the  capil- 
laries and  increasing  the  circulation  through 
those  parts  supplied  by  them,  seem  to  have  a 
more  rational  use.  Among  such  drugs  are  amyl 
nitrite,  nitroglycerin,  and  benzyl  benzoate.  Their 
use  is  especially  good  in  those  cases  of  throbbing, 
head-splitting  headaches.  Here  may  also  be  men- 
tioned ergot  and  its  salts. 

Drugs  that  act  on  the  endocrine  glands,  such 
as  the  ovary,  pituitary,  parathyroid,  thyroid, 
adrenals,  and  even  of  the  placenta,  seem  to  have 
their  uses  and  certainly  their  advocates. 

Detoxifying  drugs  as  those  already  mentioned 
and  calx  sulphureta.  and  sodium  sulphite  have 
their  advocates. 

If  the  theory  that  migraine  is  due  to  edema 
of  the  brain,  then  intravenous  injections  of  hyper- 
tonic solutions  of  salt,  or  of  magnesium  sulphate, 
should  prove  beneficial.  Magnesium  by  mouth 
we  know  is  of  use  in  some  cases. 

Massage,  the  application  of  cold  or  of  hot 
compresses,  and  radiant  heat,  helps  some.  Can- 
nabis indica  is  an  old  standby  with  some  physi- 
cians, and  combinations  of  various  drugs  have 
their  backers,  such  as  Gowers’  and  similar  form- 
ulae. Chrondrotin-sulphuric  acid  has  its  advo- 
cates and  ergotamine  tartrate  has  come  into  use 
lately.  A ketogenic  diet  helps  some  patients, 
while  one  with  high  carbohydrate  values  helps 
others.  One  gets  the  idea  in  studying  about  mi- 
graine that  each  patient  must  be  studied  as  a case 
by  himself  and  a trial  made  of  what  the  physician 
has  at  hand  or  is  willing  to  try. 

When  the  physician  is  at  the  end  of  his  re- 
sources. he  may  refer  his  patient  to  a surgeon, 
who  may  do  a subtemporal  decompression,  ligate 
the  middle  meningeal  artery  or  section  the  sym- 
pathetic branches  in  the  back  of  the  neck  and 
thus  bring  about  a change  in  the  circulation  and 
thus  bring  relief.  The  percentage  of  cures  is 
not  large  enough  to  choose  surgery  until  all  else 
has  failed  and  the  patient  insists  that  something 
more  be  done  for  him  or  her  than  time  alone 
can  do. 

Knowing  that  the  malady  grows  less  severe  as 
old  age  advances,  we  may  at  least  hold  that  out 
to  those  so  afflicted  and  thus  hold  out  a ray  of 
hope.  Though  we  cannot  always  cure,  we  can 
at  least  relieve,  and  migraine  can  be  made  more 
bearable. 

The  time  will  surely  come  when  this  disease 
along  with  others  related  to  it  will  be  treated 
more  scientifically  than  at  present,  when  we  know 
more  of  the  biological  chemistry  of  the  blood  and 
the  means  for  its  modification. 
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That  a “physiological”  anemia  may  accompany 
the  usual  course  of  pregnancy  is  well  known,  but 
that  a severe,  frequently  fatal  type  of  anemia  may 
complicate  pregnancy  is  not  generally  appreciat- 
ed. The  so-called  “physiological”  anemia  is  not 
a true  anemia,  but  rather  a hydremia(1).  From 
early  in  the  course  of  pregnancy  to  the  beginning 
of  the  third  trimester,  there  is  a slow,  slight  but 
definite  decrease  in  hemoglobin  (average  70%) 
and  the  number  of  erythrocytes  (average  3,500,- 
000  per  c.m.m.)(2).  During  the  third  trimester 
this  level  of  hemoglobin  and  erythrocytes  remains 
practically  stationary.  Approximately  ten  days 
before  term,  there  is  a sudden  distinct  rise  in  the 
blood  count  to  within  normal  limits.  Studies  of 
blood  volume  during  pregnancy  have  accounted 
for  this  apparent  decrease  of  blood  cells  because 
of  an  increased  plasma  volume  with  resultant 
hydremia.  The  sudden  increase  in  cells  before 
delivery  has  been  attributed  to  concentration  of 
the  blocd(1).  This  explanation  has  displaced  the 
two  older,  confusing  theories  of  (1)  a toxic 
hemolysin  produced  by  the  fetus  or  placenta,  and 
(2)  a toxic  inhibition  of  the  bone  marrow  asso- 
ciated with  pregnancy. 

In  contradistinction  to  the  “physiological" 
anemia,  certain  pregnant  women  continue  a 
downward  course  to  severe  grades  of  anemia. 
The  cause  of  these  true  anemias  of  pregnancy 
has  recently  been  studied  completely  by  Strauss 
and  Castle(3)  (4)  (5)  With  the  knowledge  that 
symptoms  referable  to  the  upper  gastrointestinal 
tract  are  the  most  frequent  complications  of  preg- 
nancy, and,  in  addition,  that  the  majority  of  preg- 
nant women  have  a significant  reduction  in  the 
free  HC1  and  total  acidity  of  their  gastric  juice, 
they  postulated  a deficiency  state  such  as  might 
be  compared  to  the  present  day  knowledge  of 
pernicious  anemia.  They  carefully  investigated 
the  diets  of  these  anemic  patients,  both  before 
and  during  pregnancy,  and  found  that  though 
there  was  no  gross  abnormality  of  total  caloric, 
carbohydrate,  fat  or  vitamin  intake,  there  was  a 
wide  variation  in  the  amount  of  protein  taken 
and  that  they  were  characteristically  poor  in  iron 
and  related  mineral  salts.  Though  these  patients 
gave  no  evidence  of  chronic  blood  loss,  the  same 
effect  was  thought  to  be  produced  by  fetal  de- 
mands and  drainage  of  maternal  pigment-build- 
ing material.  In  other  words,  the  anemias  of 
pregnancy  differ  in  no  way  from  anemias  caused 


by  one  or  more  of  the  following  factors  : ( 1 ) gas- 
tric achlorhydria  (lack  of  intrinsic  factor,  poor 
absorption),  (2)  inadequate  diet  (lack  of  extrin- 
sic factor,  iron),  and  (3)  chronic  blood  loss  (fetal 
demands).  That  these  conclusions  seem  correct 
are  born  out  by  clinical  observations. 

There  are  two  groups  of  anemias  of  pregnancy 
— the  more  common,  less  serious  hypochromic 
type ; and  the  less  frequent,  more  severe  macro- 
cytic anemia. 

HYPOCHROMIC 

This  type  of  anemia  is  considered  due  to  an 
iron  deficiency  resulting  from  the  additional  bur- 
den of  pregnancy  in  a patient  partaking  of  an 
unbalanced  diet  and  associated  with  a gastric 
secretory  defect.  Pallor,  undue  fatigue,  dysp- 
neoa  and  palpitation  are  the  usual  initial  com- 
plaints, appearing  for  the  most  part  in  the  latter 
half  of  the  second  trimester.  The  blood  picture 
is  directly  comparable  to  that  of  idiopathic,  hypo- 
chromic anemia  occurring  in  non-pregnant  fe- 
males(6)  ; viz.,  slight  to  moderate  reduction  of 
erythrocytes  with  a greater  to  marked  reduction 
in  hemoglobin.  Fifty  per  cent  of  these  cases 
show  a complete  achlorhydria  and  an  additional 
33%  show  a hypochlorhydria.  It  is  interesting 
to  note  that  free  HC1  in  the  gastric  content  may 
return  following  parturition(5L  The  treatment 
of  the  hypochromic  anemia  of  pregnancy  consists 
of  iron  in  adequate  doses  and  whether  given  be- 
fore or  after  delivery,  rapid  improvement  is  ob- 
served(7). 

MACROCYTIC 

This  type  of  anemia  has  been  called  the  “per- 
nicious anemia”  of  pregnancy.  Like  the  true  Ad- 
disonian type,  this  anemia  was  frequently  fatal 
(60-70%)  before  the  advent  of  liver  therapy (8). 
However,  unlike  the  true  pernicious  anemia,  with 
parturition,  improvement  and  recovery,  the  mac- 
rocytic anemias  of  pregnancy  remain  well  with- 
out further  treatment.  Strauss  and  Castle(5)  feel 
that  the  underlying  mechanism  in  the  production 
of  this  type  of  anemia  is  that,  in  addition  to  a de- 
ficiency state  present  in  the  hypochromic  group, 
these  patients  during  pregnancy  temporarily  lack 
the  specific  intrinsic  factor.  They  have  shown 
that  with  delivery  there  is  a return  of  normal  gas- 
tric function.  This  anemia  is  a much  more  seri- 
ous complication  than  the  former  group.  The 
symptoms  are  more  advanced  with  the  additional 
appearance  of  edema,  prostration,  splenomegaly. 
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and  fever.  The  blood  picture  discloses  a severe 
grade  of  anemia  of  the  macrocytic  type,  viz., 
marked  reduction  in  the  number  of  erythrocvtes 
with  relatively  less  decrease  in  the  amount  of 
hemoglobin.  Gastric  achylia  is  not  necessary  to 
make  the  diagnosis.  Frequent  transfusions  be- 
fore, during  and  following  delivery  has  been  the 
accepted  treatment*9^,  but,  at  present,  the  inten- 
sive use  of  intramuscular  liver  extract (5)  seems  to 
be  specific  with  transfusions  used  only  in  emer- 
gency. Yentriculin  has  been  used  with  good  re- 
sults, and  Wills(10)  recommends  vitamin  B2 
(marmite)  as  a useful  adjunct  to  liver. 

DISCUSSION 

The  confused  subject  of  anemia  of  pregnancy 
is  gradually  being  clarified  into  distinct  clinical 
and  hematological  entities.  This  classification 
does  not  include  the  anemia  following  post- 
partum hemorrhage  or  pre-existing  anemias  com- 
plicated by  subsequent  pregnancies.  Differential 
diagnoses  may  be  difficult.  Severe  anemias  of 
pregnancy  may  simulate  subacute  bacterial  endo- 
carditis with  pallor,  dyspneoa,  palpitation,  fever, 
splenomegaly  and  a heart  murmur  hemic  in  ori- 
gin, but  absent  embolic  phenomena  and  negative 
blood  cultures  will  rule  out  this  fatal  disease.  If 
not  discovered  until  the  post-partum  period,  se- 
vere anemias,  especially  when  accompanied  by 
fever,  may  be  confused  with  puerperal  sepsis,  but 
a transfusion  will  cause  marked  improvement  in 
the  anemic  patient  as  contrasted  to  the  septic  case. 
The  severity  of  anemias  of  pregnancy  are  appar- 
ently not  affected  by  either  parity,  age,  or  blood 
pressure(11).  In  the  presence  of  a severe  and 
progressive  anemia,  the  question  naturally  arises 
as  to  the  advisibility  of  emptying  the  uterus. 
With  the  establishment  of  the  type  of  anemia  in 
question  with  the  subsequent  indicated  therapy 
of  the  respective  group,  this  will  not  be  necessary. 
According  to  Kerwin  and  Collins(12)  labor  is  us- 
ually premature,  characteristically  short,  relative- 
ly painless,  with  a minimum  loss  of  blood.  The 
infants  of  anemic  mothers  are  born  with  a normal 
amount  of  hemoglobin,  but,  as  will  be  pointed  out 
in  a later  discussion,  these  babes  deve’op  an 
anemia  during  their  first  year  of  life.  The  gen- 
eral practitioner  should  be  aware  of  these  various 
types  of  anemia  of  pregnancy  because  with  recog- 
nition and  proper  treatment,  unnecessary  mater- 
nal invalidism  or  death,  or  an  anemia  of  infancy 
need  not  result. 

SUMMARY 

1.  The  “physiological"  anemia  of  pregnancy 
has  been  shown  in  reality  to  be  a hydremia. 

2.  The  anemias  of  pregnancy  are  considered 


a conditioned  deficiency  resulting  from  inade- 
quate diet,  gastric  defects,  and  fetal  demands. 

3.  The  true  anemias  of  pregnancy  are  the 
hypochromic  type  responding  to  iron,  and  the 
macrocytic  type  in  which  liver  extract  is  indi- 
cated. 
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ACUTE  POLIOENCEPHALITIS 

CLINICO -PATHOLOGICAL  CASE  REPORT— XI 

From  the  Museum  of  the  Lancaster  County  Medical  Society. 

A white  boy,  age  6,  was  admitted  to  the  hospital 
November  8,  1934.  He  had  always  been  rather  under- 
nourished and  had  been  subject  to  frequent  head 
colds.  His  tonsils  had  been  removed  a year  before 
and  he  had  been  better  since.  Four  days  before  ad- 
mission he  complained  of  not  feeling  well  and  vomited 
several  times.  He  had  a slight  amount  of  fever  at 
this  time.  A diagnosis  of  acute  upper  respiratory  in- 
fection was  made.  The  day  before  admission  he  had 
a severe  choking  spell  following  the  taking  of  liquids, 
and  later  experienced  much  difficulty  in  trying  to 
swallow  food.  Examination  showed  the  throat  to  be 
definitely  injected  and  some  cervical  adenopathy.  The 
temperature  was  101.2;  pulse  130.  The  urine  con- 
tained a few  pus  cells  and  the  luekocyte  count  was 
17,000.  The  day  after  admission  he  developed  a posi- 
tive Kernig  and  Babinski  and  exaggerated  knee  jerks. 
The  spinal  fluid  was  clear  and  the  pressure  normal. 
The  fluid  contained  48  lymphocytes  per  c.mm.  His 
condition  became  progressively  worse  and  he  died 
November  19.  1934. 

At  autopsy,  done  the  day  of  death,  very  little  was 
noted  grossly,  most  of  the  pathology  being  demon- 
strated microscopically.  The  interesting  findings 
were  limited  to  the  central  nervous  system.  Sections 
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of  the  spinal  cord  taken  in  the  dorsal  region  show 
marked  inflammatory  reaction  in  the  grey  matter  of 
the  ventral  horns.  Here  there  is  hemorrhagic  infil- 
tration of  the  interstitial  substance  of  the  cord  and  a 
dense  accumulation  of  “gitter”  cells  and  macrophages. 
Most  of  the  large  nerve  cells  have  undergone  degen- 
erative change,  some  of  them  showing  chromatolysis 
and  occasionally  one  is  seen  which  shows  phagocy- 
tosis. The  Virchow-Robin  space  of  some  of  the  ves- 
sels was  filled  with  chronic  inflammatory  cells,  for 
the  most  part  lymphocytes.  Most  of  the  infiltrating 
cells  are  either  gitter  cells  or  oligodendroglia  cells. 
Sections  of  the  medulla  taken  through  the  floor  of 
the  fourth  ventricle  show  similar  changes  to  those 
seen  above  save  for  the  fact  that  the  changes  are 
more  pronounced.  Sections  of  the  lungs  show  a typ- 
ical terminal  bronchopneumonia. 

PRESENT  STATUS  OF  OUR  KNOWL- 
EDGE OF  HEREDITY  AND  CANCER 
C.  C.  Little,  Bar  Harbor,  Maine  ( Journal  A. 
M.  A.,  June  27,  1936),  summarizes  the  results 
that  have  been  published  which  establish  certain 
general  principles  for  future  guidance  in  the 
study  of  cancer.  1.  That  the  genetic  constitution 
of  an  animal  is  of  prime  importance  in  deter- 
mining the  likelihood  of  its  having  cancer  of  the 
breast  is  shown  by  outcrosses  between  high  and 
low  cancer  strains.  2.  Studies  of  a preliminary 
nature  have  shown  no  such  unusual  behavior  of 
genetic  factors  underlying  the  incidence  of  such 
tumors  as  lymphosarcomas.  The  genetic  influ- 
ences in  this  case  seem  to  be  equally  derived  from 
either  the  male  or  the  female  line.  This  is  char- 
acteristic of  the  normal  type  of  mendelian  inher- 
itance, which  depends  on  the  chromosomes.  The 
distinction  between  cancer  of  the  breast  and  such 
types  as  lymphosarcomas  thus  seems  fundamental. 
There  seem  to  be  many  genetic  factors  involved 
in  the  spontaneous  incidence  of  sarcomas  of  vari- 
ous types.  3.  Blockage  of  the  nipples  on  one 
side  of  the  body  resulting  in  no  drainage  during 
lactation  seems  to  make  the  blocked  side  a more 
frequent  site  of  breast  cancer  among  females  de- 
rived from  a high  cancer  stock.  It  fails  entirely 
to  produce  cancer  in  females  derived  from  a low 
cancer  stock.  This  is  a clear  proof  of  the  rela- 
tive roles  of  constitution  on  the  one  hand  and 
irritation  due  to  blockage  on  the  other.  4.  There 
is  some  relationship  between  the  amount  and 
function  of  mammary  tissue  and  its  tendency  to 
form  a cancer  in  those  inbred  strains  of  mice 
which  are  high  in  cancer  incidence.  Thus  vir- 
ginity delays  the  appearance  of  cancer  of  the 
breast  and  also  actually  reduces  the  amount  of  it 
appreciably.  5.  The  presence  of  ovarian  secre- 
tion is  a factor  in  influencing  the  amount  of 
mammary  development  and  consequently  affects 
its  ability  to  act  as  the  site  of  cancerous  changes. 
6.  For  this  purpose  it  is  not  necessary  to  derive 
the  ovarian  secretion  from  a high  cancer  strain 
individual.  Thus  ovaries  from  a low  cancer  strain 


transplanted  in  castrated  animals  of  a high  can- 
cer tendency  will  allow  cancer  of  the  breast  to 
develop  in  some  cases.  7.  Absence  of  testicular 
secretion  caused  by  castration  after  4 weeks  of 
age  is  not  sufficient  to  allow  males  that  are  broth- 
ers of  females  in  a high  cancer  stock  to  develop 
cancer  of  the  breast.  On  the  other  hand,  when 
such  castrated  males  receive  and  maintain  trans- 
planted ovaries  or  injections  of  theelin  they  may 
develop  cancer  of  the  breast.  8.  The  technic  of 
keeping  the  genetic  constitution  constant  and 
varying  the  ovarian  and  mammary  functions  has 
given  sufficient  information  to  make  it  possible 
to  recognize  that  the  degree  and  extent  of  those 
functions  is  a factor  of  the  internal  environment 
of  the  individual  which  may  importantly  affect 
the  incidence  of  breast  cancer.  9.  The  technic 
of  keeping  ovarian  and  mammary  function  con- 
stant and  varying  the  genetic  factors  has  shown 
that  hereditary  transmission  and  constitutional  in- 
fluences plays  a basic  part  in  the  incidence  of 
cancer  of  the  breast. 


NATURAL  CONCEPTION  CONTROL 

In  discussing  the  factors  governing  the  peri- 
odicity in  the  fertility  and  sterility  of  women,  Leo 
J.  Latz,  with  the  technical  assistance  of  E.  Reiner, 
Chicago  ( Journal  A.  M.  A.,  Oct.  19,  1935),  states 
that  the  life  of  the  sperm  cell  within  the  female 
genitalia  is  less  than  forty-eight  hours.  The  most 
important  factor  influencing  the  length  of  the 
fertility  of  the  spermatozoa  in  a harmful  way  is 
the  body  temperature  within  the  vagina.  The 
ovum  can  be  fertilized  for  only  a few  hours  after 
ovulation.  Ovulation  occurs  on  the  fifteenth  day 
before  the  beginning  of  the  next  menstruation,  ac- 
cording to  Knaus,  and  between  the  twelfth  and 
the  sixteenth  day  before  the  commencement  of 
the  next  menstruation,  according  to  Ogino.  The 
fertile  period  in  cycles  of  from  twenty-one  to 
thirty-eight  days  is  depicted  graphically  accord- 
ing to  Knaus  and  its  modification  as  advised  by 
the  author.  For  practical  reasons  in  applying 
the  method,  when  instructing  women  in  its  use 
he  has  added  an  additional  day  before  and  two 
days  after  the  fertile  period  to  allow  for  possible 
errors  in  computation.  This  gives  eight  days  of 
abstinence,  which  he  advises  in  regularly  menstru- 
ating women.  He  gives  rules  to  be  followed  in 
the  use  of  the  safe  period,  states  that  the  Ogino- 
Knaus  method  is  correct  and  practical  and  that 
at  least  80  per  cent  of  all  women  menstruate  reg- 
ularly enough  to  make  use  of  natural  conception 
control. 

When  a man  loses  his  health,  then  he  begins  to 
take  care  of  it. — Josh  Billings. 
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THE  WOMAN’S  FIELD  ARMY 

The  American  Society  for  the  Control  of  Can- 
cer has  long  felt  the  need  for  a greater  and  more 
enlightened  organized  effort  on  the  part  of  lay- 
men in  combatting  the  inroads  of  cancer.  Since 
women  are  the  greater  sufferers  from  cancer  it 
is  but  naturally  that  they  should  take  the  initia- 
tive in  this  movement.  This  they  have  done  and 
in  a large  way. 

The  General  Federation  of  Woman’s  Clubs, 
with  its  enrollment  of  two  million  women,  have 
organized  “The  Woman’s  Field  Army.”  As  the 
caption  implies  it  is  to  be  a militant  organization, 
created  for  the  purpose  of  fighting  cancer,  not 
with  the  usual  weapons  of  warfare  but  with 
knowledge,  for  cancer  thrives  on  ignorance. 

Every  club  member  is  pledged  to  inform  her- 
self of  how  best  to  protect  herself  against  cancer, 
to  pass  such  knowledge  on  to  her  family  and  her 
friends  and  to  encourage  facilities  for  public  ed- 
ucation in  cancer  problems.  In  this  movement 
they  are  to  have  the  cooperation  of  the  American 
Society  for  the  Control  of  Cancer  and  of  organ- 
ized medicine.  There  are  5,000  club  members  in 
the  State  of  Nebraska.  In  the  ensuing  year  the 
subject  of  “Cancer  Control”  has  been  presented 
at  their  district  meetings  by  doctors  who  are  em- 
inently qualified  to  speak  with  authority  on  the 
subject.  In  the  State  meeting  of  the  Nebraska 
Federation  of  Women's  Clubs  held  in  Beatrice 


ten  days  ago,  Dr.  Rector,  Field  Secretary  of  the 
American  Society  for  the  Control  of  Cancer,  ad- 
dressed the  Federation,  conducted  an  exhibit  and 
presided  at  round  table  conferences.  In  this  he 
was  assisted  by  Mrs.  Illig,  also  a national  field 
worker.  The  cancer  committee  of  our  state  asso- 
ciation cooperated  in  this  movement. 

— Palmer  Findley,  Omaha, 
Chairman  for  Nebraska,  American 
Assn,  for  the  Control  of  Cancer. 


THE  CHAIRMAN  OF  THE  CANCER 
COMMITTEE  SPEAKS 

In  the  annual  Cancer  Number  of  our  Journal 
it  is  only  fitting  that  something  be  reported  from 
our  Cancer  Committee. 

As  part  of  a general  fight  against  cancer 
throughout  the  world  our  own  state  organization 
has  taken  up  the  fight  against  this  multiplicity 
of  diseases  in  a very  determined  manner.  The 
Can  cer  Committee  for  whom  I speak  is  now  in 
the  third  year  of  its  work  and  during  this  time 
much  attention  has  been  given  to  cancer  by  the 
various  members  of  the  subcommittees  while 
practically  all  of  the  members  are  showing  in- 
creased interest  in  the  attempts  to  lessen  its  evils. 
As  pointed  out  some  time  ago  by  the  Cancer 
Committee  one  can  no  longer  pass  by  the  cancer 
case  and  say  nothing  can  be  done  nor  can  they 
treat  haphazardly  with  the  idea  that  one  treatment 
is  as  good  as  another  since  no  treatment  is  cura- 
tive. 

There  are  so  many  types  of  malignant  growths 
that  when  one  meets  with  any  one  of  them  he 
should  determine  as  early  as  possible  whether 
the  condition  at  hand  is  entirely  hopeless,  wheth- 
er it  is  one  for  which  only  palliative  treatment  is 
indicated  or  whether  it  is  curable.  Many  cancers, 
which  ten  years  ago  were  classed  as  hopeless  and 
incurable  are  today  curable  and  many  for  which 
nothing  could  be  done  ten  years  ago  are  respon- 
sive to  the  extent  that  a high  degree  of  remission 
may  be  secured. 

Great  advances  are  being  made  in  the  study  of 
the  etiology,  diagnosis  and  treatment  of  many  of 
the  various  types  of  cancer  and  though  it  is  not 
possible  for  any  of  us  to  be  familiar  with  all  these 
advances  it  is  not  difficult  to  search  the  literature 
and  find  out,  as  a rule  fairly  accurately,  the 
status  of  the  lesion  at  hand. 

The  Nebraska  State  Medical  Association  was 
not  the  last  state  in  the  union  to  go  to  work  on 
the  cancer  situation  and  the  members  of  the  so- 
ciety are  keenly  alert  to  the  fact  that  advances  are 
being  made  and  all  are  attempting  to  do  better 
work  for  the  cancer  patient.  Research  workers 
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are  beginning  to  isolate  definite  carcinogenic  sub- 
stances and  the  work  on  the  endocrines,  vitamins 
and  various  radio-active  elements  has  drawn  a 
large  number  of  scientists  into  the  cancer  field 
in  the  last  few  years.  Their  combined  efforts  are 
already  beginning  to  show  results  and  all  honest 
practitioners  of  medicine  should  take  hope,  give 
greater  attention  to  the  cancer  patient  and  if 
not  desirous  of  being  burdened  with  his  care, 
see  to  it  that  he  gets  into  proper  hands  at  the 
earliest  possible  moment  to  prevent  him  from 
falling  into  the  hands  of  thieving  quacks. 

The  Cancer  Committee  wishes  to  express  its 
appreciation  to  the  members  of  the  Association 
who  have  cooperated  so  earnestly  and  to  the  of- 
ficers of  the  Society  who  have  given  every  aid 
possible  to  the  community  and  last  but  not  least 
to  the  Editor  of  the  Journal,  whose  advice  has 
been  invaluable. 

— .Tames  F.  Kelly,  Chairman,  Omaha. 


CANCER  IN  THE  UNITED  STATES 

How  the  people  of  the  United  States  are  at- 
tacking one  of  the  country’s  major  health  prob- 
lems, involving  the  death  of  135,000  Americans 
annually,  was  portrayed  before  a distinguished 
gathering  of  foreign  savants  attending  the  Sec- 
ond International  Congress  of  Scientific  and  So- 
cial Campaign  Against  Cancer,  which  convened 
recently  in  Brussels,  under  the  patronage  of  the 
King  of  the  Belgians  and  Queen  Elisabeth. 

Before  this  distinguished  body  of  scientists 
representing  many  countries  and  races,  some  facts 
were  presented  which  at  first  glance  seemed  to 
stamp  the  cancer  situation  here  as  a particularly 
gloomy  one.  An  American  speaker,  Dr.  Louis 
I.  Dublin,  Third  Vice-President  and  Statistician 
of  the  Metropolitan  Life  Insurance  Company, 
and  a leading  authority  on  public  health  prob- 
lems, declared  that  at  least  half  a million  persons 
in  this  country  are  afflicted  with  some  form  of 
cancer  and  that,  among  white  residents,  out  of 
initial  groups  of  100  at  birth,  nine  males  and 
twelve  females  will  eventually  die  from  cancer, 
if  present  conditions  continue.  But,  in  his  sum- 
mary of  the  entire  situation,  Dr.  Dublin  made  the 
optimistic  statement  that  the  cancer  situation  in 
the  United  States  is  far  from  alarming. 

Dr.  Dublin  limited  himself  in  the  main  to  a dis- 
cussion of  cancer  mortality.  He  based  his  facts 
largely  upon  the  mortality  experience  of  the  in- 
surance company,  explaining  that,  for  the  past 
quarter  of  a century,  the  most  comprehensive  sta- 
tistics on  cancer  in  this  country  have  been  avail- 
able from  the  experience  of  the  Metropolitan’s 


Industrial  policyholders.  He  described  cancer  as 
a major  public  health  problem,  and  said  that  it 
ranks  second  in  this  country  in  the  list  of  causes 
of  death,  while  twenty-five  years  ago  it  was  only 
in  seventh  place. 

“This  change  in  position,”  Dr.  Dublin  ex- 
plained, however,  “is  due  primarily  to  a decline 
in  the  death  rates  of  the  other  diseases.’’ 

“The  death  rate  from  cancer  in  the  last  25 
years,”  Dr.  Dublin  said,  “rose  14.4  per  cent,  from 
75.8  per  100,000  in  1911,  to  86.7  per  100,000  in 
1935.  It  is  important,  however,  to  point  out  that 
practically  all  the  recorded  increase  in  cancer  oc- 
curred among  males ; among  females  the  mortal- 
ity from  cancer  declined  slightly  during  this 
period.” 

Despite  its  recorded  mortality  increases,  Dr. 
Dublin  paradoxically  questioned  whether  or  not 
cancer  has  shown  an  actual  increase  as  a cause 
of  death.  “If  one  were  guided  only  by  the  re- 
corded figures  for  cancer,  as  a whole,”  he  said, 
“one  would  be  led  to  believe  that  the  death  rate 
from  this  disease  has  increased  during  the  last 
twenty-five  years.  More  careful  analysis,  how- 
ever, is  necessary,  and  when  such  analysis  is 
made,  it  leads  to  a very  different  conclusion.” 

More  cancers  are  recognized  now  than  former- 
ly, due,  Dr.  Dublin  explained,  to  improved  diag- 
nostic technique.  Another  factor  is  that,  owing 
to  the  aging  of  the  population,  more  and  more 
persons  are  surviving  to  the  ages  where  the  in- 
cidence of  cancer  is  greatest.  When  these  fac- 
tors are  evaluated  it  becomes  apparent  that  they 
account  for  much  of  the  increase  which  the 
crude  death  rate  shows. 

“Indeed,”  Dr.  Dublin  continued,  “we  may  say 
that  the  cancer  situation  in  the  Lmited  States  is 
far  from  alarming.  A number  of  forms  of  can- 
cer are  already  showing  declining  trends.  This 
is  particularly  true  of  those  sites  which  are  ac- 
cessible and,  therefore,  more  readily  diagnosed. 
Throughout  the  country  public  and  private  facil- 
ities for  the  treatment  of  cases  are  increasing 
rapidly.  Under  the  stimulus  of  the  American 
Medical  Association  and  of  the  more  specialized 
societies  of  cancer  experts,  cancer  education  and 
research  are  being  encouraged,  and  a large  body 
of  physicians  is  being  trained  to  diagnose  and 
treat  cases  more  effectively.  There  are  today 
about  200  cancer  centers  throughout  the  country 
which  measure  up  to  the  standards  of  equipment 
and  trained  personnel  established  by  the  Ameri- 
can College  of  Surgeons.  One  hospital  in  New 
York  alone  is  now  carrying  over  12,000  patients 
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on  its  active  file.  Other  institutions  with  similar 
services  are  springing  up  in  various  parts  of  the 
country.  It  is  encouraging  to  find  that  in  the 
three  years  1932  to  1934  the  American  College 
of  Surgeons  registered  almost  25,000  living  pa- 
tients without  recurring  symptoms  five  or  more 
years  after  treatment.  These  efforts  will  un- 
doubtedly stimulate  the  movement  for  better  con- 
trol of  cancer  throughout  the  United  States.” 

—Metropolitan  Service. 


FEVER  THERAPY  IN  TABES  DORSALIS: 
RELIEF  OF  GASTRIC  CRISES  AND 
LIGHTNING  PAINS  BY  USE  OF 
THE  KETTERING  HYPER- 
THERM 

A.  E.  Bennett,  Omaha  ( Journal  A.  M.  A., 
Sept.  12,  1936),  shows  that  there  have  been  many 
therapeutic  opinions  and  no  uniformity  of  agree- 
ment among  men  of  much  experience  in  the  man- 
agement of  tabes  dorsalis.  Many  authoritis  state 
that  the  disease  tends  to  be  progressive  in  spite 
of  treatment.  In  the  early  stages  many  believe 
that  the  disease  can  be  arrested  and  clinical  cures 
obtained.  In  the  late  stages,  the  burned  out  sero- 
negative phase,  most  reports  of  large  series  of 
cases  are  very  discouraging,  especially  as  to  re- 
lief of  intractable  symptoms.  The  routine  treat- 
ment of  the  tabetic  patient  as  used  by  the  ma- 
jority of  practitioners  has  been  courses  of  ars- 
phenamine,  neoarsphenamine,  mercury  and  bis- 
muth salts  with  iodine  therapy.  These  courses 
are  kept  up  until  the  patient  gives  a persistent 
blood  and  spinal  fluid  seronegative  response. 
Various  modifications  of  this  technic  have  been 
employed,  as  combined  spinal  drainage  or  added 
Swift-Ellis  technic.  In  reviewing  the  literature 
it  is  noticeable  that  as  various  forms  of  fever 
therapy  have  increased  the  former  popularity  of 
the  Swift-Ellis  treatment  has  dwindled.  Proba- 
bly its  benefit  was  solely  from  the  febrile,  aseptic 
meningeal  reaction  produced.  At  present  it 
seems  to  be  used  only  in  isolated  instances  to 
relieve  intractable  pain.  Numerous  special  meth- 
ods of  more  radical  nature  have  been  advocated 
for  the  relief  of  resistant  tabetic  symptoms  that 
fail  to  respond  to  routine  systematic  therapy. 
Hassin  recommended  epidural  arsphenamine  in- 
jections and  reported  some  relief  in  pain  and 
ataxia  but  no  relief  in  gastric  crises.  He  had 
severe  complications  in  three  cases.  This  method 
in  the  author's  experience  has  been  dangerous, 
because  caudal  neuritis  is  readily  produced.  In 
isolated  cases  forced  spinal  fluid  drainage,  spinal 
anesthesia,  intravenous  atropine,  and  insulin  ther- 
apy are  reported  to  relieve  patients  of  certain 


resistant  symptoms.  The  most  radical  procedure 
for  the  relief  of  tabetic  pain  and  crises  is  the 
operative  treatment.  Resection  of  the  posterior 
and  anterior  roots  has  been  advocated  since  1900. 
Of  late  years  this  procedure  has  been  replaced 
largely  by  chordotomy.  Even  with  this  proce- 
dure, relapses  of  pain  and  crises  are  frequent  and 
the  mortality  from  the  operation  is  high.  It  is 
certainly  a procedure  of  last  choice  and  offers 
nothing  certain  as  to  relief.  The  author’s  own 
experience  has  been  unsatisfactory.  Again  the 
excellent  results  seen  from  various  forms  of  fever 
therapy  in  dementia  paralytica  caused  it  to  be 
employed  extensively  in  the  treatment  of  re- 
sistant tabetic  symptoms.  Isolated  reports  of 
benefit  obtained  by  fever-producing  agents  such 
as  sodoku,  foreign  proteins  and  sulfur  in  oil  are 
to  be  found.  Pyrifer,  colon  bacillus  vaccine,  has 
been  popular  abroad.  Polozker  and  Altschuler 
consider  their  results  from  its  use  better  than 
from  malarial  therapy.  Up  to  the  present  the 
most  extensive  experimentation  in  fever  therapy 
for  the  relief  of  tabetic  symptoms  has  been  the 
use  of  malarial  fever  inoculation.  The  mortality 
from  malarial  complications  in  tabes  dorsalis  is 
high.  Of  recent  years  an  intense  research  pro- 
gram has  been  under  way  in  many  centers  in  an 
effort  to  estimate  the  value  of  artifical  fever  ther- 
apy  by  physical  means.  Major  evidence  favors 
fever  therapy  from  any  source  as  being  the  ef- 
fective agent  in  neurosyphilis.  Sufficient  time 
has  not  elapsed  to  determine  the  effectiveness  of 
various  forms  of  physical  heat  therapy  in  large 
series  of  cases.  However,  encouraging  results 
are  being  reported.  At  the  University  of  Nebras- 
ka through  the  courtesy  of  Charles  F.  Kettering 
and  Dr.  Walter  Simpson,  the  author  has  been 
permitted  to  experiment  with  artificial  fever  ther- 
apy by  the  use  of  the  Kettering  hypertherm  in  a 
large  variety  of  infectious  diseases.  By  means  of 
the  hypertherm,  or  air  conditioned  cabinet,  it  is 
possible  readily  and  safely  to  develop  and  sustain 
patients’  temperatures  at  any  desired  level.  The 
technic  employed  in  the  author’s  clinic  has  been 
that  advised  by  Simpson.  In  neurosyphilis  he 
gives  fifty  hours  of  fever  from  105  to  106  F.  in 
ten  sessions,  combined  with  some  form  of  chemo- 
therapy. By  this  technic  he  is  able  to  give  his  pa- 
tients about  twice  as  much  fever  as  ordinarily  is 
obtained  from  twelve  malarial  paroxysms.  Twen- 
ty-four patients  with  a predominantly  spinal  cord 
type  of  chronic  syphilis  have  been  under  treat- 
ment. Twenty-three  cases  are  tabes  dorsalis, 
with  one  case  of  meningomyelitis.  Fourteen  pa- 
tients have  completed  the  prescribed  course  of 
artificial  fever  therapy  combined  with  chemother- 
apy. Four  patients  discontinued  treatments  and 


Volume  21 
Number  1 1 


EDITORIAL 


433 


six  are  still  under  treatment  at  the  time  of  this 
report.  Eleven  patients  were  given  bismuth  ars- 
phenamine  sulfonate  therapy  (0.2  Gm.)  with  each 
fever  treatment.  Nine  patients  received  fifty 
hours  or  more  of  artificial  fever  above  105  F. 
Five  patients  received  thirty  hours  or  more  above 
105  F..  with  treatments  discontinued  because  of 
complete  relief  of  complaining  symptoms.  The 
author  usually  saw  prompt  relief  in  the  tabetic 
pains  after  the  sixth  and  seventh  treatments ; that 
is.  from  thirty  to  thirty-five  hours  of  fever  ther- 
apy. Twelve  patients  of  the  fourteen  have  re- 
mained free  from  gastric  crises  and  pains  from 
three  months  to  one  year.  One  patient  was  not 
having  active  pains  at  the  time  treatment  was 
being  given  but  was  very  ataxic ; one  patient  has 
had  a recurrence  of  pains  to  a mild  degree ; since 
lie  had  taken  only  thirty  hours  of  fever  therapy, 
he  was  advised  to  return  for  more  treatment.  Five 
of  the  eight  ataxic  patients  obtained  marked  im- 
provement in  ataxia : three  patients  showed  little 
if  any  change  in  ataxia.  The  spastic  patient  felt 
stronger  but  there  was  no  objective  change  in 
the  paraolegia ; the  root  pains  however,  were 
comnletely  relieved.  Two  patients  with  cord 
bladder  were  markedly  improved  and  one  was 
unimproved.  Patients  reported  other  improve- 
ment or  relief,  as  increased  general  strength,  gain 
in  weight,  relief  of  headaches  or  improvement  in 
paresthesias ; one  each  reported  relief  from  tri- 
geminal neuralgia  and  from  persistent  vertigo. 
No  unusual  complications  during  treatment  of  the 
tabetic  patients  were  observed  that  are  not  seen 
in  other  neurosvphilit'c  patients.  One  has  to 
watch  closely  for  hyperpyrexia  and  cerebral 
edema  while  the  patient  is  in  the  cabinet.  The 
author  feels  on  the  whole  that  the  tabetic  group 
have  to  be  managed  with  greater  care  than  the 
dementia  paralytica  group.  He  believes  that  this 
method  of  treating  tabes  dorsalis  is  the  best  meth- 
od vet  devised. 


ONE  HUNDRED  UROLOGISTS  MEET 
IN  OMAHA 

Under  the  presidency  of  Dr.  Arbor  D.  M lin- 
ger, Lincoln  urologist,  the  Southwestern  Branch 
of  the  American  Urological  Association  met  in 
Omaha  September  17,  18,  19,  at  the  Paxton  hotel. 
The  Southwestern  Branch  society  covers  Nebras- 
ka, Kansas,  Missouri,  Texas,  Colorado  and  Ar- 
kansas. 

Interesting  discussions  were  given  over  two 
days  of  the  sessions  and  the  usual  stag  dinners 
and  banquets,  including  a function  for  the  ladies 
at  the  Blackstone,  featured  the  meeting. 

Dr.  E.  L.  Cohenour  of  Tulsa  was  elected  pres- 


ident, Dr.  Charles  McMartin,  Omaha,  vice  presi- 
dent, and  Dr.  Harry  LI.  Wear,  Denver,  reelected 
secretary-treasurer.  The  next  meeting  will  be 
held  at  Tulsa. 


AFTER  THE  STORM 

When  capricious  elements  went  on  a rampage 
this  spring,  flooding  large  areas  along  the  eastern 
seaboard  and  bringing  death  and  destruction  to 
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four  southern  cities  by  tornadoes,  the  American 
Red  Cross  was  not  found  wanting. 

These  disasters,  affecting  more  than  a hundred 
cities  and  towns  and  large  sections  of  our  rural 
population,  imposed  the  greatest  task  on  Red 
Cross  Chapters  and  upon  the  National  organiza- 
tion since  the  Mississippi  flood  in  1927. 

Beginning  on  April  13th  ; when  quick  thaws 
melted  millions  of  tons  of  snow  and  ice  on  New 
England  hills,  turning  placid  streams  and  leisure- 
ly rivers  into  raging  torrents ; calls  for  assistance 
were  made  upon  the  Red  Cross.  Chapters  in  the 
affected  areas  sprang  into  action  to  care  for  those 
made  homeless  and  National  personnel  was  sent 
to  points  where  additional  help  was  needed. 

A return  of  cooler  weather  stemmed  this  first 
rise  of  Eastern  rivers,  leading  many  to  believe 
that  the  principal  danger  was  past.  But  in  this 
lull  just  prior  to  the  rivers'  second  and  more  seri- 
ous rise  the  Red  Cross  fairly  hummed  with  ac- 
tivity. Chapters  in  threatened  areas  perfected 
disaster  relief  organizations  previously  set  up 
“just  in  case  a disaster  should  strike." 

Surveys  of  potential  resources — food,  tempo- 
rary shelter,  medical  supplies,  clothing,  transpor- 
tation, available  personnel,  etc.,  were  brought  up 
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to  date  and  committees  in  charge  of  these  neces- 
sary commodities  were  enlarged  to  meet  the  im- 
pending needs. 

In  many  cities  and  towns  in  the  path  of  the 
swollen  rivers.  Chapter  Disaster  Committees  met 
with  other  volunteer  groups  and  civic  and  State 
authorities  to  work  out  details  of  warning  and 
rescue,  if  and  when  such  action  became  necessary. 

National  Headquarters  was  in  daily  contact 
with  Chapters  in  the  threatened  flood  areas  by 
phone  and  wire  to  advise  them  of  the  ever  chang- 
ing high  water  probabilities  as  estimated  by  Gov- 
ernment meterologists  and  to  further  their  plans 
of  preparedness. 

As  a result  of  this  planning  and  cooperation 
the  record  breaking  flood  stages  of  April  17th 
and  18th  did  not  find  communities  unprepared. 
Excitement  ran  high,  but  underlying  individual 
uncertainty  and  fear  was  the  consciousness  of 
organized  effort  under  definite  leadership.  Some 
groups  undertook  the  work  of  getting  families 
from  their  homes  and  preparing  food,  others  went 
to  work  establishing  temporary  shelters  in  schools 
and  public  buildings,  others  handled  clothing  dis- 
tribution, first  aid  units  functioned  to  give  emer- 
gency care  to  the  injured  and  to  see  that  they 
received  medical  care  and.  if  needed,  hospitaliza- 
tion. 

So  well  did  this  volunteer  organization  and  the 
cooperating  agencies  function  that  less  than  70 
lives  were  lost  in  these  spring  floods  which  af- 
fected more  than  029,000  persons. 

Another  type  of  Red  Cross  disaster  relief  work 
was  exemplified  in  the  South,  when  terrific  tor- 
nadoes made  shambles  of  four  cities  in  Georgia, 
Mississippi  and  North  Carolina.  Here  there  was 
no  warning.  Death-dealing  destruction  hit  as 
swiftly  and  unexpectedly  as  would  an  air  raid 
from  another  planet.  Aiding  the  sick  and  injured 
and  providing  emergency  care  for  the  thousands 
made  homeless,  was  the  Red  Cross  job.  Within 
an  hour  after  the  first  tornado  hit  Cordele,  Geor- 
gia, the  Red  Cross  was  at  work,  bringing  in 
nurses,  physicians,  a large  staff  of  trained  dis- 
aster workers  and  medical  supplies  and  emergency 
food  and  clothing.  Similar  help  was  given  at 
Greensboro,  North  Carolina ; Tupelo,  Mississippi, 
and  Gainsville,  Georgia,  where  the  injured  were 
treated  and  those  more  seriously  hurt  were  taken 
to  hospitals.  In  Tupelo  180  box  cars  were  brought 
in  to  serve  as  temporary  living  quarters,  since 
there  were  not  enough  buildings  left  standing  to 
house  the  population. 

After  meeting  the  emergency  needs  of  more 


than  half  a million  victims  of  both  the  floods  and 
tornadoes,  the  Red  Cross  began  its  work  of  re- 
habilitation, assisting  those  families  without  re- 
sources to  rebuild,  repair  and  refurnish  their 
homes.  This  task  required  the  services  of  many 
trained  disaster  relief  workers,  since  each  family’s 
requirements  were  considered  individually. 

Even  before  the  floods  had  reached  their  height 
along  the  lower  reaches  of  the  Ohio  river,  cit- 
izens in  all  parts  of  the  Nation  responded  gen- 
erously to  the  appeal  made  by  the  President  for 
the  Red  Cross  Relief  Fund.  Then  the  tornadoes 
struck,  adding  a new  impetus  to  public  giving,  un- 
til eight  million  dollars  had  been  received  by  the 
Red  Cross  to  be  used  in  behalf  of  disaster  suffer- 
ers. 

Many  disasters  occur  each  year  in  which  no 
general  fund  appeal  is  made,  the  cost  of  giving 
assistance  being  borne  from  the  funds  of  the  Na- 
tional Red  Cross,  set  aside  for  that  purpose  from 
annual  Roll  Call  memberships,  but  in  the  event 
of  such  widespread  catastrophe  as  the  spring  dis- 
asters of  this  year,  affecting  200  counties  in  23 
Eastern  States,  additional  funds  were  necessary. 

But  it  was  the  annual  membership  dues,  paid 
by  millions  of  Americans  in  past  years,  which 
enabled  the  Red  Cross  to  be  organized  and  ready 
to  step  in  and  give  immediate  help,  without  wait- 
ing for  money  to  be  raised.  Necessary  emergency 
expenditures  were  made  by  the  National  organi- 
zation from  its  disaster  fund  as  the  need  arose 
and  with  the  confidence  from  past  experience 
that  the  public  would  contribute  liberally  to  meet 
further  needs  of  stricken  families. 

Never  has  the  worth  of  the  Red  Cross,  with 
its  more  than  3,700  Chapters  and  9,000  Branches, 
organized  in  practically  every  county  in  the  Unit- 
ed States,  and  its  experienced  National  staff,  been 
more  clearly  demonstrated  on  disaster  scenes  than 
in  these  floods  and  tornadoes. 

Preparedness  for  disaster  duty,  though  perhaps 
the  most  dramatic,  is  only  one  of  several  Red 
Cross  activities  supported  by  annual  memberships. 
First  Aid.  Water  Life  Saving,  First-Aid-on-the- 
Highway.  Public  Health  Nursing,  Home  Hygiene 
and  Care  of  the  Sick,  Home  Service  for  War- 
Disabled  Veterans,  Civilian  Home  Service,  Pro- 
duction of  Garments  for  Needy  Families,  the 
Transcribing  of  Books  into  Braille  for  the  Blind 
and  Junior  Red  Cross  are  year-around  programs 
maintained  by  the  Red  Cross  in  thousands  of 
communities. 

Your  continued  support  through  enrollment  in 
your  local  Red  Cross  Chapter  is  necessary  to  keep 
the  Red  Cross  prepared  to  answer  future  appeals 
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for  help  and  to  continue  its  normal  peacetime  pro- 
grams of  first  aid  and  life  saving,  nursing,  as- 
sistance to  war-disabled  veterans,  etc.,  in  your 
community. 

Join  during  the  Roll  Call,  held  each  year  from 
Armistice  Day  to  Thanksgiving. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY 

The  next  written  examinations  and  review  of 
case  histories  of  Group  B applicants  by  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology  will  be 
held  in  the  various  cities  in  the  United  States  and 
Canada  on  Saturday,  November  7,  1936,  and  on 
Saturday,  March  6,  1937. 

The  next  general  examination  for  all  candi- 
dates (Groups  A and  B)  will  be  held  in  Atlantic 
City,  N.  J.,  on  June  8 and  9,  1937. 

Application  blanks  and  booklets  of  information 
may  be  obtained  from  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Penn- 
sylvania. Applications  for  these  examinations 
must  be  filed  in  the  Secretary’s  office  not  later 
than  sixty  days  prior  to  the  scheduled  date  of  ex- 
amination. 


FELLOWSHIPS  IN  THE  INTERNATION- 
AL COLLEGE  OF  SURGEONS 

The  International  College  of  Surgeons,  with 
headquarters  in  Geneva,  Switzerland,  wishes  to 
announce  that  it  will  hold  its  first  examination 
for  Membership  and  Fellowship  sometime  before 
January  1st,  1937.  In  the  United  States  the 
examinations  will  be  held  in  New  York  City, 
Chicago,  Durham,  N.  C.,  San  Francisco,  San  An- 
tonio, Texas,  and  Rochester,  Minn.  The  recent 
announcement  states  that  a Surgeon  may  receive 
the  title  of  Member  of  the  International  College 
of  Surgeons  if  he  is  over  30  years  of  age  and 
passes  the  required  examination.  Such  examina- 
tion consists  of  a written  test,  a clinical  bedside 
examination,  an  oral  test  and  operations  on  the 
cadaver.  The  written  examination  papers  will  be 
prepared  in  Geneva  and  the  same  questions  will 
be  submitted  to  Surgeons  in  every  country  in  the 
world.  The  examination  for  Fellowship  is  prac- 
tically the  same,  except  that  a man  may  receive 
the  Specialty  Fellowship  in  any  one  of  the  vari- 
ous special  branches  of  surgery.  The  applicant 
for  Fellowship  must  be  over  forty. 

Surgeons  in  the  United  States  desiring  to  take 
the  examination  for  either  degree  may  send  for 
an  application  form  to  Dr.  Dean  Lewis  (National 
Regent),  Baltimore,  Maryland. 


In  Canada  the  examination  will  be  held  in 
Montreal,  Quebec,  and  Toronto,  Ontario.  Candi- 
dates may  receive  examination  application  forms 
from  the  Dominion  Regent. 

The  fee  for  the  examination  will  be  $250  and 
the  same  fee  will  be  required  of  applicants  in 
Mexico,  Panama  and  South  American  countries. 
Eighty  per  cent  of  the  fee  will  be  returned  to 
candidates  who  fail  to  pass  the  examination. 

The  International  College  of  Surgeons  has  a 
very  high  standing  for  Membership  or  Fellow- 
ship. About  three  hundred  of  the  leading  Sur- 
geons of  the  United  States  and  Canada  have 
been  appointed  Regents  and  it  is  the  earnest  de- 
sire of  the  College  to  stimulate  interest  among 
the  best  men  in  Surgery.  It  is  the  hope  of  the 
College  that  a great  many  men  will  apply  for 
Fellowship  this  year. 


REMOVING  ADHESIVE  TAPE 

The  deaths  of  two  football  players  at  Purdue 
University  and  the  serious  burning  of  several  oth- 
ers as  a result  of  the  explosion  of  gasoline  focuses 
attention  on  the  correct  method  of  removing  ad- 
hesive tape.  From  time  to  time,  various  recom- 
mendations have  been  made  as  to  the  easiest  meth- 
ods of  performing  this  task.  Every  one  knows 
that  it  is  painful  to  turn  up  one  edge  of  the  ad- 
hesive tape  and  to  jerk  it  suddenly  away  from  the 
skin.  Furthermore,  this  will  pull  out  the  hair — 
and  even  remove  the  skin — and  give  opportunity 
for  secondary  infection.  Gasoline  has  been  rec- 
ommended in  the  past,  as  well  as  ether  and  var- 
ious volatile  oils.  Kerosene  has  also  been  em- 
ployed for  removal  of  adhesive  tape  from  the  skin. 
None  of  these  substances  meet  the  optimal  indi- 
cations. For  some  time  ethyl  acetate  was  advo- 
cated, but  it  has  a definite  fire  hazard  and  is  irri- 
tating to  the  eyes,  nose  and  throat.  Carbon  tetra- 
chloride is  known  as  a standard  fire  extinguisher. 
It  is  not  inflammable  and  is  frequently  used  for 
the  removal  of  tape.  It  constitutes  the  chief  in- 
gredient of  some  of  the  well  known  cleaning 
fluids  on  the  market.  Recently  the  Council  on 
Pharmacy  and  Chemistry  has  voted  to  accept(1) 
two  solvent  preparations  proposed  primarily  for 
the  removal  of  adhesive  tape  from  the  skin. 
One(2)  of  these  substances  consists  of  98  per  cent 
dichlormethane  and  has  no  fire  hazard,  since  it  is 
nonexplosive  and  noninflammable.  However,  it 
is  similar  to  chloroform  in  its  action  and  the  same 
precautions  are  necessary  as  to  its  inhalation.  The 
other  product(3)  is  a mixture  of  approximately 
60  per  cent  carbon  tetrachloride  and  40  per  cent 
naphtha  with  a small  amount  of  oil  of  sassafras. 
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Such  a mixture  may  burn  but  will  not  explode 
under  ordinary  conditions  and  in  the  ordinary 
sense  is  considered  to  be  noninflammable.  With 
any  of  these  preparations  there  may  be  some  dan- 
ger associated  with  the  removing  of  large  quan- 
tities of  tape  in  small  rooms  without  proper  ven- 
tilation. Th:s  is,  however,  a minor  danger  and 
should  not  be  seriously  disturbing.  Certainly  it 
is  a far  less  hazard  than  the  use  of  gasoline  any- 
where near  a source  of  flame  or  heat.  Coaches 
and  trainers  of  football  teams  will  do  well  to 
equip  training  quarters  with  plenty  of  modern 
improved  solvents  so  as  to  eliminate  the  danger  of 
catastrophe  such  as  that  which  has  thrown  a som- 
ber atmosphere  about  the  current  football  sea- 
son.— Jour.  A.  M.  A.,  Sept.  26,  1936. 

1.  Acceptance  awaits  receipt  of  properly  revised  advertising 
and  labels  to  conform  to  the  Council's  decisions. 

2.  Dichlormethane  Solvent-Belle,  marketed  by  Belle  Alkali 
Company,  Charleston,  W.  Va. 

3.  Ohio  Carbon  Tetrachloride  Compound,  marketed  by  Ohio 
Chemical  and  Manufacturing  Company,  Cleveland. 


INTRODUCING  THE  DIRECTOR  OF  THE 
DIVISION  OF  MATERNAL  AND  CHILD 
HEALTH— DR.  J.  WARREN  BELL 

Just  subsequent  to  a recent  report  of  the  Com- 
mittee on  Maternal  Health  of  the  Nebraska  State 
Medical  Association.  Dr.  P.  H.  Bartholomew  ap- 
pointed as  Director  of  the  Division  of  Maternal 
and  Child  Health,  Dr.  J.  Warren  Bell.  On  Sep- 
tember 18th,  the  Committee  on  Maternal  Health 
reviewed  with  Dr.  Bell,  the  organization  of  its 
program  to  date,  and  established  a basis  of  co- 
ordination with  this  new  division  of  the  State 
Health  department. 

Basic  material  is  now  being  gathered  and  an- 
alyzed on  a regional  basis  to  the  end  that  it  may 
be  presented  to  the  Councilor  Districts  as  well  as 
to  the  Committee  on  Maternal  Health. 

Progress  in  connection  with  this  program  will 
be  presented  to  the  profession  through  the  cour- 
tesy of  the  columns  of  The  Nebraska  State  Medi- 
cal Journal  from  time  to  time. 

During  the  present  period  of  orientation  and 
office  organization,  proposals  are  being  worked 
out  which  will  include  at  an  early  date  some  prac- 
tical suggestions  already  made  by  the  Maternal 
Health  Committee. 

In  the  immediate  future,  Dr.  Bell  plans  to  visit 
the  various  Councilor  Districts  and  learn  directly 
from  the  councilors,  the  special  needs  of  their 
vicinities. 

Maternal  Health  Committee, 
Harold  Morgan, 

E.  W.  Hancock, 

P.  D.  Ryder, 

E.  C.  Sage,  Chairman. 


EDITORIAL  PARAGRAPHS 

The  Connecticut  State  Medical  Journal,  Vol.  1, 
No.  1,  appeared  in  August. 

Criminal  abortions  per  year  in  the  United 
States  are  estimated  to  number  about  500,000. 

American  Mercury  states  that  malpractice  suits 
are  six  times  as  common  as  they  were  fifteen  years 
ago. 

Baron  George  A.  Moynihan,  noted  English 
surgeon,  well  known  to  surgeons  in  this  country, 
died  September  7,  1936. 

A negative  Ascheim-Zondek  test  simply  ex- 
cludes a living  tubal  pregnancy,  but  does  not  rule 
out  a dead  tubal  pregnancy. 

Lymphogranuloma  Inguinale  responds  excel- 
lently to  radium  treatment  according  to  Swan- 
berg  in  Radiological  Review. 

Dr.  J.  T.  Googe,  of  the  Florida  State  Health 
Service  under  a year’s  leave,  has  been  appointed 
Assistant  Local  Health  administrator  for  Ne- 
braska. 

No  typhoid  fever  deaths  occurred  in  Omaha 
during  1935  and  hence  Omaha  proudly  occupies  a 
place  on  the  honor  roll  of  24  cities  having  no 
typhoid  mortality  during  1935. 

The  next  medical  examination  will  be  given 
November  23-24,  State  House,  Lincoln,  Nebras- 
ka. All  applications  should  be  on  file  at  least  15 
days  prior  to'date  of  examination. 

Dr.  J.  Warren  Bell  of  New  York  City  has  been 
appointed  Maternal-Child  Health  Director  for 
Nebraska,  under  the  recent  Federal-State  Social 
Security  set-up  of  the  State  Health  Department. 

It  has  been  estimated,  says  Forward  that  there 
is  one  set  of  twins  in  120  birth  cases,  one  set  of 
triplets  in  7,900  cases,  one  set  of  quadruplets  in 
371,000  cases,  one  set  of  quintuplets  in  41,600,000 
births. 

In  New  York  state  under  the  Holley  law 
‘‘there  shall  be  no  specific  statement  on  the  birth 
certificate  as  to  whether  the  child  was  born  in 
wedlock  or  out  of  wedlock,  or  as  to  the  marital 
status  of  the  mother.” 

The  Artificial  Fever  Therapy  Research  De- 
partment of  the  University  of  Nebraska,  College 
of  Medicine,  has  been  removed  from  the  Luther- 
an Hospital  to  the  Bishop  Clarkson  Memorial 
Hospital  at  26th  and  Dewey  Ave.,  Omaha. 

The  Omaha-Douglas  County  Medical  Society 
is  interesting  itself  in  the  proposition  of  a trained 
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public  health  official  for  Omaha,  and  has  sug- 
gested to  the  mayor  three  D.  P.  H.  degree  men 
from  which  satisfactory  selection  might  be  made. 

An  advanced  medical  idea  was  carried  out  at 
West  Point  recently  following  a meeting  of  the 
local  medical  society.  The  guest  speakers  gave  a 
clinic  at  St.  Joseph’s  hospital  the  following  fore- 
noon. The  idea  is  worth  remembering  and  oth- 
ers may  try  it  out. 

Referring  to  State  Association  dues  and  com- 
paring these  dues  with  some  other  organizations, 
we  find  that  in  New  York  City  the  Bar  Associa- 
tion taxes  its  members  $75.00,  the  Plumbers  Un- 
ion. $30.00,  and  the  Electrical  Workers,  $64.00. 
Why  bellyache  at  $10.00? 

Touching  on  nudism,  if  “some  of  the  best  peo- 
ple of  Omaha’’  desire  a place  to  meet  as  an  or- 
ganized group  “for  health  improvement  and  clean 
morals”  and  if  that  place  chosen  is  placarded  and 
the  public  warned  away,  “Barkis  is  willing.”  We 
know  of  no  law  to  keep  people  from  making  fools 
of  themselves. 

An  illuminating  study  made  by  Lewis  into  the 
number  of  calls  made  and  operations  performed 
by  151  physicians  on  charity  patients  in  the  city 
of  Camden,  N.  J.,  valued  at  the  most  modest  fees, 
shows  a total  of  $926,250.  And  yet  the  boosters 
for  State  Medicine  say  the  poor  are  neglected  by 
the  medical  profession. 

Medical  statisticians  differ  on  cancer  morbid- 
ity and  mortality.  Hoffman  claims  the  crude 
death  rate  from  cancer  is  still  increasing.  Chad- 
wick states  that  cancer  is  decreasing  in  Massa- 
chusetts. Dublin  of  the  Metropolitan  Life  Insur- 
ance Company  finds  cancer  is  not  increasing 
among  policy  holders  of  that  company. 

It  is  interesting  to  note  that  the  Nebraska  Fed- 
eration of  Women’s  Clubs  is  cancer  conscious  and 
that  at  the  recent  annual  meeting  of  that  body  at 
Beatrice  a place  was  given  on  the  program  to 
Dr.  F.  L.  Rector,  Field  Representative  of  the 
American  Society  for  the  Control  of  Cancer  for 
his  illustrated  lecture  on  “Facts  and  Fallacies 
About  Cancer.” 

In  its  effort  to  aid  in  the  treatment  of  pa- 
tients infected  with  syphilis  the  state  of  New 
York  has  now  extended  its  free  distribution  of 
arsenical  and  bismuth  preparations  used  in  the 
treatment  of  syphilis  to  physicians  throughout  the 
state  without  charge,  and  without  reference  to 
financial  condition  of  the  patient,  says  Ramsey  in 
N.  Y.  State  J.  Med. 

Along  the  highways  of  37  states,  450  emer- 


gency first  aid  stations  are  now  being  operated 
by  the  American  Red  Cross,  and  locations  have 
been  selected  for  3,175  more,  we  are  told  in  re- 
cent press  reports.  This  is  all  very  good.  There 
seems  to  be  a real  danger  that  in  the  enthusiasm 
to  be  doing,  the  Red  Cross  may  over  do.  No 
Red  Cross  emergency  stations  are  needed  on  the 
outskirts  of  towns  having  physicians. 

The  Academy  of  Physical  Medicine  held  its 
Annual  Meeting  in  Boston,  Massachusetts,  at  the 
Hotel  Statler  on  October  20,  21  and  22,  1936. 
The  program  was  educational  in  character  and 
contained  symposia  and  reports  on  the  newer 
studies  and  clinical  developments  in  Physical 
Medicine  presented  by  recognized  authorities  in 
the  various  fields  of  medicine  and  basic  sciences. 

“Silk  without  the  worm,  rabbits  without  a 
father,  vegetables  without  soil — that  is  the  path 
of  progress  offered  by  scientists  today.  Encour- 
aged by  this  announcement  the  Farm  Chemurgic 
Council  is  trying  to  ally  the  farmer  with  the  in- 
dustrialists by  finding  new  uses  for  the  products 
of  the  land — highways  from  cotton,  cosmetics 
from  oat  hulls,  dress  goods  from  pine  trees,  and 
motor  fuel  from  weeds.” — Kablegram. 

According  to  a study  of  the  July,  1936  heat 
wave  among  17,000,000  wage  earners  and  de- 
pendents who  are  industrial  policy  holders  of  the 
Metropolitan  Life  Insurance  Company,  the  death 
rate  for  that  month  was  8.2  per  1000  which  was 
an  increase  of  5.2  per  cent  over  the  rate  for  July, 
1935.  Among  the  general  population  of  the  large 
cities  the  rise  in  the  mortality  rate  was  21.2  per 
cent,  says  the  New  England  Journal  of  Medicine. 

A new  low-wattage  gaseous  conductor  device 
which  produces  radiations  germicidal  to  mold 
spores  in  the  air  and  known  as  the  Sterilamp  is 
announced  by  the  Westinghouse  Lamp  Company, 
Bloomfield,  New  Jersey.  Annual  food  spoilage, 
which  runs  into  millions  of  dollars  and  which  is 
one  indirect  cause  of  high  food  prices,  is  largely 
the  result  of  mold  spores.  Baker  goods,  treated 
with  these  germicidal  rays,  remain  mold-free  for 
longer  periods  and  can  be  completely  consumed  in 
the  home  before  they  spoil. 

The  development  of  tuberculous  disease  is  de- 
termined by  the  interaction  of  bacillus  and  host, 
each  of  which  has  its  inherent  characteristics.  The 
variables  are  so  numerous  that  no  one  single  fac- 
tor can  explain  the  protean  forms  of  the  disease: 
Yet  general  principles  that  govern  the  interplay 
are  fairly  well  known  and  help  to  clarify  our 
knowledge  of  the  pathogenesis  of  tuberculosis. 
Max  Pinner  outlined  these  principles  at  the  re- 
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cent  annual  session  of  the  American  Medical  As- 
sociation.— T ubcrculosis  Abstracts. 

Licking  their  wounds,  a practice  universal 
among  animels,  has  good  bacteriological  justifi- 
cation, Dr.  Herman  Dold,  professor  of  hygiene 
at  the  University  of  Tubigen,  has  found.  Cul- 
tures of  bacteria  to  which  saliva  was  added  failed 
to  thrive,  while  untreated  “control”  cultures  grew 
flourishing  colonies  of  the  germs.  It  therefore 
appears  likely  that  in  addition  to  keeping  dirt  and 
hair  out  of  their  wounds  by  the  constant  licking, 
the  afflicted  animals  are  also  applying  an  effec- 
tive antiseptic. — Science  News-Letter. 

The  Medical  Library  Association  is  about  to 
urge  the  Congress  of  the  United  States  to  appro- 
priate annually  to  the  Library  of  the  Surgeon- 
General's  Office  an  adequate  sum  for  current 
medical  books  and  periodicals  and  for  the  pur- 
chase of  back  publications  lost  during  those  recent 
years  when  the  amount  granted  was  grossly  in- 
adequate, thus  depreciating  the  completeness  and 
usefulness  of  the  Library’s  collection ; and  an  ad- 
ditional sufficient  sum  annually,  for  as  many 
years  as  may  be  required,  in  order  to  make  for 
the  greatest  possible  completeness  of  the  collec- 
tion and  its  Catalogue. 

“Only  a very  small  percentage  of  mental  dis- 
ease or  defect  is  definitely  and  unquestionably 
hereditary.  Idiots  and  imbeciles  often  are  the 
product  of  normal  parents,  who  have  normal  chil- 
dren both  before  and  after  the  birth  of  the  defec- 
tive. It  must  be  admitted  moreover  that  defec- 
tive persons  have  propagated  normal  and  even 
supernormal  children.  Who  is  to  say  that  a mor- 
onic father  may  not  have  a genius  in  his  loins? 
Although  the  chances  of  such  are  obviously  small, 
the  fact  cannot  be  overlooked  that  persons  who 
have  been  of  great  use  to  the  world,  have  been 
born  of  unstable  and  even  defective  parents.” — 
Editorial,  N.  E.  Jour.  Med. 

Recently  we  had  occasion  to  question  the  ap- 
propriateness of  the  term  “accidental  trauma” 
and  received  the  appended  reply : The  term 
“trauma”  means  a blow  or  force  or  violence  which 
may  or  may  not  be  accidental,  it  might  be  inten- 
tional, as  in  surgical  procedures.  An  accident  is 
an  unusual,  unforseen  happening  or  event.  A 
distinction  exists  between  accidental  injury  and 
accidental  disease.  Disease  to  be  accidental  must 
be  assignable  to  something  catastrophic  or  extra- 
ordinary. Trauma  to  be  assignable  as  a cause  of 
a disease  must  be  identified  with  some  blow,  force 
or  violence  in  addition  to  a determinate  act  or 
acts  identified  in  space  and  time. 

Insulin  after  meals  is  recommended  by  Plotz 


of  Brooklyn  in  certain  cases  selected  cases  : 1.  Any 
patient  who  cannot  be  kept  free  from  shocks  on 
his  present  regimen  should  be  carefully  studied 
from  the  point  of  view  of  his  insulin  timing. 
2.  Patients  with  gastro-intestinal  upsets  will  often 
require  insulin  after  meals.  Tuberculous  or  post- 
operative patients,  for  example,  who  are  vomiting 
may  be  kept  free  from  shocks  if  the  dosage  of 
insulin  is  regulated  according  to  the  amount  of 
food  the  patient  has  actually  ingested  and  kept 
down  rather  than  according  to  a theoretical  diet 
which  he  may  refuse  to  eat  or  may  be  lost  by 
emesis.  Under  certain  circumstances  an  intelli- 
gent diabetic  patient  may  elect  to  postpone  his 
usual  dose  of  insulin.  Such  a situation  sometimes 
arises  when  he  may  have  to  eat  away  from  home, 
for  example  at  a public  function,  where  he  cannot 
predict  or  change  the  menu.  In  such  a case  many 
diabetic  patients  can  quickly  estimate  the  amount 
of  insulin  which  they  need  and  take  it  after  the 
meal. — /.  A.  M.  A. 


OBITUARY 

Robert  J.  Murdoch,  Blair,  Nebr.;  University  of  Ne- 
braska College  of  Medicine,  1898;  in  practice  at 
Petersburg  for  several  years  at  the  turn  of  the  cen- 
tury; located  in  Blair  for  the  past  thirty  years;  mayor 
of  Blair  from  1927  to  1931;  a man  interested  in  com- 
munity affairs;  former  member,  Nebraska  State  Med- 
ical Association;  died  after  a long  illness  September 
24,  1936,  aged  sixty-six  years. 

A wife,  two  daughters  and  a son  survive. 

Frank  L.  Borglum,  Prescott,  Arizona;  native  of  Fre- 
mont, Nebr.;  Creighton  Medical  School,  1902;  brother 
of  Gutzon  Borglum,  sculptor;  at  one  time  city  physi- 
cian of  Lincoln;  also  practiced  in  Harrison  and  other 
Nebraska  towns  and  in  Iowa  before  entering  the  Vet- 
erans Hospital  Administration  Facilities  service  more 
than  a decade  ago;  in  charge  of  the  receiving  ward  of 
the  Veterans  hospital  at  Whipple  Barracks,  near 
Prescott  at  the  time  of  his  death;  former  member, 
Nebraska  State  Medical  Association;  died  of  a heart 
attack,  September  20,  1936,  aged  about  fifty-six 

years. 

His  wife,  two  daughters  and  a son  survive. 

Herman  C.  Bodemer,  Denver,  Colo;  parental  home, 
Cozad;  Nebraska  University  College  of  Medicine, 
1923;  obstetrician  and  gynecologist;  was  found  shot 
to  death,  September  25,  1936,  aged  thirty-six  years. 

Milton  B.  Deck,  Bennett,  Nebr.;  University  of 
Maryland  School  of  Medicine  and  College  of  Physi- 
cians and  Surgeons  of  Baltimore,  1879;  practitioner 
at  Bennett  for  upward  of  fifty  years;  died  October 
4,  1936,  aged  about  eighty-four  years. 

A son  survives. 


AUXILIARY  NEWS  NOTES 

The  Auxiliary  of  the  Burt,  Dodge  and  Washington 
Counties  Medical  society  met  September  28  and  ap- 
pointed committee  chairmen  for  all  their  proposed  ac- 
tivities. 

* * * * * * 

October  5,  the  Lancaster  County  Auxiliary  met  at 
the  home  of.  the  State  Secretary,  Mrs.  H.  E.  Flans- 
burg',  over  a sandwich  and  coffee  luncheon.  Following 
the  usual  business  program  Mrs.  J.  M.  Woodward, 
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state  president,  read  her  proposed  letter  to  all  county 
auxiliaries.  Mrs.  C.  W.  Pollard,  vice  president,  Oma- 
ha, described  the  field  of  work  possible  to  the  auxili- 
aries. About  thirty-five  attended  the  meeting. 
****** 

Lincoln  County  Auxiliary  reports  itself  inactive  this 
year. 

****** 

The  first  meeting  for  the  year  of  the  Douglas  Coun- 
ty Auxiliary  was  held  at  the  Fontenelle,  October  26. 
Dr.  Morris  Fishbein,  Editor  of  the  Journal  of  the  Am- 
erican Medical  Association,  spoke.  A membership  tea 
followed. 


TUBERCULOSIS  SURVEY 


Total  cases  reported  so  far 

.417 

Males  in  cases 

173 

43.0% 

Females  in  cases 

...231 

57.0% 

Race — 

White  

...393 

94.4% 

Negro  

...  4 

Mexican  

...  3 

Yellow  

...  1 

Age — 

1-10  

...  35 

8.3% 

10-20  

...  45 

10.8% 

20-30  

...107 

26.7% 

30-40  

...120 

28.8% 

40-50  

...  84 

20.1% 

50-60  

...  53 

12.7% 

60-70  

...  23 

5.5% 

70-80  

...  3 

.7% 

Marital  Status — 

Married  

.190 

46.0% 

Single  

...208 

49.9% 

Widowed  

...  27 

6.7% 

Separated  

...  8 

1.9% 

Divorced  

...  6 

1.4% 

Diagnosis — 

Clinical  

.354 

84.2% 

X-ray  

.341 

81.7% 

Skin  test,  positive 

..185 

44.3% 

Skin  test,  negative 

..  5 

1.2% 

Sputum,  positive  

..152 

36.5% 

Sputum,  negative  

..  74 

17.7% 

Type — 

Pulmonary  

.351 

85.0% 

Gland  

. 19 

4.6% 

Bone  

..  10 

2.4% 

Renal  

...  9 

2.1% 

Other  

..  28 

6.7% 

Present  Condition — 

Arrested  

.125 

27.6% 

Undetermined  

..  68 

16.3% 

Active  Minimal  

..  84 

20.1% 

Moderately  advanced  

..  62 

14.8% 

Far  advanced  

..  44 

10.6% 

Treatment — 

Cases  which  have  received  home 

treatment  

..202 

48.4% 

Cases  which  have  received  hospital 

treatment  

..163 

39.8% 

Cases  which  have  received  both 

..  88 

21.1% 

Cases  which  had  surgical  procedure 

..  54 

13.0% 

Hospital  Cases 

Total  cases  

.430 

Males  

.193 

44.9% 

Females  

..237 

55.1% 

General 

Total  doctors  in  the  state 

1667 

Doctors  who  have  reported 

1283 

76.8% 

Doctors  whs  have  not  reported 

384 

23.0% 

— Smith's  Bulletin. 


THE  SOCIETIES 

The  regular  meeting  of  the  Omaha  - Douglas  County 
Medical  Society  was  held  in  the  Medical  Arts  Audi- 
torium, September  22.  Dr.  Wearne  presided. 

In  the  scientific  program  which  followed  Dr.  Toll- 
man presented  a case  of  cirrhosis  of  the  liver  in  a 
forty  year  old  woman  who  had  presented  symptoms 
of  carcinoma  of  the  liver.  The  anomaly  of  the  case 
consisted  of  the  fact  that  there  had  been  no  jaundice. 
Characteristic  symptoms  were  edema  and  a general 
anasarca.  Postmortem  examination  showed  typical 
cirrhosis. 

Dr.  Andrews  P.  Overgaard  talked  on  “Roentgen  Di- 
agnosis of  Lesion  of  the  Esophagus,”  Dr.  Albert  F. 
Tyler  on  "The  Value  of  the  True  Lateral  Examination 
of  the  Duodenum,”  Dr.  T.  Tennyson  Harris  on  “X-ray 
Diagnosis  of  Lesions  of  the  Colon,”  Dr.  James  F.  Kelly, 
“The  Value  of  the  Preliminary  Film  Without  Opaque 
Media  in  the  Diagnosis  of  Abdominal  Conditions” 
and  Dr.  Howard  B.  Hunt  on  “Radiography  of  the 
Biliary  Tract  Before,  During  and  Following  Opera- 
tion.” Drs.  Hunt,  Bliss,  Ross  and  R.  Russell  Best 
entered  into  the  discussion. 

The  most  appreciated  and  best  balanced  program 
for  many  moons  of  the  Madison  Six  County  Medical 
Society  was  given  at  Madison  following  a chicken 
dinner  at  the  hotel  of  which  sixty  physicians  and 
their  ladies  partook. 

The  program:  “The  Value  of  Clinical  Findings  in 
the  Diagnosis  and  Treatment  of  Heart  Disease,”  Ar- 
thur L.  Smith,  M.  D.,  Lincoln;  “Carcinoma  of  the 
Breast,”  John  W.  Duncan,  M.  D.,  Omaha;  “Accidental 
Trauma  as  a Cause  of  Disease,”  Czar  Johnson,  M.  D., 
Lincoln;  “Gallbladder  Diagnosis  and  the  Medical 
Treatment  Thereof,”  Maurice  C.  Howard,  M.  D., 
Omaha. 

Drs.  Arthur  Smith  and  Maurice  Howard  lectured 
without  manuscript.  Dr.  Duncan  treated  his  subject 
in  part  by  the  use  of  the  screen  and  the  question  and 
answer  method.  Dr.  Johnson  discussed  medicolegal 
matters,  something  not  often  touched  on  in  medical 
society  programs. 

A joint  meeting  of  the  Ninth  and  Tenth  Councilor 
District  Medical  Societies  was  held  at  Kearney,  Oc- 
tober 15th.  A noon  luncheon  at  the  Fort  Kearney 
hotel  and  after  luncheon  speeches  on  medical  economic 
topics  by  Dr.  George  W.  Covey,  Lincoln,  state  presi- 
dent; M.  C.  Smith.  Curtis,  executive  secretary,  and 
Dr.  R.  D.  Bryson,  Callaway,  councilor,  featured  the 
meeting. 

The  scientific  program: 

“Insulin  in  Infant  Feeding,”  by  Dr.  C.  R.  Spicer, 
Hastings.  Discussion  opened  by  Dr.  F.  D.  Ryder, 
Grand  Island. 

“Results  Obtained  in  Neuropsychiatric  Disorders 
with  Artificial  Fever,”  by  Dr.  A.  E.  Bennett,  Omaha. 
Discussion  opened  by  Dr.  Nielson,  of  the  state  hos- 
pital, Hastings. 

"Observations  in  Early  Pulmonary  Tuberculosis,” 
by  Dr.  L.  W.  Rork,  Hastings.  Discussion  opened  by 
Dr.  L.  T.  Sidwell,  of  the  state  tubercular  hospital, 
Kearney. 

“Treatment  of  Accessible  Malignancies  of  the  Head, 
Face,  and  Neck,”  by  Dr.  Albert  F.  Tyler,  Omaha.  (Col- 
or motion  pictures  of  interesting  cases  were  shown). 
Discussion  opened  by  Dr.  R.  C.  Woodruff,  Grand  Is- 
land. 

The  sixteenth  annual  meeting  of  the  Seventh  Coun- 
cilor District  Medical  Society  held  an  afternoon  and 
after  dinner  session  at  Friend,  October  22,  with  the 
following  program: 

“Management  of  Complicating  Factors  in  Hyper- 
thyroidism.” Chas.  IT.  Arnold,  M.  D.,  Lincoln;  “Atypi- 
cal Hyperthyroidism,”  H.  E.  Flansburg,  M.  D.,  Lin- 
coln; “Diagnosis  and  Treatment  of  Hyperthyroidism,” 
F.  L.  Rogers,  M.  D.,  Lincoln;  “Clinical  Problems  As- 
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sociated  With  Malignancy  ot'  Thyroid,”  S.  O.  Reese, 
M.  D.,  Lincoln;  "Treatment  of  Malignancies,”  (mo- 
tion picture  film  in  natural  colors),  A.  F.  Tyler,  M.  I)., 
F.  L.  Simonds,  M.  D.,  Omaha. 

South  Sioux  City  was  the  meeting  place  of  the 
Cedar,  Dixon,  Dakota,  Wayne  and  Thurston  County 
Medical  Society,  October  first.  Supper  was  served  in 
the  basement  of  the  Presbyterian  church.  The  pro- 
gram. 

Dr.  J.  N.  Lande,  ‘‘Retropharyngeal  Abscesses  in 
Children.” 

Dr.  L.  J.  Frank,  "Dermatology  of  the  Late  Syphil- 
ides.”  (Slides). 

Dr.  H.  I.  Down,  “My  European  Journey.” 

A meeting  of  the  Dawson  County  Medical  Society 
was  held  at  Cozad  following  a dinner  to  physicians 
and  their  ladies,  October  5. 

Dr.  O.  P.  Rosenau,  Eustis,  presented  a paper  on 
"Prenatal  Care”;  Dr.  A.  W.  Anderson,  Lexington,  a 
paper  on  "Obstetric  Anaesthesia.” 

— Helen  Fochtman,  Sec. 

The  first  regular  meetiing  of  the  Nemaha  County 
Medical  and  Dental  Society,  following  the  summer  va- 
cation, was  held  at  the  Auburn  hotel,  September  29, 
with  a good  attendance  and  much  interest  shown. 

Dr.  B.  F.  Lorance  gave  an  interesting  review  during 
his  many  years  of  practice  in  this  county.  Dr.  A.  T. 
Harding,  representing  the  dental  group,  read  a paper 
on  “Vincent’s  Infection." 

Dr.  F.  M.  Tushla  outlined  the  plan  for  the  vaccina- 
tion of  the  children  of  Nemaha  county  against  diph- 
theria as  proposed  toy  Kiwanis  club  committees  and 
the  doctors  present  approved  the  plan  and  tendered 
their  aid  in  making  the  campaign  a success. 


HUMAN  INTEREST  TALES 

Dr.  O.  A.  Kostal  has  moved  from  Giltner  to  Hastings 
to  practice. 

Dr.  E.  E.  Curtis,  Neligh,  was  ill  the  latter  part  of 
the  summer. 

Dr.  J.  N.  Campbell,  Stamford,  underwent  an  opera- 
tion in  Omaha  lately. 

Dr.  Paul  Person  has  moved  from  Omaha  to  Giltner 
to  engage  in  practice. 

Dr.  and  Mrs.  F.  J.  McRae,  Albion,  recently  spent  a 
month  in  Upper  Canada. 

Dr.  Clyde  Medlar  and  Mrs.  Aleta  French,  Verdon, 
were  married  last  month. 

Dr.  and  Mrs.  F.  A.  Brewster,  Holdrege,  spent  five 
weeks  visiting  in  California. 

Dr.  D.  M.  Harris,  for  a short  time  located  at  Nema- 
ha, has  gone  into  CCC  service. 

Dr.  Stuart  Cook,  Randolph,  did  fishing  in  the 
Minnesota  lakes  early  in  October. 

Dr.  G.  O.  Remy,  Ainsworth,  visited  his  son  Dr. 
Charles  Remy,  Minneapolis,  lately. 

Dr.  and  Mrs.  A.  A.  Smith,  Hastings,  returned  re- 
cently from  a Mediterranean  cruise. 

Dr.  J.  E.  Cleary,  Fullerton,  has  entered  the  Uni- 
versity of  Pennsylvania  for  special  work. 

Dr.  J.  N.  Campbell,  Stamford,  went  through  a fam- 
ous clinic  recently  on  account  of  ill  health. 

Dr.  J.  M.  Erman,  Omaha,  was  recently  elected  sur- 
geon-general of  the  Veterans  of  Foreign  Wars. 

Dr.  Paul  A.  Reed  and  family  motored  through  parts 
of  Iowa,  Minnesota  and  South  Dakota  recently. 

Dr.  Charles  McMartin,  Omaha,  has  become  head  of 
the  surgical  department  of  Creighton  Medical  College. 

Dr.  L.  R.  McIntyre,  physician  to  the  Tecumseh  CCC 
camp,  spoke  to  the  local  Kiwanis  club  recently  on  life 
in  Arkansas. 

A liniment  salesman,  Clyde  Brandon,  was  sentenced 
to  thirty  days  in  jail,  at  Tekamah,  part  of  the  time 
on  bread  and  water. 

The  marriage  of  Dr.  .1.  I.  Limburg,  Jr.,  recently  lo- 
cated at  Cedar  Bluffs,  and  Miss  Frieda  Schere  of  the 
same  place,  is  announced. 


Dr.  W.  D.  Lear,  former  Springview  physician,  has 
purchased  an  interest  in  the  Ainsworth  hospital  and 
has  located  at  Ainsworth. 

Dr.  John  F.  Allen,  Omaha,  was  elected  president  of 
the  Mississippi  Valley  Conference  on  Tuberculosis  at 
a recent  meeting  in  Peoria. 

Dr.  John  W.  Gatewood,  Columbus,  has  gone  to 
Philadelphia  to  attend  the  Graduate  College  of  the 
University  of  Pennsylvania. 

Dr.  B.  M.  McIntyre,  former  Winside  physician,  has 
returned  to  his  home  town  to  re-engage  in  practice, 
after  a short  stay  in  Lincoln. 

Dr.  Andrew  Texley,  Carroll,  has  opened  an  office  at 
Winside  and  will  shuttle  between  the  two  towns,  de- 
voting afternoons  to  Winside. 

Dr.  F.  W.  Vaughn,  Gordon,  has  purchased  a private 
home  and  will  transform  it  into  a hospital,  his  pres- 
ent facilities  proving  inadequate. 

Dr.  Gordon  Prachar,  for  some  months  in  associa- 
tion with  Dr.  Luhman,  Pender,  has  accepted  a posi- 
tion in  the  CCC  in  South  Dakota. 

Dr.  Millard  F.  Schafer,  Alexandria,  has  been  ap- 
pointed to  a position  in  the  State  Public  Welfare 
Service  and  is  stationed  at  Scottsbluff. 

Dr.  Duaine  Doan,  a Doniphan  product,  has  returned 
to  his  native  community  after  a year  in  government 
service  and  will  engage  in  practice  there. 

Dr.  William  R.  McGrew,  former  Omahan,  now  prac- 
ticing at  Oakland,  Calif.,  has  been  appointed  surgeon- 
general  of  the  United  Spanish  War  Veterans. 

Dr.  W.  F.  Callfas,  Omaha,  has  severed  his  connec- 
tion with  the  Gifford  clinic  and  with  his  wife,  Dr. 
Jennie  Callfass,  is  going  south  for  the  winter. 

Dr.  and  Mrs.  Palmer  Findley,  Omaha,  have  returned 
from  an  eastern  trip  that  included  the  American  Asso- 
ciation of  Obstetricians,  at  Bretton  Woods,  N.  H. 

Dr.  L.  A.  Swanson,  Hastings,  has  gone  to  Carlisle 
Barrack,  Pa.,  and  to  New  York  for  special  work  in 
his  profession.  He  expects  to  be  absent  three  months. 

Dr.  Aaron  McMillan,  Omaha  Negro  physician  who, 
with  his  family,  spent  the  last  year  here  on  a furlough, 
has  returned  to  his  mission  work  at  Galangue,  West 
Africa. 

Dr.  Daniel  P.  McCleery,  for  the  past  two  years  in 
service  at  Toure  Infirmary,  New  Orleans,  has  tem- 
porarily taken  over  the  office  of  Dr.  L.  A.  Swanson, 
Hastings. 

Dr.  Rodney  K.  Johnson,  Friend,  while  motoring 
with  his  family  in  Indiana  on  the  way  to  Cleveland, 
Ohio,  met  with  an  accident  which  incapacitated  him 
for  some  time. 

Dr.  and  Mrs.  R.  E.  Joseph,  Salem,  Ore.,  visited  the 
doctor’s  parents  in  Omaha  recently.  The  doctor  is 
assistant  superintendent  of  the  Oregon  State  Tuber- 
culosis hospital. 

Dr.  R.  R.  Brady,  Ainsworth,  has  purchased  an  in- 
terest in  the  Ainsworth  hospital  and  will  be  associated 
with  Dr.  W.  D.  Lear  who  also  purchased  an  interest 
in  the  same  hospital. 

Dr.  Robert  T.  Jones,  former  Hastings  physician,  has 
located  at  Fullerton  in  succession  to  Dr.  J.  A.  Cleary 
who  has  entered  the  Graduate  School  of  Medicine  of 
the  University  of  Pennsylvania. 

Dr.  and  Mrs.  W.  F.  Novak  of  Howells  left  October 
14,  1936,  for  a three  weeks  trip  to  Texas  and  Southern 
California.  In  Texas  they  will  visit  with  Dr.  L.  F. 
Novak  who  is  practicing  at  Weimar.  The  doctors  are 
brothers. 

Dr.  Harry  S.  Stokes,  formerly  of  Tucson,  Ariz.,  has 
become  associated  with  the  “Gifford"  clinic,  Omaha, 
in  the  nose,  throat  and  ear  department.  He  is  a 
younger  brother  of  Dr.  W.  H.  Stokes,  chief  ophthal- 
mologist of  the  clinic. 

The  Doctors  Griot  of  Chadron  are  closing  their  of- 
fices, at  least  temporarily.  Dr.  G.  A.  Griot  will  locate 
at  Springfield,  Mo.,  and  Dr.  Arthur  J.  Griot  is  about 
to  sail  for  India  to  get  cataract  and  other  eye  surgery, 
to  be  gone  about  six  months. 
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THE  TREATMENT  OE  BRAIN  EDEMA* 

RICHARD  H.  YOUNG,  M.  D., 

Omaha,  Nebraska. 


Hospital  wards  are  rarely  free  of  cases  compli- 
cated by  brain  edema.  The  case  with  head  in- 
jury in  coma,  the  eclamptic  that  convulses,  the 
hypertensive  with  encephalopathic  manifestations, 
the  alcoholic  who  is  delirious,  and  the  child  with 
meningitis,  all  present  a problem  in  treatment  of 
brain  edema  with  life  frequently  dependent  upon 
a successful  solution. 

% 

Brain  edema  is  a frequent  and  dangerous 
neurologic  complication.  Certain  plans  for  treat- 
ment, dependent  upon  etiological  factors  and  up- 
on the  interrelationship  of  the  cranial  content,  are 
presented  in  this  paper.  Three  additional  points 
are  stressed : first,  a special  method  for  the 
handling  of  transient  states  of  greatly  increased 

•Presented  before  the  annual  meeting,  Nebraska  State  Medical 
Association,  Lincoln,  April  8,  1936. 


cerebrospinal  fluid  pressure.  Second,  the  fact 
that  practice  has  shown  the  hypertonic  solutions 
to  have  a use  that  is  limited  and  effective  only 
under  certain  conditions.  Third,  attention  is  called 
to  a new  hypertonic  solution  and  the  advantages 
which  its  use  presents. 

In  the  discussion  of  the  treatment  of  brain 
edema  certain  etiological  factors  have  to  be  con- 
sidered. In  attempting  any  formulation  of  causes, 
the  etiological  factors  will  be  open  to  question. 
All  classifications  are  arbitrary  and  in  any  given 
case  of  brain  edema  several  of  the  etiological  fac- 
tors may  play  a role. 

For  the  sake  of  simplicity  the  causes  of  brain 
edema  have  been  limited  to  three. 

First,  alterations  of  tissues  (infection,  toxemia, 
chemical). 
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Second,  disturbance  of  osmotic  pressure  (loss  of 
blood  protein,  disorder  of  salt  metabolism). 

Third,  increased  capillary  permeability  (vascular 
disease,  shock  associated  with  cerebral  trauma). 

The  treatment  of  brain  edema  is  dependent 
upon  these  different  etiological  factors  and  as 
has  been  said  previously  several  of  these  factors 
may  be  present  in  any  given  case. 

In  the  discussion  of  the  treatment  of  brain 
edema  it  is  also  very  necessary  to  have  an  idea 
of  the  interrelationship  of  the  cranial  contents. 
The  treatment  is  complicated  by  the  fact  that  the 
brain  and  other  intercranial  contents  are  enclosed 
by  a fixed  non-expanding  bony  cage.  In  the  nor- 
mal individual  the  brain,  the  blood,  and  the  cere- 
brospinal fluid  have  a relationship  which  varies 
little.  However,  if  there  is  increased  volume  of 
any  one  of  these  parts  there  is  a definite  change 
in  the  interrelationship,  as  will  be  shown  by 
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Fig.  1.  (After  T.  Fay).  Diagramatic  relationship  of  the  vari- 
ations in  intracranial  blood,  brain  and  cerebrospinal  fluid 
volume. 


Figure  I.  With  a brain  edema  there  is  an  in- 
crease in  the  brain  and  meninges  volume,  there 
is  a relative  anaemia  due  to  arteriolar  and  capil- 
lary compression,  and  some  increase  in  the  cere- 
brospinal fluid  tension.  There  is  always  an  attempt 
to  obtain  some  sort  of  compensation,  but  occa- 
sionally a pathologic  process  may  be  present 
which  affects  the  cerebrospinal  fluid  absorption 
mechanism,  and  this  results  in  a decompensation 
of  the  interrelationship  with  severe  cerebral 
anaemia  and  marked  increased  spinal  fluid  pres- 
sure. This  is  illustrated  by  C in  figure  I.  Fig- 
ure D in  figure  I is  illustrative  of  the  attempt  to 
establish  a balance  following  an  increase  in  the 
blood  volume  within  the  cranial  cavity. 

In  formulating  plans  for  treatment,  we  will 
keep  in  mind  the  etiological  factors  involved  in 
the  brain  edema,  and  also  the  interrelationship  of 
the  parts  within  the  cranial  cavity.  Treatment 
is  dependent  upon  an  understanding  of  causa- 


tive factors,  and  should  be  directed  in  such  a 
way  as  to  attempt  restoration  of  a balance  of 
the  parts  within  the  cranial  cavity  that  will 
approach  the  normal  relationship.  In  doing  this 
most  of  the  treatment  will  be  directed  towards 
the  cerebrospinal  fluid,  which  is  no  more  than 
an  ideal  isotonic  solution  and  not  particularly 
vital  to  normal  functioning. 

BRAIN  EDEMA,  COMPRESSION  ANAEMIA  AND 

MODERATE  INCREASE  IN  CEREBROSPINAL 
FLUID  PRESSURE 

With  the  brain  edema,  such  as  is  usually  found 
in  head  injuries,  meningitis,  encephalitis,  delirium 
or  toxic  infectious  states,  hypertensive  enceph- 
alopathy, acute  glomerular  nephritis,  uremia  and 
eclampsia,  there  is  an  increase  in  the  brain  and 
meninges  volume  within  the  skull.  This  increase 
in  brain  volume  is  at  the  expense  of  the  blood 
volume  and  of  the  cerebrospinal  fluid.  Treat- 
ment of  this  condition  can  be  discussed  under 
the  following  headings. 

First.  Alteration  of  tissue.  Where  the  cere- 
bral edema  is  due  to  an  alteration  of  tissue  be- 
cause of  an  infectious,  toxic,  or  chemical  etiologi- 
cal factor  measures  should  be  directed  towards 
the  elimination  of  this  factor.  This  type  of  brain 
edema  is  probably  the  most  difficult  to  treat  be- 
cause the  edema  is  chiefly  due  to  intracellular 
change.  It  is  only  by  the  elimination  of  the  toxic 
factor  that  the  edema  can  be  controlled.  For 
this  reason  the  brain  edema  of  meningitis  does 
not  usually  respond  to  the  usual  measures  of 
treatment  and  in  such  cases  the  antitoxin  is 
probably  the  most  effective  measure.  In  addi- 
tion to  the  elimination  of  this  toxic  factor,  gen- 
eral measures  are  employed,  and  will  be  discussed 
under  the  fourth  heading. 

Second.  Disturbances  in  osmotic  pressure.  In 
cases  where  there  is  disturbance  in  osmotic  pres- 
sure due  to  a loss  of  blood  protein  in  kidney  or 
liver  disease,  or  to  a disorder  in  salt  metabolism, 
use  of  hypertonic  solution  is  indicated.  Hyper- 
tonic solutions  of  sucrose  and  glucose  are  proba- 
bly the  most  effective.  This  method  of  treatment 
will  be  given  more  space  later  in  the  paper. 

Third.  Increased  capillary  permeability.  In 
cases  where  this  factor  plays  a prominent  role 
the  vasoconstrictors  as  pituitrin  and  ephedrine 
are  employed  unless  contraindicated.  Glucose  or 
sucrose  is  also  used  to  reclaim  the  lost  blood  vol- 
ume. Sometimes  the  increased  capillary  perme- 
ability is  due  to  the  anaemia  caused  by  decreased 
blood  supply.  Under  such  conditions  caffein  is 
indicated. 

Fourth.  General  measures.  Caffein  is  a 
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much  neglected  drug  in  the  use  of  brain  edema. 
This  drug  serves  to  combat  the  relative  anaemia 
which  is  caused  by  the  increase  in  brain  volume, 
and  there  is  experimental  evidence  to  indicate 
that  it  is  the  most  effective  of  the  drugs  in 
lowering  intracranial  pressure.  It  also  has  a 
diuretic  effect  which  is  helpful  in  decreasing 
blood  volume,  allowing  a return  of  fluid  to  the 
circulation.  Dehydration  therapy  is  very  effec- 
tive, and  is  usually  carried  out  by  a reduction 
in  the  water  intake  to  as  low  as  600  cc.  Mag- 
nesium sulphate  given  by  mouth  or  rectum  is 
of  great  help,  but  should  be  avoided  in  cases  of 
shock. 

Lumbar  puncture  with  slow  drainage  of  fluid 
relieves  tension  within  the  intracranial  cavity  and 
combats  the  compression  anaemia.  The  fluid 
must  be  withdrawn  very  slowly  otherwise  with 
the  increase  in  blood  supply  edema  may  be  in- 
creased. The  head  of  the  bed  should  be  elevated 
except  in  cases  of  shock  or  with  severe  cerebral 
anaemia.  This  position  lowers  the  cerebrospinal 
fluid  pressure. 

BRAIN  EDEMA,  SEVERE  COMPRESSION  AN- 
AEMIA AND  GREATLY  INCREASED  CERE- 
BROSPINAL FLUID  PRESSURE 

In  cases  where  the  brain  edema  is  marked  and 
where  there  is  some  disorder  in  the  absorptive 
mechanism  of  the  cerebrospinal  fluid,  there  is  a 
very  high  cerebrospinal  fluid  pressure  which  may 
be  transient  in  nature  but  is  very  dangerous  to 
life.  This  condition  is  encountered  in  epidemic 
meningitis  and  also  in  eclampsia.  It  is  a danger- 
ous state  because  of  the  likelihood  of  ischemic 
cell  death.  With  a severe  edema  and  high  fluid 
pressure  there  is  a marked  constriction  of  the  cap- 
illaries and  arterioles,  with  subsequent  cell  death. 
This  may  result  in  residual  paralytic  phenomena 
or  at  times  convulsive  disorders.  The  severe 
vascular  constriction  due  to  pressure  may  final- 
ly result  in  a so-called  vascular  decompensation 
with  dilatation  of  the  capillaries  and  arterioles, 
increased  capillary  permeability  and  increased 
edema,  which  results  in  the  picture  of  what  is 
frequently  termed  “medullary  failure”  and  death. 

The  treatment  of  this  disorder  calls  for  some- 
thing more  than  the  treatment  outlined  under 
the  previous  heading.  Usually  dehydration, 
hypertonic  solutions,  and  other  general  measures 
are  of  no  avail  and  unless  something  more  rad- 
ical is  done  there  is  a great  likelihood  of  death. 
Lumbar  puncture  affords  only  a very  temporary 
relief,  and  at  times  decompression  is  not  enough. 
Recently  this  particular  state  has  been  treated  by 
continuous  drainage,  which  may  be  done  spinally 
or  through  a needle  into  the  lateral  ventricle. 


Continuous  spinal  drainage  is  done  by  placing 
the  patient  on  a Bradford  frame  which  is  padded 
with  pillows  and,  when  necessary,  because  of  de- 
lirium, restraining  the  patient.  The  lumbar  punc- 
ture needle  is  introduced  in  the  usual  manner 
and  the  fluid  very  slowly  withdrawn  and  then 
allowed  to  drain  continuously  for  a period  of 
twelve  hours  or  more.  If  the  patient  is  too  rest- 
less a large  lumbar  puncture  trocar  may  be  in- 
serted, and  a ureteral  catheter  threaded  through 
the  needle  and  then  the  needle  withdrawn.  This 
is  advisable  only  when  the  patient  is  so  restless 
that  there  is  danger  of  breaking  the  needle.  Spin- 
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Fig.  2.  Continuous  cerebrospinal  fluid  drainage. 


al  drainage  is  a safe  procedure  only  in  those 
cases  which  show  no  evidence  of  a ventricular 
block.  If  there  is  a danger  of  ventricular  block, 
as  evidenced  by  study  of  the  cerebrospinal  fluid 
dynamics  or  by  a severe  pain  in  the  back  of  the 
neck,  this  measure  should  be  avoided  and  ventric- 
ular drainage  substituted.  This  is  accomplished 
by  a trephine  in  the  right  parietal  region  with  the 
insertion  of  a short  ventricular  needle  into  the 
right  lateral  ventricle.  Figure  2 illustrates  the 
result  of  this  procedure  in  a case  on  which  a con- 
tinuous lumbar  drainage  was  done,  and  in  a sec- 
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ond  case  in  which  the  drainage  was  through  the 
right  ventricle. 

The  first  case  was  one  with  meningitis  who 
showed  a severe  infection  with  a spinal  fluid  cell 
count  of  40,000.  On  the  fourth  hospital  day  as 
the  cell  count  of  the  spinal  fluid  was  falling,  the 
temperature  rose  and  the  respiration  increased 
to  68  a m i n u t e.  A cisternal  puncture 
showed  a pressure  of  28  mm.  It  was  real- 
ized that  something  more  than  the  usual  method 
of  treatment  would  be  necessary  to  combat  the 
brain  edema  and  high  pressure.  For  this  rea- 
son the  continuous  drainage  was  done.  Over  a 
period  of  about  thirteen  hours,  320  cc.  of  fluid 
drained.  Temperature  fell  from  105  to  101. 
Pulse  fell  from  120  to  80.  Respiration  dropped 
from  68  to  38.  Cell  count  decreased.  The  needle 
was  left  out  for  a period  of  about  twelve  hours 
and  during  this  time  there  was  once  again  an 
increase  in  temperature,  pulse,  and  respiration. 
Continuous  drainage  was  resorted  to  a second 
time  for  about  an  eight  hour  period.  With  the 
second  drainage  the  temperature,  pulse  and  res- 
piration all  fell  and  the  cell  count  dropped  from 
around  4000  to  600.  This  patient  recovered,  al- 
though he  developed  a bilateral  eighth  nerve 
neuritis  and  deafness. 

The  second  case  was  a case  of  meningitis  who 
showed  good  response  to  treatment  but  about  the 
seventh  day  organisms  reappeared.  The  spinal 
fluid  pressure,  which  during  the  first  week  of  the 
illness  had  been  between  ten  and  twelve,  suddenly 
rose  as  the  pulse  rate  dropped  to  60.  A lumbar 
puncture  was  done  which  showed  a pressure  of 
60  mm.  of  mercury.  A lumbar  puncture  with  a 
slow  withdrawal  of  fliud  over  a period  of  an 
hour  and  a half  was  a very  temporary  benefit. 
Over  a period  of  several  hours  the  headache  re- 
turned and  the  patient  rapidly  developed  symp- 
toms of  an  acute  pressure  state.  At  this  time  there 
was  some  pain  at  the  back  of  the  neck  and  it  was 
thought  that  a continuous  lumbar  drainage  would 
be  dangerous.  For  this  reason  Dr.  Keegan  was 
called  and  a continuous  ventricular  drainage  was 
instituted.  Over  a three  day  period  the  fever  drop- 
ped from  104  to  a near  normal,  the  pulse  rose 
from  60  to  a normal  rate,  and  the  patient  prompt- 
ly recovered. 

CEREBRAL  HYPEREMIA,  EDEMA  AND  VARI- 
ABLE CEREBROSPINAL  FLUID  PRESSURE 

This  condition  is  found  in  the  cardiac  failure 
of  chronic  heart  disease  where  there  is  a back- 
ward pressure  which  causes  an  increased  venous 
pressure  with  cerebral  hyperemia.  Venous  ob- 
struction due  to  neck  tumors  or  other  causes,  and 
polycythemia  are  all  causative  factors.  Treat- 


ment in  this  state  can  be  discussed  under  three 
headings. 

First.  The  improvement  of  circulation  with 
use  of  digitalis,  when  indicated,  and  caffein.  In 
these  cases  the  elevation  of  the  head  decreases 
intracranial  pressure  and  helps  to  lower  venous 
pressure  within  the  skull. 

Second.  Decreased  blood  volume.  The  use  of 
phlebotomy  causes  a decrease  in  the  blood  volume 
and  allows  reabsorption  of  fluids  into  the  vascu- 
lar system.  Purgation  also  serves  to  reduce  the 
blood  volume,  as  does  the  vasoconstrictors  and 
perhaps  ice  to  the  head. 

Third.  Decreased  spinal  fluid  volume.  Lum- 
bar puncture  and  drainage  is  at  times  helpful 
when  edema  is  present. 

HYPERTONIC  SOLUTIONS 

Early  in  the  treatment  of  brain  edema  the 
hypertonic  salines  were  used  but  later  were  found 
to  be  less  effective  than  glucose.  Within  the 
last  year  a new  hypertonic  solution  has  come 
into  use,  in  the  form  of  sucrose.  The  efficacy 
of  these  hypertonic  solutions  is  dependent  upon 
a decreased  blood  volume  and  upon  permeability. 
Decreased  blood  volume  is  necessary  before  fluid 
can  be  withdrawn  from  the  cerebrospinal  fluid 
spaces  and,  perhaps  to  some  slight  extent,  from 
the  cells.  Solutions  which  are  permeable  diffuse 
through  the  capillaries  and  into  the  tissues,  so  that 
after  the  initial  dehydrating  effect  they  not  infre- 
quently will  draw  fluids  back  into  the  tissues.  This 
accounts  for  the  so-called  “rebound”  phenomena 
which  comes  from  one  and  one-half  to  three 
hours  after  the  use  of  salines  or  glucose.  Many 
times  the  increase  in  edema  and  spinal  fluid  pres- 
sure that  occurs  after  the  initial  decrease  is  more 
difficult  to  manage  than  conditions  before  treat- 
ment was  instituted.  By  restriction  of  fluid  in- 
take and  by  loss  of  fluid  from  the  bowel,  skin, 
lungs  and  kidney,  vascular  fluid  volume  can  be 
kept  in  a suitable  state  for  the  use  of  the  hyper- 
tonic solution. 

To-date  there  has  been  but  one  clinical  report 
on  the  use  of  sucrose.  This  report  and  personal 
experience  would  indicate  that  sucrose  has  cer- 
tain advantages  over  the  other  solutions.  In  the 
first  place,  the  work  of  Masserman  shows  that 
there  is  less  initial  rise  and  rebound  with  the 
sucrose  than  with  the  glucose  or  salines.  The 
decrease  in  the  cerebrospinal  fluid  tension  is 
greater  and  more  prolonged  than  with  glucose. 
Sucrose  is  twice  the  molecular  weight  of  glucose 
and  is  less  permeable.  Sucrose  passes  the  blood- 
brain  barrier  in  only  a very  small  amount,  and 
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by  its  diuretic  action  80  to  90%  of  the  sugar  is 
excreted  through  the  kidney.  Hypertonic  sucrose 
solution  may  be  made  cheaply  and  easily  by  dis- 
solving granulated  sugar  in  twice  its  volume  of 
double  distilled  water  and  placed  in  a boiling  wa- 
ter bath  for  three  hours. 

SUMMARY 

It  has  been  the  purpose  of  this  paper  to  dis- 
cuss the  treatment  of  brain  edema  from  the 
standpoint  of  the  etiological  factors  and  the  dis- 
turbance in  the  interrelationship  of  the  intra- 
cranial contents.  Emphasis  has  been  placed  upon 
the  use  of  continuous  drainage  as  a means  of 
handling  acute  but  transient  states  of  severe  brain 
edema  with  marked  intracranial  pressure.  The 
point  has  been  stressed  that  hypertonic  solu- 
tions are  not  a cure-all  for  brain  edema  and  that 
the  solutions  are  only  effective  under  certain 
conditions.  Finally  a new  hypertonic  solution  has 
been  introduced  which  offers  certain  advantages 
and  is  deserving  of  clinical  trial. 

DISCUSSION 

DR.  J.  J.  KEEGAN,  (Omaha) : We  should  appreci- 
ate Dr.  Young’s  bringing  this  subject  before  the  gen- 
eral session,  because  it ' is  a much  more  common 
trouble  to  deal  with  than  many  physicians  recognize. 
As  Dr.  Young  has  cited,  cases  of  traumatic  and  toxic 
edema  occur  in  everyone’s  practice. 

I would  like  to  make  a distinction  between  “wet 
brain”  and  brain  edema  as  we  see  the  brain  post 
mortem.  It  is  a little  disturbing  to  see  these  two  en- 
tirely different  conditions  confused  by  good  patholo- 
gists. The  term  “wet  brain,”  as  commonly  used  re- 
fers to  an  excess  of  cerebronspinal  fluid  on  the  out- 
side of  the  brain.  Brain  edema  indicates  an  excess  of 
fluid  within  the  brain  tissue,  hence  the  brain  is 
larger  than  normal  and  leaves  less  room  for  cere- 
brospinal fluid  on  the  surface.  The  convolutions  are 
flattened  and  the  brain  appears  dry  rather  than 
“wet”.  The  “wet  brain”  is  produced  by  brain  atrophy 
or  dehydration  where  cerebrospinal  fluid  must  fill 
up  the  space  left  within  the  cranial  cavity. 

Traumatic  brain  edema  is  a subject  on  which  there 
is  some  difference  of  opinion.  Dr.  Hohlen  probably 
will  present  this  in  more  detail  in  his  following  paper. 
I would  like  to  emphasize  that  there  are  certain  ser- 
ious brain  injuries  which  will  not  be  influenced  ap- 
preciably by  intravenous  administration  of  hypertonic 
solutions.  When  traumatic  brain  edema  is  suspected 
this  therapy  should  be  tried  but  discontinued  if  no 
benefit  is  seen.  Those  cases  which  do  not  respond 
probably  have  disorganization  of  brain  centers  and 
the  prognosis  is  poor. 

I am  glad  Dr.  Young  has  called  attention  to  the 
use  of  sucrose  instead  of  glucose  solution  for  dehy- 
dration therapy.  The  sucrose  does  not  enter  the 
tissues,  draws  fluid  from  the  brain  and  is  all  elim- 
inated rapidly  by  diuresis,  hence  does  not  have  the 
tendency  to  cause  a late  reactive  edema  as  does  glu- 
cose which  enters  the  tissues.  The  experimental  re- 
ports impress  me  very  favorably  and  I would  predict 
that  within  a short  time  it  will  be  given  general  pref- 
erence to  glucose. 

Spinal  puncture  cannot  be  expected  to  relieve  brain 
edema,  for  there  is  little  cerebrospinal  fluid  to  drain 
and  the  pressure  drops  quickly  after  about  5 cc.  are 


removed.  This  indicates  a small  water  bed.  If  a 
large  amount  of  fluid  is  obtained  and  the  pressure 
drops  more  slowly  this  indicates  fluid  absorption 
block  and  some  dilatation  of  the  ventricles  of  the 
brain. 

A serious  complication  of  brain  edema  is  herniation 
of  the  cerebellum  into  the  foramen  magnum  with  a 
compression  ring  over  the  respiratory  center.  This  is 
caused  by  the  lack  of  room  in  the  cranial  cavity  for 
the  swollen  brain  and  the  lower  poles  of  the  cerebel- 
lum are  forced  into  the  spinal  canal.  Increased 
rigidity  of  the  neck,  difficulty  in  swallowing  and  cy- 
anosis are  the  diagnostic  signs.  Spinal  drainage  will 
make  this  condition  worse.  The  thing  to  do  is  reduce 
the  brain  edema  quickly  by  large  doses  of  intraven- 
ous 50%  glucose  or  sucrose.  By  a large  dose  is  meant 
150  cc.  of  50%  glucose  or  500  cc.  of  50%  sucrose.  A 
common  cause  of  failure  to  get  results  with  these 
solutions  is  that  too  small  amounts  are  given. 

Decompression  operations  are  no  longer  used  to  re- 
lieve brain  edema  for  as  much  and  probably  more 
can  be  accomplished  by  dehydration  therapy.  The 
unconscious  patient  who  does  not  respond  to  in- 
travenous glucose  or  spinal  tap  will  not  be  made  any 
better  by  an  operation,  probably  worse.  Exploratory 
trephine  may  be  justified  to  rule  out  a suspected 
hematoma  or  tap  a lateral  ventricle. 

I closing  I would  like  to  call  attention  to  a consid- 
erable group  of  often  undiagnosed  cases  of  acute 
toxic  or  inflammatory  brain  edema,  the  origin  of 
which  is  obscure.  Headache,  vomiting,  restlessness, 
delirium  or  stupor  are  common  symptoms.  Choked 
discs  may  develop  rapidly  with  retinal  hemorrhages 
and  blindness.  These  cases  should  be  recognized  by 
slight  neck  rigidity  on  ophthalmoscopic  examination 
and  relief  given  by  spinal  drainage  and  hypertonic 
solution  intravenously.  A suboccipital  or  subtem- 
poral decompression  may  be  necessary  to  save  sight, 
or  to  differentiate  some  of  these  cases  from  cere- 
bellar tumor.  It  is  my  impression  that  they  follow 
mild  respiratory  infections  and  are  a form  of  en- 
cephalitis. I have  been  confused  recently  by  some  of 
these  cases  and  have  done  exploratory  trephines  to 
rule  out  brain  abscess. 

DR.  JOHN  C.  THOMPSON,  (Lincoln):  Dr.  Young 
is  to  be  complimented  on  presenting  a subject  and 
material  for  everyday  use  which  is  very  important. 
I was  particularly  interested  in  his  remarks  on  con- 
tinuous drainage,  and  feel  that  it,  perhaps,  should  be 
used  more  often.  I was  also  interested  in  his  re- 
marks on  sucrose.  It  was  developed  by  brain  sur- 
geons and  later  taken  over  by  us  internists  upon 
finding  we  could  do  something  with  it  that  was  quite 
important. 

In  this  problem  in  many  instances  we  have  the 
general  problem  of  edema  to  face.  There  are  many 
cases  where  the  chemistry  has  been  so  altered  it  is 
impossible  that  it  might  be  changed.  Sucrose  has 
some  definite  application  in  certain  cases  and  in  one 
particular  instance  I have  in  mind.  To  a patient 
suffering  with  acute  glomerular  nephritis  it  proved  a 
life-saving  measure.  The  patient  was  sick  several 
weeks,  and  finally  developed  a condition  of  uremia, 
with  intense  headache  and  loss  of  vision,  when  she 
was  given  her  first  dose  of  sucrose.  Within  twenty- 
four  hours  she  passed  almost  a quart  of  fluid.  The 
dose  was  repeated,  and  in  twenty-four  hours  the  same 
thing  occurred.  No  further  sucrose  was  given,  and 
she  had  an  uneventful  recovery.  The  edema  was  over 
the  body  generally. 

It  is  rather  important  to  keep  in  mind  in  some  of 
these  people  suffering  with  edema  of  the  brain  and 
other  portions  of  the  body  that  sucrose  has  a very 
important  place.  Theoretically  sucrose  has  many  ad- 
vantages, and  clinically  it  seems,  at  least  in  the  small 
number  of  cases  I have  had,  it  has  a definite  ad- 
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vantage  as  a diuretic.  It  produces  a greater  urinary 
output  than  you  can  obtain  from  glucose. 

I think  Dr.  Young  is  to  be  complimented  on  pre- 
senting this  paper.  I believe  we  can  use  a great  deal 
of  the  information  given. 

DR.  YOUNG,  (closing):  I want  to  thank  the  dis- 
cussants for  their  remarks.  What  Dr.  Keegan  said 
about  meningitis  is  so  very  true.  The  old  forms  of 
treatment  of  brain  edema  in  epidemic  meningitis  have 


not  been  particularly  effective.  I think  perhaps  with 
the  use  of  antitoxin  we  will  have  something  of  great- 
er benefit  in  handling  this  type. 

Very  little  has  been  said  about  sucrose.  We  hate  to 
say  too  much.  In  one  case  we  had  a general  edema 
associated  with  bacterial  endocarditis.  The  patient 
was  delirious  and  very  edematous  with  no  effect  or 
relief  from  the  usual  diuretics.  We  gave  sucrose  and 
had  a splendid  result. 


HYPERTENSIVE  HEART  DISEASE* 

O.  V.  CALHOUN,  M.  D., 

Lincoln,  Nebraska. 


No  clinical  entity  in  medicine  today  reaches 
more  physicians  in  practice  than  hypertensive 
heart  disease.  Rare,  indeed,  is  the  practitioner  or 
specialist  in  even  the  most  restricted  fields  who 
does  not  have  some  phase  of  this  entity  to  con- 
sider. Hypertensive  heart  disease  and  its  se- 
quelae constitute  the  greatest  mortality  in  ages 
above  fifty.  You  only  need  consult  any  Journal 
of  The  American  Medical  Association  from  week 
to  week  to  be  convinced  that  over  fifty  per  cent 
of  the  deaths  are  of  this  etiology.  Fahr  esti- 
mates that  over  70,000  deaths  occur  annually  in 
the  United  States  alone.  Pearl  states  that  the 
span  of  life  has  increased  from  39  to  55  years 
over  the  last  2,000  years  but  the  expectancy  of 
life  over  55  is  decreasing.  Cohn  has  pointed  out 
that  the  increased  death  rate  from  circulatory 
diseases  is  due  to  savings  from  deaths  formerly 
resulting  from  infectious  diseases.  Statistics  re- 
veal a rise  in  death  rate  from  cardiac  causes 
from  1900  to  1930.  This  is  due  in  part  to  more 
accurate  diagnoses,  since  such  names  as  senility 
and  natural  causes  are  becoming  more  and  more 
infrequent  on  death  certificates.  With  the  in- 
crease of  longevity  as  a result  of  prevention  and 
educational  medicine  more  lives  are  placed  in  this 
susceptible  age  group  for  degenerative  diseases. 

Paul  D.  White  has  written,  “The  cause  of 
high  blood  pressure  is  not  known,  but  innumer- 
able theories  have  led  to  the  addition  to,  or  sub- 
traction from,  the  environment  of  patients  with 
hypertension  of  such  a collection  of  foods  and 
drugs,  joys  and  sorrows,  virtues  and  vices,  as 
would  comprise  most  of  the  human  experiences. 
In  many  instances  the  patients  have  been  bet- 
tered, in  many  others  they  have  been  made  worse, 
and  in  both  instances  the  blood  pressure  has  us- 
ually remained  the  same.” 

Mode  of  living,  dietary  regime,  adrenal  over 
secretion,  carotid  sinus  reflexes,  focal  infections, 
and  innumerable  other  causes  have  been  suggest- 
ed. All  have  their  adherents  and  offer  some 
proof  thereof.  However,  probably  one  of  the 
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most  important  factors  involved  is  heredity.  It 
has  been  suggested  by  some  wit  that  a good  pre- 
vention of  high  blood  pressure  would  be  the 
selection  of  your  ancestors.  The  hereditary  in- 
fluence is  seen  when  a large  group  of  family 
histories  are  reviewed.  It  occurs  far  too  con- 
sistently to  be  merely  coincidental.  Vascular  dis- 
ease and  its  sequelae  determine  longevity,  and 
normal  or  low  blood  pressures  are  found  in  fam- 
ilies who  live  to  a ripe  old  age.  This  factor 
is  becoming  better  recognized  by  insurance  com- 
panies in  the  selection  of  their  risks.  Applicants 
of  forty-five  years  or  over  with  a high  normal 
or  elevated  blood  pressure  have  in  their  family 
history,  aunts  or  uncles,  grandparents  or  parents 
with  a history  of  stroke,  apoplexy,  sudden  death, 
or  other  stigmata  of  this  clinical  picture.  In  oth- 
er words,  the  inherent  tendency  of  parents  to 
hypertension  is  shown  in  their  offspring.  It  is 
the  hereditary  factor  of  this  disease  that  I wish 
to  emphasize.  Is  it  any  more  reason  that  we 
might  not  inherit  shoddy  vessels  and  other  un- 
known contributing  causes,  as  well  as  blue  eyes, 
or  short  stature?  At  least,  it  is  my  contention 
that  these  individuals  have  the  tendency  along 
that  line  to  develop  subsequent  hypertension  and  if 
their  economic  and  financial  environment  makes 
them  “drivers  or  go-getters”  this  impairment  may 
display  itself.  We  have  followed  a fair  sized 
group  of  university-age  people  who  have  so  far 
developed  no  clinical  evidence  of  heart  disease. 
Their  blood  pressure  ranges  from  140-200  sys- 
tolic and  diastolic  from  90-120.  In  this  age 
group,  I believe,  are  the  ones  who  will  subse- 
quently manifest  heart  lesions.  I regret  time  is 
limited  and  case  histories  cannot  be  given,  but 
their  physical  findings,  and  past  histories  are  es- 
sentially negative  except  for  the  increased  pres- 
sure found  only  on  routine  examination.  It  has 
been  found  that  fluctuations  of  blood  pressure 
from  stimuli  are  greater  in  some  of  the  younger 
age  groups.  Blood  pressure  readings  vary 
from  hour  to  hour,  and  usually  fall  during  sleep. 
This  change  in  normal  subjects,  however,  is 
within  a small  range  of  15-20  mm  mercury! 
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Normal  subjects  who  have  their  hands  placed  in 
ice  water  at  5 degree  centigrade  will  experience 
a rapid  rise  in  blood  pressure  occuring  in  30  sec- 
onds, and  a drop  to  the  former  normal  level  with- 
in one  minute.  The  systolic  rise  is  from  15-20 
mm  and  diastolic  10  mm.  In  those  less  stable  in- 
dividuals with  hypervasomotor  system  the  blood 
pressure  rise  is  several  times  the  normal  in  both 
systolic  and  diastolic  pressures,  and  the  fall  to 
pretest  levels  is  much  slower.  A large  number 
of  this  group  have  a family  history  of  hyperten- 
sion and  it  is  to  be  expected  they  will  ultimately 
be  fit  candidates  for  subsequent  cardiac  changes. 
It  is  with  this  group  of  maturing  people,  that 
undoubtedly  years  of  life  may  be  saved  by  advis- 
ing a more  restricted  career.  It  is  here  that  the 
high  school  and  college  medical  departments 
could  be  of  definite  service  in  referring  cases  of 
youth  with  hypertension  to  proper  fields  for 
study  and  advice.  Examples  may  be  cited.  A 
young  man  aged  20,  a student  in  engineering 
school  at  the  University,  is  a beautiful  specimen 
of  physical  development  except  for  hypertension. 
This  averages  from  160-200  systolic  to  90-110 
diastolic.  There  are  no  complaints  or  physical 
findings  otherwise,  even  in  the  eye  grounds.  He 
is  a member  of  the  Pershing  Rifles,  the  choice 
unit  of  the  University  Reserve  Corp.  It  was  his 
plan  to  become  a construction  engineer  with  field 
work  entirely.  With  the  approaching  dangers  of 
hypertension,  he  was  warned  to  change  his  col- 
legiate course  in  order  to  prepare  for  the  archi- 
tectural future  of  engineering,  where  his  life  will 
be  more  sedentary  and  his  exertion  less  stren- 
uous on  a failing  myocardial  reserve. 

Another  example  is  a university  man  now  a 
senior,  who  had  been  extremely  active  as  a stu- 
dent in  extra  curricular  affairs.  He  had  been 
the  editor  of  the  Daily  Nebraskan  and  he  planned 
a career  of  city  newspaper  work.  No  more  dif- 
ficult work  could  be  thought  of  with  the  hurry 
and  excitement  which  this  field  would  involve. 
He  was  advised  to  operate  a small  country  news- 
paper, and  at  present  he  is  working  in  that  ca- 
pacity. It  is  my  belief  that  years  have  been 
added  to  the  lives  of  these  young  people.  That 
is  the  purpose  of  this  paper  in  doing  something 
before  the  damage  is  too  great. 

Much  discussion  occurs  in  the  literature  as  to 
just  what  term  adequately  describes  this  hyper- 
tension syndrome.  There  is  a general  laying 
down  of  calcareous  deposit  inside  the  large  and 
medium  sized  vessels  with  advancing  age.  This 
alone  is  not  the  causative  factor.  In  fact  it  is 
generally  conceded  that  the  elevation  of  pressure 
precedes  degenerative  changes.  Hypertension  is 


frequently  found  without  any  evidence  of  arterial 
or  arteriolar  changes,  while  marked  large  vessel 
sclerosis  occurs  in  the  aged  without  any  signif- 
icant hypertension. 

Fahr  has  used  the  term  hyperiesia,  which  orig- 
inated with  Sir  Clifford  Allbutt  in  differentiating 
cases  of  primary  hypertension  without  known 
cause  from  hypertension  secondary  to  a known 
cause  such  as  infectious  nephritis.  It  has  long 
been  called  arteriosclerosis  or  arteriolar-sclerosis. 
While  the  small  vascular  beds  are  usually  some- 
what involved  in  primary  hypertension,  it  remains 
a question  whether  this  is  cause  or  effect. 

Essential  hypertension  is  based  as  a synonym 
for  primary  hypertension.  Cardio-renal-vascular 
disease  is  also  used  but  the  kidneys  frequently 
show  no  arteriolar-sclerosis  at  autopsy,  and  with 
no  renal  insufficiency  except  as  a consequence 
of  heart  failure.  Because  of  this  many  authori- 
ties on  the  subject  believe  the  term  ambiguous. 
Formerly  the  term  of  chronic  myocarditis  was  fa- 
miliar, and  under  this  nomenclature  many  of 
these  deaths  were  classified.  Many  resent  the 
use  of  myocarditis,  for  this  implies  an  inflamma- 
tory change  in  the  heart  muscle  rather  than  de- 
generation, probably  through  the  blood  supply. 
But  like  most  things  medical,  when  the  etiology  is 
obscure,  and  methods  of  management  many,  con- 
flicting literature  arises. 

Continued  hypertension  from  whatever  cause, 
is  a progressive  strain  upon  the  heart,  leading 
eventually  to  hypertrophy,  dilatation,  and  finally 
failure.  As  the  blood  pressure  rises  in  its  insid- 
ious way,  so  does  the  work  of  the  left  ventricle. 
Higher  levels  of  blood  pressure  must  be  main- 
tained by  greater  pumping  force,  or  hyper- 
trophied myocardium.  At  first  the  left  ventricle 
dialates  according  to  “the  law  of  the  heart,”  to 
accomplish  the  demands  placed  upon  it.  In  the 
early  stages  this  small  dilatation  is  of  no  measur- 
able significance  in  the  examination  of  the  heart, 
either  percussably  or  radiographically.  The  dila- 
tation is  followed  by  hypertrophy,  until  finally  it 
reaches  a state  when  the  demands  become  greater 
than  the  failing  heart  can  supply,  and  decompen- 
sation ensues.  This  sequence  of  events  usually 
takes  place  very  slowly  over  a matter  of  many 
years,  depending  upon  the  demands  placed  upon 
the  heart  by  physical  energy.  Fortunate  indeed  is 
the  cardiac  whose  livelihood  is  not  too  dependent 
upon  strenuous  endeavors.  The  exact  duration 
probably  will  never  be  known  until  people  are 
willing  to  have  careful  check-up  examinations 
made  from  year  to  year.  The  rapidity  of  pro- 
gression depends  upon  the  type  of  hypertension. 
The  benign  type  lends  more  to  chronicity,  and 
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results  in  such  a gradual  progress  over  years  as 
to  be  asymptomatic,  and  is  discovered  only  by 
chance  in  insurance  or  routine  examinations.  The 
more  rapidly  progressive  form  or  so-called  ma- 
lignant hypertension  produces  symptoms  in 
shorter  time,  and  demands  medical  attention  earli- 
er. Unfortunately,  this  type  responds  practically 
nil  to  any  present  day  mode  of  treatment,  and  lit- 
tle can  be  done  to  halt  its  ravages.  Renal  in- 
sufficiency is  predominte  in  this  lesion,  and  death 
occurs  through  the  uremic  route.  The  causative 
agent  or  agents  may  some  day  in  not  the  too 
distant  future,  shed  great  light  on  these  separate 
types  of  hypertension. 

In  the  benign  form  certain  factors  are  known 
to  influence  hypertension.  Toxemia  of  preg- 
nancy and  menopause  are  prevalent  in  their  re- 
spective age  groups.  Whether  there  is  some  en- 
docrine factor  we  do  not  know,  but  in  the  latter 
our  suspicions  are  aroused.  Diet  has  long  been 
accused  but  little  condemned,  per  se.  We  do 
know  obesity  favors  progression,  and  like  the 
hypertension  tendency  may  follow  the  twigs  of 
the  family  tree  from  generation  to  generation. 
Foci  of  infection  such  as  teeth  and  tonsils  are 
often  removed  without  benefit.  Relief  from  cer- 
tam  mental  and  physical  strains,  through  some 
gradual  slowing  up  process  undoubtedly  add 
years  to  the  patient’s  life  and  contentment. 

The  clinical  manifestations  may  be  many  or 
few,  and  are  too  well  known  to  you  for  review, 
except  to  mention  that  early  decompensation  may 
be  called  cold  or  “flu”  over  a considerable  period 
of  time.  Frequently  an  old  mitral  lesion  may  be 
compensated  until  the  hypertension  overbalances 
the  cardiac  reserve.  When  hypertension  is  es- 
tablished, over  80  per  cent  have  a systolic  mur- 
mur due  to  a dilatation  and  hypertrophy  of  the 
left  heart,  leaving  the  valve  incompetent.  The 
vascular  changes  should  be  studied  from  time  to 
time  by  the  ophthalmoscope,  for,  as  you  know, 
this  is  our  only  means  of  visualization  of  vessels. 

The  prognosis  for  these  patients  depends  much 
upon  the  mode  of  living  and  their  ability  to  draw 
less  and  less  on  their  diminishing  reserves.  It 
also  depends  upon  the  extent  and  progress  of  the 
devastating  forces.  Probably  no  other  disease 
requires  more  tactful  explanation  and  assurance 
than  this.  One  thing  is  certain : people  should 
not  be  allowed  to  regulate  living  from  one  blood 
pressure  reading  to  another.  Instead  detailed 
and  thoughtful  explanation  should  be  made  that 
the  process  has  been  long  standing.  Frankness 
has  no  substitute  and  honesty,  in  ignorance  of 
cause,  no  apologies. 

It  is  best  to  inform  these  patients  that  they 


have  50,000  miles  on  their  vascular  system,  and 
there  are  no  new  models  or  new  parts  available. 
They  must  drive  the  old  machine.  To  do  this 
it  requires  driving  slower  at  a more  careful  rate 
of  speed  ere  some  misfortune  overtakes  them. 
It  is  certainly  inadvisable  to  take  these  active 
people  entirely  out  of  their  work  but  they  should 
be  allowed  to  continue  under  the  slow  order.  It 
is  also  difficult  to  use  tactful  warning  in  order 
to  get  desired  rest  and  yet  not  make  them  cardiac 
invalids.  This  often  requires  several  months  to 
strike  the  desired  medium.  However,  when  rest 
is  obtained  and  the  physical  routine  broken,  de- 
sired results  are  expected.  Assurance  should  be 
constantly  offered  to  the  patient.  He  should  be 
spared  the  mental  hazard  and  strain  of  impending 
danger,  although  the  family  should  be  thoroughly 
informed  about  it. 

It  it  were  possible  to  give  the  heart  physiologi- 
cal rest  as  can  be  given  an  arm  or  leg  in  a cast, 
the  treatment  of  heart  disease  would  be  indeed 
simple.  Since  the  heart  must  continue  its  work 
from  embryo  to  senescence,  constantly  on  the 
job,  rest  for  it  can  be  only  had  of  basal  nature. 
This  rest  must  be  both  mental  and  physical,  for 
bed  rest  alone  does  not  slow  a worried  heart. 
Digitalis  is,  of  course,  indicated  even  though  de- 
compensation or  fibrillation  is  not  present.  Vas- 
cular dilators  if  sclerosis  of  coronary  vessels  is 
present,  rest  and  restricted  routine,  proper  drugs 
well  administered,  and  sympathetic  advice  all  are 
given  to  the  answer — “What  can  we  do  for  high 
blood  pressure?” 
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DISCUSSION 

DR.  JOHN  C.  THOMPSON,  (Lincoln):  I do  not 
believe  we  should  let  a paper  of  this  character  slip 
by  without  discussion.  I particularly  would  like  to 
compliment  Dr.  Calhoun  on  his  refraining  from  giving 
a great  deal  of  advice  about  various  medications  in 
this  disease,  and  particularly  the  point  of  avoiding 
discussion  of  blood  pressure  findings  with  the  pa- 
tient. The  advice  along  the  line  of  rest  I think 
answers  the  question  as  nearly  as  any  physician  can 
answer  it. 

The  thought  occurs  to  me  a hypertension  case  of 
45  or  over  is  not  the  same  clinical  problem  as  a hy- 
pertension case  which  occurs  in  youth.  You  cannot 
safely  assume  a person  with  a hypertension  at  20 
will  have  it  at  40.  I have  not  followed  any  group 
long  enough  to  make  any  definite  statements  in  that 
regard.  I do  know  there  are  conditions  which  pro- 
duce hypertension  in  youth  which  probably  do  not 
have  anything  to  do  with  hypertension  of  later  years. 
I refer  to  those  cases  of  vasomotor  instability  which 
we  often  find  in  younger  people.  There  is  probably 
some  chemical  change  which  may  be  balanced  as  the 
individual  grows  older,  which  takes  care  of  the  situ- 
ation. There  may  be  some  thyroid  dysfunction — I 
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refrain  from  using  the  word  hyperfunction — which 
may  have  something  to  do  with  the  development  of 
hypertension  in  youth.  We  know  vascular  changes 
often  straighten  themselves  out  as  time  goes  on.  It 
is  possible  the  patient  later  may  have  hypertension. 

From  the  standpoint  of  medication,  I should  like 
to  make  one  remark.  All  medication  such  as  nitro- 
glycerin in  my  experience  have  little  value  except  in 
those  instances  where  we  are  in  danger  of  serious 
sequelae.  I do  not  believe  ordinarily  the  patient 
should  be  given  such  medication.  I believe  there  is 
some  evidence,  in  some  instances  of  cardiac  diffi- 
culty, that  there  is  a medicine  which  occasionally  is 
helpful.  That  is  one  of  the  coronary  dilators  and 
occasionally  a little  digitalis. 

There  is  one  point  I should  like  to  make.  The 
question  of  bed  rest  comes  up  in  these  cases,  and 
particularly  where  tension  is  high.  I think  it  is  help- 
ful to  such  people;  but  if  we  put  every  patient  with 
hypertension  to  bed,  we  would  be  in  a tough  row  of 
stumps,  for  we  would  have  many  people  over  45  in 
bed.  If  we  do  not  put  the  occasional  patient  in  bed, 
we  are  apt  to  be  criticized  if  he  develops  apoplexy. 
It  occurs,  however,  in  individuals  who  have  never 
shown  hypertension. 

Arteriosclerosis  and  hypertension  have  not  so  very 
much  in  common.  A patient  may  have  a certain  part 
of  his  vascular  tree  sclerotic  and  rupture,  and  still 
carry  a low  blood  pressure.  I have  in  mind  a family 
where  the  woman  has  constantly  had  a pressure  of 
over  200  since  the  year  1920.  She  is  still  living  in 
fairly  good  condition.  Her  husband,  with  a blood 
pressure  of  120,  last  summer  had  a stroke  of  apoplexy. 


DR.  FRANK  CONLIN,  (Omaha):  I only  want  to 
emphasize  what  Dr.  Calhoun  has  already  said  about 
the  importance  of  heredity  as  a factor  in  this  disease. 
Someone  has  said,  “We  die  of  the  disease  with  which 
we  are  born.’’ 

In  a study  of  family  histories  of  patients  with  hy- 
pertensive heart  disease,  one  is  particularly  struck 
with  the  frequency  of  disease  of  the  cardiovascular 
apparatus  in  the  ancestry. 

Realizing  this,  we  may  do  much  for  these  patients 
by  instructing  them  about  care  and  conduct  of  their 
lives.  Osier  has  said  the  causes  of  arteriosclerosis 
may  be  summed  up  by  the  words,  “Time,  Tension 
and  Toxins.”  If  we  add  hereditary  tendencies  we 
have  a basis  for  an  outline  of  treatment  that  should 
be  helpful  to  these  patients. 

I am  glad  Dr.  Calhoun  did  not  emphasize  the  use 
of  drugs,  but  stressed  the  importance  of  rest,  educa- 
tion of  the  patient,  etc. 

DR.  CALHOUN,  (closing) : I wish  to  thank  Dr. 
Thompson  and  Dr.  Conlin  for  discussion  of  this  paper. 
The  drugs  have  been  purposely  omitted  from  discus- 
sion. In  that  regard  we  have  no  definite  drug  at  this 
time  which  will  permanently  lower  blood  pressure,  and 
I am  not  sure  that  even  though  we  did  have  it  would 
solve  the  problem.  The  rise  in  blood  pressure  has  been 
over  considerable  period  of  time,  and  regardless  of  the 
cause  is  probably  raised  for  some  definite  purpose, 
and  to  lower  it  by  such  means  probably  would  not  be 
desirable.  The  points  again  which  I wish  to  empha- 
size are  the  hereditary  tendency,  and  the  ability  to 
live  a life  in  harmony  with  such  an  impairment. 


PRESENT  STATUS  OF  GASTRIC  SURGERY* 
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DUODENAL  ULCER 

The  logical  method  of  treating  disease  is  to 
find  and  remove  the  cause.  Although  this  is 
highly  desirable,  no  single  etiological  factor  has 
been  found,  the  removal  of  which  permanently 
cures  chronic  peptic  ulcer. 

Many  causes  have  been  advanced.  Ochsner 
states  that  there  is  a tendency  in  certain  individ- 
uals to  develop  ulcer;  this  he  calls  ulcer  dia- 
thesis. In  addition,  there  is  a tendency  of  cer- 
tain parts  to  develop  peptic  ulcer,  as  the  lower 
end  of  the  esophagus,  stomach,  duodenum,  je- 
junum, Meckel’s  diverticulum.  This  is  called 
tissue  susceptibility.  These  factors  can  not  be  in- 
fluenced by  therapy.  Treatment  then  must  be 
directed  toward  factors  which  can  be  corrected. 
These  are : 

Hypersecretion 

Hyperacidity 

Focal  infection 

Gastric  trauma 

Pylorospasm 

Psychic  strain 

Vagatonia  of  Bergmann 

Sympathico-adrenal  hyper-irritability  of  Crile. 

The  treatment  essentially  is  medical ; surgery, 
largely  being  the  treatment  of  complications.  A 
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consideration  of  the  patient  as  a whole  is  neces- 
sary if  treatment  is  successful  by  either  medical 
or  surgical  means. 

Eating  at  least  every  two  hours  is  essential. 
The  importance  of  fatigue  and  worry  is  shown 
by  Barford's  observations.  From  his  study  of 
126  cases,  the  following  deductions  were  made. 
The  most  frequent  cause  of  aggravation  of  symp- 
toms was  worry — 26  cases.  The  second  most 
frequent  cause  of  aggravation  was  overwork  and 
fatigue — 14  cases. 

Psychic  and  physical  rest  are  important  in  the 
treatment  of  this  disease. 

Smoking  is  absolutely  contra-indicated.  Nic- 
otine causes  increased  gastric  secretion  and  in 
addition,  because  of  its  vasospastic  action  on 
blood  vessels  may  produce  ischemia  of  the  gas- 
tric mucosa.  Cigarette  smokers  are  very  apt  to 
smoke  between  meals  when  the  stomach  is  emp- 
ty at  which  time  hypersecretion  is  especially 
harmful.  It  is  entirely  possible  that  the  greater 
frequency  of  peptic  ulcer  in  males  4-1  is  due  to 
this  factor.  If  such  is  the  case,  we  can  soon  ex- 
pect a marked  increase  in  the  incidence  of  peptic 
ulcer  in  females. 
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The  positive  indications  for  surgical  treatment 
of  peptic  ulcer  are : 

1.  Perforation. 

2.  Pyloric  obstruction 

3.  Severe  and  uncontrollable  hemorrhage. 

4.  Deep  penetrating  type  of  ulcer. 

5.  Those  which  do  not  respond  to  medical  therapy. 

If  surgery  is  indicated,  what  operative  proce- 
dure should  be  used  ? 

Perforated  ulcer  should  be  operated  early  by 
simple  suture  and  not  by  adding  gastro-enterosto- 
my. 

Pyloric  obstruction — No  one  questions  the  re- 
sults obtained  by  gastro-enterostomy  in  long 
standing  cicatrizing  ulcers  associated  with  gas- 
tric retention. 

In  other  than  these  two  conditions,  there 
seems  to  be  much  dispute. 

The  multiplicity  of  surgical  procedures  for 
duodenal  ulcer  is  evidence  that  no  single  method 
is  satisfactory.  It  would  be  unwise  to  expect 
any  one  method  to  serve  all  conditions  and  at- 
tempting to  fit  the  individual  to  the  operation  has 
resulted  in  needles  failure.  The  value  of  any 
surgery  depends  upon  its  safety  and  the  results 
obtained. 

In  general,  three  types  of  operation  are  at  our 
disposal : 

1.  Operations  on  the  pylorus  either  by  py- 
loroplasty, gastroduodenostomy  or  Billroth  No. 
1.  These  are  unquestionably  the  most  phvsio- 
logic,  but  in  many  cases  are  technically  difficult 
or  impossible. 

2.  Partial  Resection — Different  reasons  have 
been  advanced  for  the  desirability  of  resection. 
One  is  that  the  area  of  the  duodenum  and  stom- 
ach which  is  the  common  site  of  ulcer  should  be 
removed  ; thereby  removing  the  susceptible  tissue. 
Another  reason  is  an  attempt  to  remove  the  acid 
bearing  portion  of  the  stomach  thereby  reducing 
acid  or  producing  anacidity.  In  either  case,  this 
would  necessitate  wide  resection.  The  mortality 
of  this  operation  in  ordinary  hands  would  be  at 
least  five  times  that  of  gastro-enterostomy.  In 
addition,  it  seems  that  surgery  which  would  cause 
achlorhydria  is  too  radical  for  the  disease ; how- 
ever, there  are  cases  in  young  individuals  with 
very  high  acid  values  who  do  not  respond  to 
other  forms  of  treatment  in  which  resection  is 
indicated. 

3.  Gastro-enterostomy — When  this  operation 
is  used  in  properly  selected  cases,  the  results  will 
compare  favorably  with  other  operations  with  a 
minimum  mortality.  Balfour  reports  in  a study 
of  1,086  consecutive  cases  of  chronic  duodenal 


ulcer  followed  over  a period  of  seven  years  and 
more:  “In  respect  to  the  value  of  the  different 
types  of  operations,  this  study  showed  conclu- 
sively that  the  conservative  operations  present  so 
many  advantages  that  they  are  the  operations  of 
choice  for  chronic  duodenal  ulcer  both  with  and 
without  complications.  In  particular,  the  value 
of  gastro-enterostomy  clearly  is  apparent,  for  not 
only  does  it  usually  bring  about  complete  and 
permanent  healing  of  duodenal  ulcer,  but  in  the 
event  of  recurrence  of  ulceration  in  the  stomach 
or  duodenum,  it  is  the  only  operation  which  per- 
mits restoration  of  normal  continuity  of  the 
stomach  and  duodenum ; an  advantage  which  is 
unnecessary  to  emphasize.” 

The  particular  objection  to  gastro-enterostomy 
is  a serious  one;  namely,  jejunal  ulcer.  This  is 
due  to  the  inherent  inability  of  tissue  unused  to 
gastric  chyme  to  protect  itself  from  erosion.  This 
inability  increases  steadily  from  the  duodenum  to 
the  ilium.  The  most  effective  means  of  avoiding 
jejunal  ulcer  is  to  avoid  gastro-jejunal  anasto- 
mosis in  cases  where  gastric  acid  is  high  with  lit- 
tle or  no  obstruction. 

The  common  belief  that  marginal  ulcer  does 
not  occur  and  also  that  dietery  regime  is  unnec- 
essary following  resection  is  erroneous.  Heuer 
states  that  the  results  of  seventeen  authors  from 
various  countries  showed  recurrent  or  jejunal  ul- 
cer follows  gastro-enterostomy  in  from  0.9  to 
0.9%,  the  average  3%.  He  found  that  the  sta- 
tistics given  by  eight  authors  showed  that  recur- 
rent or  jejunal  ulcer  follows  partial  gastrectomy 
in  from  0.6  to  0%  or  an  average  of  1.9%. 

GASTRIC  ULCER 

Gastric  ulcer  must  be  considered  as  suspicious 
of  malignancy.  Rivers  and  Dry  from  a study 
concluded  that  a patient  who  has  a gastric  ulcer 
should  be  suspected  of  harboring  malignancy  if 
the  symptoms  are  of  short  duration,  if  they  have 
persisted  without  remission,  if  relief  from  a care- 
ful medical  regime  is  inadequate  and  if  blood 
has  continued  to  appear  in  the  stool.  They  ex- 
pressed the  belief  that  there  is  still  greater  prob- 
ability that  the  lesion  is  malignant  if,  in  addi- 
tion, the  ulcer  is  large,  if  it  is  situated  near  the 
pylorus  on  the  greater  curvature  or  anterior  wall 
and  if  hydrochloric  acid  is  demonstrably  absent 
from  the  gastric  content  or  if  the  concentration 
of  the  acid  therein  is  low. 

Considering  then  the  possibility  of  malignancy 
in  gastric  ulcer,  the  ideal  surgical  procedure  is 
partial  gastrectomy.  However,  if  resection  is 
performed  on  all  gastric  ulcers,  the  mortality  of 
resection  will  be  greater  than  the  incidence  of 
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malignant  degeneration.  Those  cases  then  which 
do  not  show  prompt  symptomatic  relief  with  de- 
crease in  the  roentgenographic  niche  should  be 
operated.  There  are  cases  which  because  of  the 
location  of  the  lesion,  age,  and  condition  of  the 
patient,  more  conservative  treatment  is  indicated. 
This  usually  consists  in  excision  of  the  ulcer  plus 
gastro-enterostomy  or  if  excision  is  impossible, 
gastro-enterostomy  alone. 

GASTRIC  CARCINOMA 

The  most  common  cause  of  death  from  cancer 
is  carcinoma  of  the  stomach.  Cramer  states  that 
42.8  per  cent  of  deaths  from  cancer  occur  as  the 
result  of  carcinoma  of  the  stomach.  The  major- 
ity of  cases  occur  near  the  pylorus  where  they 
cause  symptoms.  Persons  complaining  of  indi- 
gestion which  does  not  promptly  respond  to  ther- 
apy should  have  a gastro-intestinal  x-ray  study. 
The  x-ray  is  of  paramount  importance  in  the 
early  diagnosis  of  cancer  of  the  stomach.  Sev- 
enty per  cent  of  cases  give  a history  of  symptoms 
for  only  a short  time;  thirty  per  cent  give  a his- 
tory of  symptoms  for  a long  time.  Of  those  with 
long  histories,  95%  mimic  or  are  suggestive  of 
peptic  ulcer. 

Early  carcinoma  of  the  stomach  is  frequently 
easy  to  diagnose  on  the  x-ray  films,  to  explore, 
and  to  remove.  Most  statistics  show  that  about 
25%  of  cases  seen  are  resectable.  Unfortunate- 
ly, the  attitude  of  many  physicians  that  cancer  is 
a hopeless  condition  attended  with  a high  mor- 
tality and  offering  no  hope  of  cure  or  relief  de- 
prives patients  of  the  possibility  of  cure. 


There  is  no  difference  of  opinion  as  to  the 
treatment  of  carcinoma  of  stomach.  It  is  radical 
surgery  as  only  by  early  removal  of  the  growth 
is  there  a prospect  of  cure.  The  important  point 
to  emphasized  is  that  unless  distant  metastasis 
is  proven,  every  case  is  entitled  to  exploration. 
Involvement  of  glands  in  the  neighborhood  of 
the  growth  does  not  necessarily  mean  inoper- 
ability. These  may  be  inflammatory.  Even  if 
all  malignant  glands  can  not  be  removed,  palli- 
ative resection  assures  that  obstruction  will  not 
result.  They  may  live  in  comfort  until  metastasis 
to  the  liver  occurs  which  is  relatively  painless. 

In  those  cases  in  which  resection  is  impossible, 
a section  should  be  obtained.  If  it  proves  to  be 
a lympho-sarcoma,  x-ray  therapy  may  be  affec- 
tive in  causing  a disappearance  of  the  growth. 
Balfour  and  Hargis  in  a series  of  one  thousand 
cases  report  that  52%  of  those  whose  lymph 
nodes  were  not  envolved  were  alive  and  well  at 
the  end  of  three  years;  whereas,  19%  whose 
regional  lymph  nodes  were  envolved  were  alive  at 
the  end  of  three  years. 

Gatewood  in  a study  of  the  cases  of  carci- 
noma of  the  stomach  entering  Presbyterian  Hos- 
pital reports,  50%  were  inoperable  when  first 
seen  or  refused  operation.  Two  hundred  and 
nine  cases  were  explored  of  which  30%  were  so 
extensive  that  the  operation  was  purely  explora- 
tory. Fifty-eight  resections  were  done  with  a 
mortality  of  18%.  Those  patients  who  survived 
operations,  46.1%  lived  over  three  years,  39.5% 
survived  over  five  years. 


DERANGEMENTS  OF  THE  COCCYX* 

HERMAN  F.  JOHNSON,  M.  D.,  F.  A.  C.  S„ 
University  of  Nebraska,  College  of  Medicine, 
Department  of  Orthopaedic  Surgery, 
Omaha,  Nebraska. 


The  coccyx  represents  the  caudal  extremity  of 
the  spine  and  variations  in  its  contour,  length, 
and  alinement  are  common.  Traumata  to  this  ap- 
pendage occur  frequently  and  often  are  dis- 
abling. Treatment  of  coccygodynia  deserves 
careful  attention. 

Embryologists(1)  (2)  have  demonstrated  that 
in  the  human  embryo  of  approximately  seven 
to  twelve  millimeters,  there  is  present  a true  tail 
one-sixth  the  length  of  its  body.  This  consists 
of  seven  to  nine  vertebral  rudiments  and  a distal 
portion  of  soft  tissue,  which  is  often  simply  a 
filament.  With  the  development  of  the  embryo, 
the  osseous  structure  recedes  as  well  as  partially 

’From  the  service  of  Drs.  Lord,  Schrock  & Johnson. 


absorbs,  so  that  four  or  five  segments  remain 
which  make  up  the  true  coccyx.  This  distal  por- 
tion is  also  made  less  prominent  as  it  is  carried 
forward  by  the  curvature  of  the  sacrum. 

Mal-developments  in  this  process  of  readjust- 
ment are  easily  conceivable  and  may  vary  trom 
that  of  an  unduly  prominent  coccyx  projecting 
posteriorally  with  obvious  inconvenience,  to  an 
extreme  degree  with  the  formation  of  a true 
tail.  Reports  of  the  latter  phenomenae  are 
numerous  in  medical  literature.  The  earliest 
case  reported  of  a child  born  with  a tail  was  in 
1864.  In  1901,  Harrison(3)  gives  a comprehen- 
sive discussion  of  this  subject.  He  states  that 
with  the  regressive  changes,  there  is  no  reduc- 


452 


DERANGEMENTS  OF  COCCYX:  JOHNSON 


Nebr.  S.  M.  Jour. 
December,  1936 


tion  in  the  number  of  coccygeal  segments,  but 
that  simply  by  the  progressive  development  of 
the  pelvic  girdle  and  its  musculature,  this  pro- 
minence disappears.  This  finding  is  also  veri- 
fied by  Hist  and  Rosenberg.  The  non-vertebral 
portion  atrophies  normally,  while  in  the  develop- 
mental freaks,  this  forms  the  tail.  From  time 
immemorial,  accounts  have  been  recorded  of 
tailed  races  of  men  who  had  their  existence  in 
various  parts  of  the  world.  In  an  analysis  of 
our  group  of  patients,  we  have  found  several  in- 
stances in  which  a congenital  abnormality  plays 
a distinct  part  in  the  production  of  coccygodynia. 


together  and  angulated  forward  at  a variable 
degree.  Lateral  deviations  are  not  uncommon 
and  usually  symptomless. 

The  muscle  attachments  are  of  importance  in 
that  proper  anchorage  must  be  afforded  follow- 
ing excision  of  the  coccyx  so  as  to  preserve  the 
pelvic  diaphragm.  Fibers  of  the  gluteus  maxi- 
mus  have  their  origin  from  the  posterior  and 
lateral  surfaces  of  the  upper  three  segments. 
The  posterior  fibers  of  the  levater  ani  and  coccy- 
geus  are  attached  along  the  lateral  borders  and 
the  sphincter  ani  externus  to  its  tip.  The  nerve 
supply  is  of  little  significance,  as  the  posterior 


Fig.  I — Congenital  abnormalities  of  coccyx,  producing  symptoms  of  discomfort,  (a)  Posterior  angulation  of  sacrum  with 
prominence  at  sacro-coccygeal  junction,  (b)  Redundant  coccyx  with  sharp  anterior  angulation  of  distal  segment. 


(Fig.  1,  a & b).  Gruen  and  Pyle(4)  mention  a 
West  Point  cadet  who  had  an  elongation  of  his 
coccyx  forming  a protrusion  which  bulged  visi- 
bly under  the  skin.  This  produced  great  dis- 
tress when  it  was  necessary  for  him  to  ride  a 
horse.  Then  again,  there  are  reported  cases 
in  which  there  is  a complete  absence  of  the 
coccyx. 

ANATOMY 

Oakman(5>  describes  the  anatomy  of  the 
coccyx  in  detail  and  these  well  known  facts  are 
briefly  repeated  here.  The  proximal  segment 
is  web-shaped,  and  toward  mid-life  becomes 
fused  with  the  sacrum.  The  last  three  or  four 
segments,  as  the  case  may  be,  are  usually  fused 


division  of  the  fifth  sacral  nerve  passes  through 
the  corresponding  sacral  foramen  and  no  nerves 
emerge  below  this.  The  inferior  hemorrhoidal 
branch  of  the  internal  pubic  nerve  supplies  the 
distal  coccygeal  region. 

ETIOLOGY 

By  far  the  predominating  causation  of  true 
coccygodynia  is  trauma,  and  females  constitute 
the  greater  number  of  patients.  The  high  posi- 
tion of  the  coccyx  in  men  and  closer  proximity 
of  the  tuberosity  of  ischii  make  this  area  less 
vulnerable  to  trauma  in  the  male.  Injuries  at 
parturition  are  not  uncommon.  Copeland(6) 
reports  a case  of  obstruction  to  the  pelvic  outlet 
which  was  so  marked,  that  low  forceps  were 
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used ; and  after  strong  traction,  a snap  in  the 
coccyx  region  was  noted,  followed  by  easy  de- 
livery. Not  infrequently  women,  following 
childbirth,  develop  coccygodynia  as  a result  of  the 
trauma  incident  to  labor,  and  these  cases  usual- 
ly are  relieved  bv  excision  of  the  coccyx.  Procto- 
logists often  find  patients  suffering  from  coc- 
cygodynia with  very  obvious  rectal  pathology ; 
and  in  our  group,  two  cases  in  which  we  con- 
sidered the  coccyx  normal,  complete  relief  was 
obtained  by  hemorrhoidectomy. 

The  usual  mechanism  of  injury  is  that  of 
direct  blow  by  a fall  in  the  sitting  position, 
alighting  on  a hard  surface  or  more  often  on 
the  edge  of  a step  or  curbing.  A kick  from  a 
boot  also  has  been  reported  as  a contributing 
factor.  In  individuals  sitting  for  prolonged 
periods  on  hard  chairs  or  riding  horseback, 
particularly  without  a saddle,  a gradually  in- 
creasing coccygodynia  may  occur.  In  severe 
crushing  injuries  to  the  pelvis,  disarticulation  of 
the  coccyx  may  be  found ; and  occasionally  by 
indirect  violence,  such  as  sneezing  or  straining 
at  stool,  a painful  lesion  may  develop.  However, 
when  there  is  no  definite  trauma  or  congenital 
abnormality,  and  the  complaint  is  found  in  a 
neurotic  type  of  individual,  one  must  be  very 
slow  in  recommending  radical  procedures.  The 
young  neurotic  Jewess  is  often  affected  by 
coccygodynia,  and  operative  procedure  on  this 
type  have  placed  excision  in  a bad  light  on  many 
occasions. 

SYMPTOMS  AND  SIGNS 

Symptoms  are  quite  constant.  Sitting  upright 
in  a hard  chair  is  painful  and  often  impossible. 
The  patient  sits  with  a trunk  list,  usually  on  the 
edge  of  a chair.  If  the  condition  is  of  long 
standing,  a definite  neurosis  may  develop  and 
often  it  is  thought  by  the  physician  that  the 
nervous  state  antedates  the  onset  of  the  coccyx 
symptoms,  while  the  reverse  may  be  true.  This 
has  been  demonstrated  by  complete  relief  of 
symptoms  with  proper  excision.  These  patients 
often  are  seen  carrying  a rubber  ring  or  a cush- 
ion for  protection  while  sitting.  They  usually 
have  no  difficulty  while  in  the  erect  position  or 
lying  down,  but  complain  of  pain  when  at  stool, 
especially  if  constipated.  If  there  is  a history 
of  hemorrhoids  or  other  rectal  complaints,  this 
should  be  investigated  carefully. 

On  examination,  inspection  gives  information 
of  value  in  some  cases.  Prominence  of  the  sacro- 
coccygeal junction  may  be  noted  and  tenderness 
found  localized  to  this  area.  In  recent  injuries, 
swelling  and  ecchymosis  is  found  over  the  lower 
sacral  region.  Steindler(7>  brings  out  an  inter- 


esting diagnostic  point.  “When  the  patient  arises 
from  the  sitting  position,  the  contraction  of  the 
lower  fibers  of  the  gluteus  maximus  muscle  pro- 
duces a forward  deviation  of  the  loose  coccyx 
with  pain.  Tension  on  the  levator  ani  when  at 
stool,  with  the  perineum  forced  downward,  also 
is  painful.” 

Palpation  externally  as  well  as  by  rectal  ex- 
amination is  a most  important  investigative  pro- 
cedure. The  latter  is  best  accomplished  with 
the  patient  on  the  left  side  in  the  Sim’s  posi- 
tion and  with  the  index  finger  of  the  right  hand 
in  the  rectum,  the  coccyx  may  then  be  palpated 
between  this  finger  and  the  thumb.  The  size, 
angle,  mobility,  and  apparent  tenderness  are 
elicited  and  evaluated  by  this  digital  examina- 
tion. Lewin(8)  also  recommends  this  method  and 
further  states  that  x-ray  examination  is  of  lit- 
tle value.  We  differ  with  him,  however,  on  this 
point. 

Roentgenological  examination  is  of  definite 
value  and  should  be  insisted  upon  before  recom- 
mendations are  made.  A flat  antero-posterior 
view  and  a lateral  with  sharp  flexion  of  the 
thighs  are  desirable.  If  proper  localization  is 
made  combined  with  a preliminary  cleansing 
enema,  detail  of  the  caudal  appendage  is  usually 
possible.  Lateral  angulation  is  often  found  in 
the  antero-posterior  view,  but  is  of  little  or  no 
significance,  unless  associated  with  complete 
luxation  at  the  sacro-coccygeal  articulation.  Oc- 
casionally there  is  noted  abnormality  of  the  first 
segment  which  accounts  for  the  findings  on  in- 
spection and  palpation.  Fractures  and  separa- 
tions of  the  segments  are  easily  discernable, 
thus  verifying  clinical  interpretation ; while  non- 
traumatic  pathological  lesions  are  demonstrated 
if  there  is  definite  bone  destruction. 

INDICATIONS 

Indications,  therefore,  for  excision  of  the 
coccyx,  must  rest  first  upon  a sound  etiological 
basis  in  a fairly  stable  individual,  with  symptoms, 
signs,  and  x-ray  evidence  to  further  lend  sup- 
port for  a simple  and  usually  gratifying  proce- 
dure. It  is  our  opinion,  that  failure  to  obtain 
complete  relief  is  often  due  to  lack  of  attention 
to  the  remaining  distal  end  of  the  sacrum  and 
complete  repair  of  the  pelvic  diaphragm  bv  re- 
anchoring the  structures  stripped  from  the 
coccyx,  and  at  the  same  time  giving  a protective 
layer  over  the  beveled  distal  sacral  segment. 

TREATMENT 

The  early  acute  traumatic  lesion  of  the  coccyx 
may  be  treated  conservatively  and  a large  ma- 
jority will  obtain  complete*  relief.  This  consists 
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of  a low  gluteal  strapping  similar  to  the  ordinary 
back  strapping,  excepting  at  a lower  level.  In 
addition,  a triangular  piece  of  felt  should  be  in- 
serted into  the  gluteal  fold  for  additional  sup- 
port. The  patient  should  be  instructed  to  avoid 
pressure  to  the  coccyx  region  for  a period  of  two 
or  three  weeks.  If,  however,  symptoms  persist 
after  two  or  three  weeks  of  conservative  treat- 


ment, the  operative  excision  should  be  seriously 
considered. 

The  operative  procedure  is  relatively  simple 
and  may  be  performed  under  any  anesthesia 
selected  by  the  surgeon.  With  local  anesthesia, 
however,  the  repair  is  a little  more  difficult  due 
to  the  failure  of  relaxation  of  the  muscle  struc- 
tures which  are  detached  from  the  coccyx.  Fol- 
lowing 48-hour  preliminary  skin  preparation,  a 
two-inch  slightly  curved  incision  just  lateral  to 
the  mid  line  is  made  at  the  level  of  the  distal  sac- 
ral segment.  Sub-periosteal  exposure  of  the  last 
sacral  segment  discloses  the  articulation  be- 
tween it  and  the  first  segment  of  the  coccyx. 
Disarticulation  is  accomplished  and  this  segment 
is  lifted  upward  with  a towel  clip  as  careful  sub- 
periosteal dissection  of  the  remaining  segments 
is  carried  out,  staying  at  all  times  very  close  to 
bone.  Some  surgeons  recommend  the  dissection 
of  the  distal  segments  with  a finger  in  the  rec- 


tum, but  this  has  never  been  done  by  us,  and  no 
difficulties  have  been  encountered  by  starting  at 
the  proximal  end  and  lifting  the  segments  as 
the  soft  tissues  are  stripped  away.  The  sharp 
distal  margin  of  the  sacrum  is  then  beveled  with 
a thin  narrow  chisel,  so  that  no  sharp  prominence 
remains.  The  heavy  fibers  of  the  gluteus  maxi- 
mus  and  the  posterior  attachment  of  the  levator 


and  sphincter  ani  are  lifted  over  the  remaining 
sacral  segment  and  sutured  to  the  dense  poste- 
rior aponeurosis  with  No.  1 chromic  cat  gut.  The 
wound  is  then  closed  in  layers  and  a low  gluteal 
strapping  applied. 

FOLLOW-UP  CARE 

Post-operative  care  is  simple ; the  patient  us- 
ually being  more  comfortable  in  the  prone  and 
lateral  position  for  the  first  two  or  three  days. 
Care  must  be  exercised  by  the  nurses  to  prevent 
soiling  of  the  dressings  bv  urine  or  feces.  Grad- 
ual increasing  activity  is  permitted  after  the  first 
five  days ; and  at  the  end  of  two  weeks,  the  ordi- 
nary routine  should  not  be  difficult,  although 
sitting  on  hard  chairs  should  be  guarded  against 
until  tenderness  has  disappeared. 

CASE  REPORTS 

Case  No.  I.  C.  S.,  male,  age  23,  farmer. 

Admitted  to  the  University  Hospital  May  25th,  1934. 
Complaining  of  pain  over  the  coccyx,  especially  when 
riding  a horse  or  various  farm  implements. 
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Five  years  previous  to  his  admission,  the  patient 
jumped  astride  a horse,  striking  heavily  on  his  coc- 
cyx. Pain  was  severe  at  the  time,  but  he  did  not 
seek  medical  care.  He  has  had  persistent  pain  in 
the  coccyx  since.  Riding-  farm  machinery  has  be- 
come impossible,  due  to  irritation  in  the  region  of 
the  coccyx,  which  the  patient  states  is  very  disturb- 
ing. 

General  medical  examination  was  negative.  Exam- 
ination of  the  coccyx  disclosed,  both  on  inspection 
and  palpation,  bony  irregularities  in  the  nature  of 
exostoses  at  the  junction  of  the  sacrum  and  coc- 
cyx. The  overlying  skin  was  red  and  irritated.  On 
rectal  examination,  the  coccyx  was  found  to  be  ex- 
tremely long,  mobile  and  very  tender. 

X-ray  examination  confirmed  the  clinical  observa- 
tion. (Figure  II  a).  Operation  was  recommended 
and  performed  under  spinal  anesthesia  on  May  29th, 
1934.  Following  the  excision  of  the  coccyx,  accord- 
ing to  the  routine  already  described,  it  was  necessary 


ting  about,  she  noted  persistent  dull  aching  pain  in 
the  coccygeal  region  which  was  aggravated  by  pro- 
longed sitting.  Upon  admission,  she  had  no  other 
complaints  and  appeared  to  be  a healthy  person  with 
no  tendency  to  exaggeration.  General  medical  check- 
up was  negative.  Rectal  examination  disclosed  sharp 
forward  angulation  of  the  coccyx  with  marked  mo- 
bility and  moderate  tenderness. 

Radiographic  findings  (Fhgure  II  b)  were  those  of  a 
hypertrophic  coccyx  with  separation  at  the  articula- 
tion with  the  sacrum  and  increased  anterior  angula- 
tion. 

Excision  was  performed  under  spinal  anesthesia 
following  the  technique  described. 

Her  postoperative  course  was  smooth  and  she  left 
the  hospital  twelve  days  postoperative.  Follow-up 
letter  one  year  after  operation  was  highly  gratify- 
ing. She  stated  that  some  discomfort  was  experienced 
when  sitting  on  hard  seats  for  an  hour  or  more,  but 
insignificant  compared  with  that  previous  to  opera- 


Fig.  Ill — Antero-posterior  view  discloses  a broadened  first  coccygeal  segment  simulating  transverse  processes.  The  lateral 
view  shows  prolongation  of  distal  segment. 


to  trim  a rather  generous  portion  of  the  bony  prom- 
inence of  the  lower  sacrum  on  an  oblique  plane.  This 
was  carefully  covered  with  the  aponeurosis  and  mus- 
cle structures  resected  from  the  coccyx. 

This  man’s  post-operative  course  was  uneventful 
and  he  was  discharged  from  the  hospital  June  12th, 
1934,  the  wound  being  healed  and  the  patient  able 
to  move  about  actively. 

A report  from  his  home  physician  is  to  the  effect 
that  this  patient  is  able  to  follow  his  work  as  a 
farmer  without  difficulty  and  has  complete  relief 
from  pain.  The  bony  irregularity  over  the  lower 
sacrum  in  this  case  was  either  of  a congenital  nature 
or  due  to  multitude  contusions. 

Case  No.  II.  Mrs.  L.  R.,  age  49  years. 

Admitted  to  the  University  Hospital  on  March  15th, 
1934,  with  a complaint  of  discomfort  at  the  end  of 
the  spine,  dating  back  six  months,  when  she  was  in 
an  automobile  accident.  Total  disability  in  bed  con- 
tinued over  a period  of  three  weeks  and  after  get- 


tion.  In  addition,  constipation,  which  had  been  trou- 
blesome for  years,  was  entirely  relieved. 

Case  No.  III.  Mrs.  E.  B.,  age  25  years. 

Entered  the  University  Hospital  with  a history  of 
multiple  complaints  referable  to  the  abdomen,  pelvis, 
right  hip  and  coccyx. 

Careful  check-up  disclosed  little  organically,  except- 
ing a mild  endo-cervitis,  chronic  maxillary  sinusitis, 
submerged  infected  tonsils  and  second  degree  flat 
foot. 

Orthopaedic  consultation  was  requested  and  she  was 
examined  by  Dr.  Schrock,  who  recommended  excision 
of  the  coccyx  after  study  of  the  roentgenogram, 
which  as  shown  in  Figure  III  presented  a congenital 
abnormality  and  sharp  forward  angulation. 

Operation  in  this  case  was  performed  with  only  par- 
tial relief.  The  highly  neurotjc  state  of  this  patient 
was  a factor  in  the  end  result  in  spite  of  the  definite 
pathological  condition  found. 

A letter  from  this  patient  eight  months  after  oper- 
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ation  stated  she  still  had  pain  in  the  right  hip  region, 
but  little  discomfort  in  sitting.  In  regard  to  her  ab- 
dominal symptoms,  she  stated:  “I  have  had  very  little 
bowel  trouble  and  believe  that  the  operation  helped 
more  in  that  way  than  any  other.”  Although  she 
complained  little  of  constipation,  apparently  elimina- 
tion previous  to  the  excision  had  been  inadequate. 

Case  No.  IV.  Mrs.  A.  H. 

This  woman  of  27  years  was  admitted  to  the  Uni- 
versity Hospital  on  March  20th,  1934,  having  multiple 
complaints,  one  being  that  of  pain  at  the  base  of  the 
spine  which  was  aggravated  when  sitting  on  a chair 
for  any  length  of  time.  A complete  medical  check-up 
was  negative  on  this  patient,  and  she  was  considered 
by  the  medical  department  as  being  a neurotic  indi- 
vidual. 

Clinical  examination,  which  also  was  borne  out 
by  x-rays,  disclosed  a sharp  angulation  of  the  coccyx 
on  the  sacrum  with  the  first  coccygeal  segment  ap- 
parently subluxated  on  the  second.  Tenderness  was 
sharply  localized  to  the  coccyx,  and  with  the  findings 
by  x-ray,  an  excision  of  the  coccyx  was  recommend- 
ed; although  we  realize  that  this  was  not  a good  type 
of  patient  for  this  procedure.  Operation  was  per- 
formed in  April  of  1934  by  Dr.  Schrock  and  her  post- 
operative course  was  entirely  satisfactory.  She  was 
discharged  from  the  hospital  two  weeks  following  op- 
eration and  a report  from  her  dated  December  9th, 
1934,  seven  months  after  operation,  is  extremely 
gratifying.  In  part,  “I  am  pelased  to  say  that  I have 
been  helped  wonders  by  this  operation  and  think  it  has 
been  a real  success.  Of  course  I am  still  particular 
about  the  kind  of  chair  I sit  in  and  the  length  of  time 
that  I stay  in  one  position.”  It  is  pleasing  to  obtain 
such  a satisfactory  result  in  an  individual  who  is 
definitely  neurotic  and  it  simply  strengthens  our  view 
that  adequate  excision  and  repair  are  important  fac- 
tors in  the  end  results. 

Case  No.  V.  Mrs.  L.  C.  T. 

This  patient  of  49  years,  was  seen  by  Dr.  Schrock 
on  February  12th,  1935,  on  account  of  persistent  pain 
in  the  coccyx,  although  a resection  had  been  per- 
formed in  1925.  Since  1930,  it  has  been  impossible 
for  her  to  sit  in  the  erect  position  for  more  than  30 
minutes  at  a time.  Disability  has  been  gradually  in- 
creasing; and  as  a result,  she  has  become  very  irrita- 
ble and  nervous. 

On  examination,  there  was  noted  local  external 
tenderness  with  a sensation  of  clicking  at  the  sacral 
coccygeal  junction  on  manipulation  of  the  proximal 
segment  of  the  coccyx,  which  remained. 

X-ray  examination  disclosed  the  remaining  proxi- 
mal coccygeal  segment,  and  it  was  recommended  that 
this  be  excised.  This  was  performed  on  February 
14th,  1935,  the  old  cicatrix  being  excised,  the  prox- 
imal coccygeal  segment  removed,  and  the  distal  sac- 
rum beveled  at  the  margins  and  the  usual  plastic  re- 
pair performed. 

Upon  discharge  from  the  hospital  ten  days  after 
operation,  she  was  able  to  sit  up  with  little  difficulty 
and  was  entirely  relieved  from  pain.  This  case  illus- 
trates beautifully  the  necessity  of  complete  excision 
of  the  entire  coccyx,  followed  by  the  necessary  plastic 
repair. 

Case  No.  VI.  E.  B.,  white,  school  girl,  age  12  years. 

Admitted  to  the  University  Hospital  on  March  20th, 
1934,  complaining  of  pain  over  the  coccyx  when  sit- 
ting down,  when  at  stool,  and  also  after  prolonged 
activity.  This  young  lady  states  her  present  com- 
plaint dates  to  a fall  two  years  previous  when  she 
was  thrown  from  a small  wagon,  alighting  in  a sit- 
ting position  on  the  edge  of  a sidewalk.  Pain  was 
severe  and  localized  to  the  coccyx  region,  but  was  not 
severe  enough  to  necessitate  medical  aid.  Improve- 


ment was  noted,  but  never  complete  relief,  and  for 
the  past  six  months  before  her  admission,  pain  had 
become  more  severe  and  it  had  been  ncessary  for 
her  to  discontinue  her  school  work. 

Her  past  history  was  of  no  significance. 

Physical  examination  disclosed  a robust,  well-de- 
veloped girl  of  12  years,  showing  no  general  medical 
defects.  Inspection  of  the  coccyx  region  disclosed  no 
abnormality,  but  on  direct  palpation  as  well  as  rectal 
examination,  the  coccyx  was  very  sharply  tipped  for- 
ward and  extremely  tender.  Mobility  was  greater 
than  ordinarily  to  be  expected.  Report  from  the  de- 
partment of  roentgenology  on  March  21st,  1934,  states 
that  the  lateral  view  shows  an  angulation  of  the  sec- 
ond, third,  and  fourth  segments  on  the  first  coccygeal 
segment  of  approximately  80  degrees.  The  first  seg- 
ment appears  slightly  irregular  in  contour. 

With  these  findings,  the  operative  indication  was 
quite  definite  and  excision  was  performed  on  March 
23rd,  1934,  following  48  hour  preparation  of  the  skin. 
Her  post-operative  course  was  unusually  satisfactory 
and  she  was  discharged  from  the  hospital  April  7th, 
1934,  in  good  condition  excepting  for  a slight  upper 
respiratory  infection. 

In  November  of  1934,  eight  months  following  oper- 
ation, a follow-up  letter  was  sent  out  and  the  reply 
was  extremely  encouraging.  ‘‘I  am  in  the  best  of 
health  and  have  no  trouble  at  all  with  pain  and  am 
going  to  school  every  day.  I have  gained  ten  pounds 
since  I came  home  from  the  hospital  and  am  the  pic- 
ture of  health.” 

This  case  is  a clean-cut  situation,  traumatic  in  ori- 
gin, with  very  definite  subjective  and  objective  find- 
ings. The  end  result  is  unquestionably  perfect. 

Case  No.  VII.  Miss  E.  M.,  age  16  years. 

Admitted  to  the  Methodist  hospital  on  July  5th, 
1934,  with  a history  of  injury  to  the  coccyx  some 
time  previous,  exact  date  not  being  known.  She  had 
persistent  pain,  difficulty  in  sitting  in  a chair,  and 
had  become  quite  nervous,  and  irritable. 

Examination  disclosed  a rather  prominent  and  ten- 
der area  at  the  junction  of  the  proximal  segment  of 
the  coccyx  with  the  sacrum.  Rectal  examination  was 
not  particularly  painful.  Operative  procedure,  as  al- 
ready described,  was  performed  under  general  anes- 
thesia, and  she  was  discharged  from  the  hospital  ten 
days  following  operation,  the  wound  having  healed 
by  first  intention. 

Follow-up  report  on  February  4th,  1935,  six  months 
after  operation,  was  to  the  effect  that  this  young  lady, 
who  was  a telephone  operator,  was  having  absolutely 
no  difficulty  and  was  feeling  better  generally  than 
she  had  for  several  years.  She  had  returned  to  her 
work  requiring  long  hours  of  sitting  within  four  weeks 
after  operation. 

CONCLUSION 

A review  of  twenty  cases  seen  in  private  prac- 
tice and  the  University  Hospital  Clinic  during  the 
past  two  years,  seven  of  which  are  reported  here, 
gives  us  a fair  criterion  as  to  the  end  results  ob- 
tained. This  does  not  include  the  acute  minor 
traumata  of  the  coccyx  which  responded  by  con- 
servative strapping.  As  previously  stated,  two 
patients  obtained  complete  relief  following 
hemorrhoidectomy.  Eighteen  have  been  operat- 
ed upon  either  by  Dr.  Schrock  or  myself,  and 
follow-up  information  has  been  obtained  in  as 
many  cases  as  possible.  We  have  been  encour- 
aged by  the  optimistic  letters  received  from  sev- 
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eral  of  these  patients,  even  in  those  who  were 
definitely  neurotic  and  the  outcome  dubious. 
Our  encouraging  end  results  may  be  due  to  the 
type  of  patients  who  come  to  us,  as  usually  in 
the  history  trauma  to  the  region  involved  is  com- 
monly found,  and  our  clinical  and  x-ray  find- 
ings have  been  definite  enough  to  make  the  in- 
dication clear  for  excision  in  spite  of  our  general 
conservative  attitude.  We  reiterate  again  that 
it  is  our  opinion  too  much  pessimism  has  been 
expressed  by  many  as  to  the  beneficial  results 
from  excision  of  the  coccyx ; and  with  the  cases 
reported  here,  we  hope  to  bring  out  details  which 
may  be  of  assistance  in  giving  a larger  percent- 
age of  these  people  relief. 
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THE  TREATMENT  OF  CHRONIC  INFECTIOUS  ARTHRITIS 

A Practical  Working  Conception. 

MILES  J.  BREUER,  M.  D., 

Lincoln,  Nebraska. 


The  term  “chronic  infectious  arthritis”  is  used 
throughout  this  paper  to  designate  the  condition 
now  widely  known  as  rheumatoid  arthritis  or 
atrophic  arthritis.  This  discussion  is  based  on  a 
digest  of  the  present  day  literature  on  the  sub- 
ject and  on  experience  with  a little  over  a hundred 
cases  in  a period  of  over  four  years,  most  of  them 
in  the  early  stages.  Specific  references  to  litera- 
ture and  individual  case-reports  are  avoided  as 
being  unsuitable  to  the  purpose  for  which  this 
discussion  is  intended.  The  statistical  analysis 
of  the  cases,  when  complete,  will  constitute  a 
separate  paper. 

DIAGNOSIS 

Preliminary  to  treatment,  a complete  and  ac- 
curate examination  of  the  patient  is  necessary  for 
three  purposes : 

1.  To  identify  the  case  under  consideration 
as  one  that  falls  within  the  group  of  chronic  in- 
fectious arthritis  and  is  suitable  for  this  plan  of 
treatment.  For  this  purpose  the  following  rou- 
tine, clinical  items  are  necessary : 

a.  History  of  chronic  pain  in  one  or  more 
joints. 

b.  History  or  presence  of  focal  infection. 

c.  X-ray  film  of  a prominently  involved  joint 
showing  the  presence  of  the  characteristic  path- 
ologic changes ; in  order  to  distinguish  this  form 
from  the  other  main  division  of  arthritis,  which 
is  the  senile  type,  and  in  which  the  pathologic 
changes  may  be  quickly  and  roughly  summarized 
as  being  due  to  the  wear  and  tear  of  long  usage 
of  the  parts.  In  the  type  under  consideration 
the  x-ray  film  will  show  thinning  of  the  joint- 


cartilage,  with  or  without  roughening  of  the  bony 
edges  of  the  joint,  areas  of  rarefaction  in  the  bone 
near  the  joint,  and  exostoses;  and  in  late  stages 
hypertrophy,  or  lipping  of  the  ridges  of  the  bone 
around  the  joint  cavity.  The  nodules  found 
about  the  joints  early  in  the  disease  are  not  os- 
seous in  character  and  do  not  show  in  the  x-ray 
tilms. 

d.  On  clinical  examination,  tenderness  and 
possibly  enlargement  or  nodulation  of  the  in- 
volved joint;  history  of  aggravation  of  joint  pain 
during  cold,  raw  weather,  following  upper  respir- 
atory infection  or  “colds,”  and  as  a result  of 
physical  effort. 

e.  An  increase  in  the  “band  or  staff”  forms 
over  ten  per  cent  in  the  Schilling  differential 
count.  The  total  leucocyte  count  is  often  lower 
than  normal. 

f.  In  almost  all  cases  the  blood-sedimentation 
rate  is  increased. 

g.  In  almost  all  cases  the  causative  organisms 
which  is  usually  the  streptococcus  hemolyticus, 
but  which  may  be  the  gamma  type  of  streptococ- 
cus is  recoverable  and  identifiable  either  from  the 
focus  of  infection,  from  the  nasopharynx,  or  from 
the  colon  through  a sigmoidoscope. 

2.  A search  must  be  made  for  all  associated 
and  incidental  physical  defects,  in  order  that  these 
might  be  corrected.  The  treatment  of  this  type 
of  arthritis  cannot  be  successful  unless  these  in- 
dividuals can  be  put  into  the  best  possible  general 
physical  health.  The  correction  of  a minor  phy- 
sical defect  such  as  astigmatism,  or  enlarged  tur- 
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binates,  or  a hernia,  may  be  the  deciding  factor 
between  successful  and  unsuccessful  treatment. 
Every  detail  of  the  patient’s  physical  condition 
must  be  recognized  and  receive  corrective  atten- 
tion. This  can  only  be  accomplished  by  pains- 
takingly following  a systematized  examination 
procedure. 

3.  There  follows  a considerable  list  of  items 
which  require  attention  in  treating  the  individual 
patient.  No  individual  patient  is  required  to  be 
put  through  the  entire  list  of  therapeutic  items  as 
given ; the  physical  examination,  which  for  this 
purpose  must  be  quite  complete,  is  necessary  to 
determine  the  indication  for  the  various  thera- 
peutic items  listed. 

FOCI  OF  INFECTION 

The  focus  of  infection  is  the  original  source  of 
contact  between  the  patient  and  the  organism, 
which  renders  the  patient  subject  to  arthritic  at- 
tacks. While  it  must  be  kept  in  mind  that  the 
elimination  of  the  focus  does  not  always  cure  the 
arthritis,  on  the  other  hand  arthritis  cannot  be 
successfully  treated  without  clearing  away  this 
point  of  contact  through  which  the  organism  op- 
erates to  produce  the  inflammatory  reaction 
known  as  arthritis.  It  must  be  kept  in  mind  that 
cases  will  be  found  in  which  the  existing  arthritis 
is  now  active  as  the  result  of  a focus  of  infection 
which  has  been  removed  some  months  or  years 
ago ; the  mechanism  of  this  will  be  explained 
later.  In  these  cases  it  will  suffice  to  check 
whether  or  not  the  focus  has  been  removed,  and 
that  no  further  source  of  contact  is  present.  The 
foci  which  must  be  searched  for  as  possible 
sources  of  contact  between  organism  and  patient 
are  as  follows : 

1.  Teeth. 

2.  Tonsils. 

3.  Accessory  nasal  sinuses. 

4.  Middle  ear. 

5.  Cervix  uteri. 

6.  Prostate  and  seminal  vesicles. 

7.  Fallopian  tubes. 

8.  Colon. 

9.  Gallbladder. 

10.  Urinary  bladder. 

11.  Pelvis  of  the  kidney. 

12.  Chronic  bronchial  infection. 

13.  Naso-pharyingitis;  enlarged  turbinates  and  de- 
flected septum. 

14.  Appendix. 

15.  Peptic  ulcer. 

The  present  conception  is  that  the  arthritic 
manifestations  are  allergic  phenomena  due  to  con- 
tact of  sensitized  body  cells  with  an  allergen, 
which  in  this  instance  is  bacterial,  the  strepto- 
coccus hemolyticus.  The  process  is  quite  analo- 
gous to  the  pathogenesis  of  tuberculosis,  which  is, 
from  one  end  of  the  story  to  the  other,  an  allergic 


process.  In  arthritis  the  efforts  to  find  the  or- 
ganisms in  the  joints  has  been  marked  by  failure 
in  the  majority  of  the  cases;  and  the  minority  of 
positive  reports  are  not  convincing.  It  is  quite 
reasonable  to  interpret  the  joint  symptoms  as  be- 
ing a distant  vascular  manifestation  of  the  reac- 
tion of  sensitized  body  cells  to  contact  with  an 
organisms  in  a far  removed  part  of  the  body. 
Experimental  work  has  shown  that  interference 
with  the  blood  supply  to  a joint,  such  as  would 
be  produced  by  spasm  of  the  smooth  muscle  of 
the  arterioles  leading  to  the  joints,  produces  path- 
ology exactly  similar  to  that  of  chronic  infectious 
arthritis.  Thus  it  can  be  seen  how  a patient  may 
be  sensitized  to  a particular  strain  of  streptococ- 
cus hemolyticus  by  carrying  around  a pair  of  in- 
fected tonsils  for  many  years ; a long  time  after 
these  tonsils  have  been  removed  and  no  further 
infection  remains  in  the  body,  a transient  naso- 
pharyngeal infection  with  the  same  strain  of 
streptococcus  may  produce  a very  severe  inflam- 
matory reaction  in  some  joint,  though  the  organ- 
isms are  not  present  in  the  joint. 

Consequently  an  important  phase  of  the  treat- 
ment consists  in  a recognition  of  subsequent 
modes  of  contact  with  the  sensitizing  organism, 
such  as  colds,  bronchitis,  constipation,  prostatic 
infection,  etc.  In  addition  to  attempts  at  desen- 
sitizing against  a reaction  from  the  subsequent 
contacts,  efforts  should  be  made  to  prevent  oc- 
currence of  the  contacts  themselves  in  the  future. 

REST 

1.  The  patient  is  a sick  person;  his  body  is 
carrying  an  inflammatory  process  which  prob- 
ably involves  the  system  as  a whole  exactly  as  in 
the  analogous  allergic  process,  tuberculosis.  If 
he  is  expending  the  available  resources  he  has  in 
physical  effort,  then  none  will  remain  for  pur- 
poses of  overcoming  the  inflammation.  A pro- 
gram of  rest  must  be  laid  out,  individually  suited 
to  the  particular  patient.  No  general  rules  can 
be  given. 

2.  A diseased  portion  of  the  body  must  al- 
ways be  put  at  relative  rest,  no  matter  what  the 
other  specific  treatment  may  be.  This  applies  no 
less  to  an  arthritic  joint  than  to  a fractured  bone. 
This  purpose  may  be  found  in  practice  to  be  dif- 
ficult of  accomplishment  with  patients  who  have 
a low-grade  process  and  whose  pain  is  not  severe. 
The  only  answer  to  their  argument  is  that  rest 
is  the  inevitable  price  of  recovery ; they  must  take 
their  choice. 

As  in  tuberculosis,  the  pathogenesis  of  which 
resembles  arthritis  in  very  many  respects,  rest  is 
at  the  head  of  the  list  in  importance  in  therapeu- 
tic procedures. 
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DIET 

While  the  quantity  of  the  diet  must  in  general 
be  adapted  to  the  individual  patient,  the  quality 
of  it  is  rigidly  prescribable.  A high-protein  diet 
with  a minimum  of  carbohydrate  and  fat  is  the 
only  solution  of  the  diet  problem  in  arthritis.  This 
forms  an  odd  contrast  with  the  meat,  “purin,” 
and  “uric  acid”  restriction  of  previous  days,  and 
many  patients  notice  it  and  find  it  difficult  to 
understand.  Protein  is  the  only  food  factor  that 
can  furnish  the  necessary  molecules  for  the  re- 
pair of  inflammatory  processes.  Carbohydrates 
and  fats  are  inadequate  for  anything  except  en- 
ergy for  physical  work  and  storage.  Protein  in 
the  form  of  meat,  eggs,  and  milk,  carries  with  it 
the  necessary  accessory  food  factors,  such  as 
vitamins. 

In  general  a properly  selected  high  protein  diet 
will  in  itself  take  care  of  the  quantity  considera- 
tion ; a patient  on  such  a diet  will  instinctively 
eat  his  optimum  quantity.  Frequently  “overeat- 
ing” is  caused  by  the  deficiency  of  some  particu- 
lar food  factor  which  drives  the  patient  into  eat- 
ing large  quantities  of  foods  which  do  him  no 
particular  good,  except  to  accumulate  lard  in  the 
attempt  to  get  a sufficient  supply  of  the  single 
missing  factor.  On  the  other  hand,  a patient 
with  a poor  appetite  because  of  debility  and  un- 
derweight will  find  his  appetite  increase  because 
of  the  specific  dynamic  action  of  the  protein.  A 
high  protein  diet  properly  selected  has  the  faculty 
of  automatically  bringing  the  patient  to  a fairly 
normal  zone  of  weight,  whether  he  be  originally 
under  or  over  standard. 

The  specific  diet  directions  usually  consist  of 
the  following:  the  patient  is  to  live  principally  on 
meat,  eggs,  milk,  cottage-cheese,  dried  beans  and 
peas ; in  addition  to  that  he  is  to  partake  liberally 
of  fresh  vegetables  without  dressing,  creaming, 
or  buttering,  or  dried  fruits,  except  bananas ; he 
is  instructed  to  avoid  foods  containing  sugar  and 
starch  and  fat  such  as  home  preserved  fruits, 
candy,  flour  or  grain  foods  of  any  kind,  fried  or 
fat  foods  of  any  kind. 

ACCESSORY  FOOD  FACTORS 

1.  For  many  years  the  literature  has  con- 
tained references  to  the  fact  that  arthritis  cases 
frequently  show  evidence  of  vitamin  B deficiency, 
including  the  characteristic  colon  atony,  and 
manifest  marked  relief  on  administration  of  large 
quantities  of  vitamin  B in  the  form  of  yeast  ex- 
tract. (Live  yeast  is  not  recommended,  because 
a few  cases  of  toruliasis  have  been  reported.) 
The  administration  of  vitamin  B may  be  consid- 
ered practically  a routine  procedure  in  the  ther- 
apy of  acute  infectious  arthritis. 


2.  Because  of  the  fat  restriction  it  may  be 
advisable  to  supply  vitamin  A in  the  form  of  cod- 
liver  or  halibut-liver  oil  or  similar  preparation. 

3.  There  is  no  evidence  that  Vitamin  D re- 
striction is  of  any  harm  to  adults. 

4.  There  are  some  reports  to  the  effect  that 
vitamin  C deficiency  has  been  found  in  chronic 
infectious  arthritis,  and  that  the  administration 
of  large  quantities  of  vitamin  C is  of  benefit. 
This  correlates  well  with  observed  benefit  from 
the  practice  of  the  last  generation  in  giving  “al- 
kalinizing”  fruits  to  arthritics ; these  are  our 
citrus  fruits  which  contain  large  quantities  of 
vitamin  C. 

AUTOGENOUS  VACCINES 

Since  the  advent  of  the  conception  of  the  use 
of  autogenous  vaccines  for  desensitization  rather 
than  for  immunization,  a marked  increase  in  the 
consistence  of  beneficial  results  has  been  appar- 
ent. The  essential  factors  are : ( 1 ) The  recovery 
of  the  particular  organism  which  originally  sen- 
sitized the  patient  and  produced  his  arthritic  at- 
tacks; (2)  and  the  use  of  vaccines  from  this  or- 
ganism in  minute  doses  small  enough  to  prevent 
shock  reactions. 

If  the  focal  infection  is  located  about  the  head, 
it  is  usually  possible  to  recover  the  organism  in 
almost  pure  culture  from  the  posterior  nasophar- 
ynx, by  means  of  a wire  passed  through  a bent 
glass  tube  which  protects  it  from  mouth  con- 
tamination. In  other  cases  cultures  are  obtain- 
able through  duodenal  tube,  urethral  catheter, 
sigmoidoscope,  etc.  A special  culture  medium  on 
which  this  particular  streptococcus  grows  very 
rapidly  and  profusely  was  described  in  a special 
article  in  the  November  issue  of  the  Journal  of 
the  Nebraska  State  Medical  Association.  It  is 
preferable  to  kill  the  vaccines  chemically  rather 
than  by  heat ; merthiolate  has  been  found  to  act 
much  better  than  formaldehyde. 

The  specificity  of  the  organism  can  be  tested 
by  three  methods:  (1)  auto-blood  culture;  the 
organism  will  grow  in  a test  tube  full  of  the  pa- 
tients own  blood ; a non-specific  organism  will 
not  produce  a culture  within  twenty-four  hours ; 
(2)  the  usual  agglutination  method;  (3)  intra- 
cutaneous  innoculation  of  the  patient  and  observa- 
tion of  the  reaction.  The  last  is  the  best  method 
of  all,  in  recent  months  entire  reliance  has  been 
placed  upon  it  to  the  exclusion  of  the  other  two. 
Articles  have  appeared  in  the  literature  casting 
doubt  upon  the  value  of  the  agglutination  method. 
The  characteristic  positive  reaction  in  the  skin 
after  innoculation  can  be  learned  by  experience 
only,  its  appearance  is  quite  similar  to  the  other 
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skin  tests  for  specific  sensitivity  such  as  the  tuber- 
culin, the  Dick,  and  the  Schick. 

The  dosage  is  possibly  the  most  amazing  and 
at  the  same  time  the  most  apparently  ridiculous 
thing  about  the  entire  procedure.  Where  a hun- 
dred thousand  or  a thousand  organisms  produce 
no  relief,  or  even  make  the  patient  worse,  one 
hundred  organisms  or  fifty  organisms  will  pro- 
duce remarkable  results  in  a few  hours.  At  first 
in  our  experience  it  was  difficult  to  believe  the 
genuiness  of  this  effect  of  the  vaccine ; but  it  has 
been  observed  with  such  consistency,  and  similar 
experiences  have  been  reported  in  the  literature, 
that  there  can  be  no  reasonable  doubt  about  it. 

Any  individual  patient’s  dosage  must  be  deter- 
mined empirically;  there  is  no  way  of  knowing 
beforehand  how  many  organisms  the  patient 
needs  as  his  particular  optimum  dose.  It  is  al- 
ways wisest  to  start  with  a minimum ; fifty  or 
one  hundred  organisms  are  the  suggested  amount, 
with  cautious  increase  until  the  desired  effect  is 
produced.  It  has  been  observed  that  there  should 
be  no  severe  reaction  following  the  injection  of 
the  vaccine.  Slight,  barely  noticeable  exacerba- 
tion of  the  patient’s  joint  symptom  is  about  as 
far  as  the  reaction  should  be  permitted  to  go.  A 
local  reaction  is  of  no  consequence.  A general 
systemic  reaction,  with  malaise,  nausea,  head- 
aches, and  weakness,  should  not  be  permitted  to 
occur ; that  is  the  dosage  should  be  lowered  so 
that  the  reaction  does  not  occur  again.  The  in- 
terval between  doses  should  be  so  regulated  that 
about  the  time  the  relief  resulting  from  an  injec- 
tion has  passed  and  symptoms  begin  to  recur,  an- 
other dose  should  be  given. 

NUTRITION 

The  arthritic  patient  is  usually  a nutritional 
problem.  Here  again  the  analogy  of  tuberculosis 
holds;  it  is  not  merely  the  joints  that  we  are 
treating  it  is  the  entire  patient.  Many  of  these 
cases  are  underweight.  However,  we  must  not 
be  deceived  into  forgetting  that  the  overweight 
patient  may  also  be  undernourished.  Excessive 
weight  may  consist  of  fluid,  fat,  or  other  features 
which  serve  no  useful  vital  purpose  in  the  organ- 
ism. 

In  general,  attention  to  the  nutritional  influ- 
ences which  have  been  individually  discussed  here, 
such  as  rest,  diet,  accessory  food  factors,  etc., 
suffices.  However,  the  nutritional  phase  must 
be  considered  as  a distinct  problem,  and  the  pa- 
tient, his  environment,  his  history,  his  habits, 
must  be  searched  for  deficiencies,  and  adequately 
controlled. 


ENDOCRINE  FACTORS 

A large  proportion  of  arthritic  patients  have 
a subnormal  basal  metabolic  rate.  Whether  it  is 
characteristic  of  arthritis,  or  whether  it  is  mere- 
ly the  usual  thyroid  exhaustion  that  is  so  fre- 
quently found  in  connection  with  chronic  infec- 
tious disease,  it  is  still  a factor  that  must  not  be 
neglected.  It  sometimes  occurs  that  the  cautious 
administration  of  the  proper  amounts  of  thyroid 
substance  to  the  patient  is  the  deciding  factor  in 
recovery. 

It  is,  therefore,  advisable  to  check  the  basal 
metabolic  rate  on  each  patient.  No  definite 
amount  of  thyroid  can  be  recommended ; certainly 
the  figure  given  by  the  basal  metabolic  rate  de- 
termination is  no  guide  to  the  quantity  of  thyroid 
which  the  patient  can  take.  The  only  possible 
safe  way  is  to  start  with  a minimum  such  as  a 
tenth  of  a grain  three  times  a day,  and  increase 
cautiously  using  the  patients  pulse  rate,  weight, 
subjective  symptoms,  as  a guide. 

There  is  no  evidence  that  any  other  endocrine 
factors  are  concerned  in  arthritis. 

PHYSICAL  THERAPY 

1.  Heat  is  the  principle  modality  that  is  of 
service  here.  It  undoubtedly  acts  by  dilating  the 
contracted  blood  vessels  leading  to  the  affected 
joints,  and  increasing  the  blood  supply.  A very 
little  observation  will  leave  no  doubt  in  the  clini- 
cian’s mind  as  to  the  efficacy  of  heat  in  relieving 
pain  on  a single  application,  and  producing  en- 
during relief  after  continued  use. 

An  ordinary  hot  bath  from  110  to  120  degrees 
continued  for  twenty  to  forty  minutes,  is  the  very 
best  method  to  use.  Radiant  heat,  in  which  the 
infra-red  components  of  the  spectrum  are  the 
most  useful,  is  a very  convenient  form  to  use.  It 
may  be  hinted  here  that  a most  efficient  source 
of  infra-red  rays  can  be  found  in  the  small  elec- 
tric heater  commonly  used  to  warm  up  a bath- 
room consisting  of  a coil  of  wire  around  baked- 
clay  core  in  a metal  reflector.  The  infra-red 
burners  on  the  market  are  also  of  service.  Hot 
moist  applications  are  very  useful  if  correctly  ap- 
plied, but  carry  with  them  a considerable  amount 
of  treacherous  danger  because  if  they  become 
cold  the  symptoms  are  aggravated  instead  of  im- 
proved ; and  it  requires  considerable  experience 
to  handle  hot  wet  applications  properly.  Electric 
pads  and  hot-water  bottles  are  a joke;  they  pro- 
duce no  real  benefit. 

Artificial  fever  will  not  be  discussed  here.  It 
is  a speciality  requiring  as  much  specialized 
training,  personnel,  and  equipment  as  radio-fre- 
quency. It  is  not  generally  available  in  this  ter- 
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ritory.  There  is  no  evidence  that  it  is  of  much 
value  in  chronic  infectious  arthritis.  It  has  been 
found  of  some  use  in  gonorrheal  arthritis. 

2.  Ultra-violet  radiation  may  be  valuable  as 
an  accessory  nutritional  influence  in  handling  the 
anemia,  debility,  and  allied  conditions  so  fre- 
quently found. 

3.  Massage  occupies  a valuable  position,  anal- 
ogous to  that  of  heat.  If  carefully  and  skillfully 
applied  it  succeeded  in  increasing  the  blood  sup- 
ply to  the  joints,  relieving  pain,  promoting  the 
absorption  of  exudate.  Unless  a masseur  who 
thoroughly  understands  the  subject  and  its  dan- 
gers, is  available,  it  is  better  to  avoid  using  this 
modality. 

4.  Passive  exercise  in  the  later  stages  when 
recovery  is  progressing  favorably,  may  cautiously 
be  started  with  individual  adaptation  to  the  par- 
ticular situation,  and  then  gradually  developed  on 
into  active  exercise. 

SULPHUR 

A few  investigators  report  that  there  is  a dis- 
order of  the  sulphur  metabolism  in  the  cases  of 
chronic  infectious  arthritis.  The  intravenous  ad- 
ministration of  colloidal  sulphur  has  been  found 
to  reduce  pain  and  joint  swelling  in  a few  small 
series  of  cases.  We  have  tried  this  method  with 
favorable  results  in  a small  number  of  cases.  We 
feel,  however,  that  it  is  still  in  an  experimental 
stage. 

DRUGS 

There  can  be  no  question  that  the  age-old 
findings  that  salicylates  relieve  the  pain  still 
holds.  The  most  convenient  salicylate  is  acetyl- 
salicylic  acid.  A convenient  form,  the  least  dis- 
turbing to  the  stomach,  is  the  granular  efferves- 
cent form  put  up  by  the  Upjohn  company.  A 
certain  brand  of  acetyl-salicylic  acid  widely  ad- 
vertised over  the  radio  by  a foreign  manufacturer 
has  worked  so  well  that  we  have  become  suspi- 

Icious  that  it  may  contain  other  analgesics  besides 
acetyl-salicylate,  and  not  knowing  what  these  in- 
gredients are,  have  discontinued  its  use. 

Analgesics  such  as  acetphenetidine,  acetanilid, 
the  pyrazolon  group  the  principle  member  of 
which  is  amidopyrine,  is  also  useful  but  not  as 
useful  as  the  salicylates.  These  latter  analgesics 
probably  act  by  more  or  less  blocking  pain  im- 
pulses. The  salicylates  probably  act  by  dilating 
the  reduced  lumen  of  the  pre-capillary  arterioles 
to  the  joints. 

IWe  feel  that  the  enthusiasm  for  ammonium- 
iodoxy-benzoate,  was  merely  a fad  and  that  it 
has  just  about  passed. 


It  is  our  opinion  that  if  salicylates  fail  to  con- 
trol pain,  that  opiates  should  be  frankly  used. 

COMPLICATIONS 

1.  Anemia  is  one  of  the  most  frequent  com- 
plications found  in  the  cases  of  chronic  infectious 
arthritis.  This  is  consistent  with  the  fact  that 
organisms  when  grown  on  a blood-agar  plate  dis- 
solves the  red  blood  corpuscles  and  leaves  a clear 
ring  about  itself.  The  anemia  is  the  hypochromic 
microcytic  type,  and  responds  readily  to  heavy 
doses  of  iron.  Ferrous  sulphate  is  the  most  con- 
venient form  in  which  to  administer  iron.  There 
is  an  enteric-coated  tablet  on  the  market  by  the 
name  of  FeOSol  by  Smith,  Kline,  and  French 
which  is  very  convenient.  Or  it  may  be  adminis- 
tered in  capsule  form.  Iron  and  ammonium  cit- 
rate is  also  very  good.  Success  depends  upon 
the  administration  of  sufficiently  large  amounts. 
Twenty  grains  three  times  a day  should  be  the 
average.  It  should  also  be  remembered  that  if 
the  patient  drinks  coffee  or  tea  at  the  same  time 
that  he  takes  the  iron,  ink  is  formed  in  the  stom- 
ach, and  no  iron  is  absorbed. 

2.  Constipation  is  the  second  complication 
which  is  found  with  tremendous  frequency  in  this 
type  of  arthritis.  It  is  associated  with  the  atony 
of  the  colon,  and  the  vitamin  B deficiency.  In 
many  cases  the  administration  of  sufficient  vita- 
min B manages  to  control  it.  If  this  does  not 
suffice  adequate  measures  can  be  taken,  however, 
avoiding  the  use  of  peristaltic  stimulants  ; abdom- 
inal massage,  mineral  oil  in  large  quantities,  a 
cupful  a day,  enemas,  very  small  doses  of  mag- 
nesium sulphate  before  breakfast,  have  been 
found  useful,  in  the  order  given. 

Other  major  complications  will  not  be  dis- 
cussed here,  except  to  mention  that  they  must  be 
searched  for  and  handled  according  to  their 
needs.  Heart  involvement  is  of  course  fairly 
common.  The  mechanism  of  the  involvement  of 
the  heart  muscle  is  probably  on  the  same  allergic 
basis  as  that  of  the  joint  involvement.  Chronic 
diffuse  glomerulonephritis  is  also  fairly  common 
and  must  be  searched  for ; and  in  this  connection 
the  warning  must  be  sounded  that  a normal 
urine  specimen  does  not  eliminate  the  considera- 
tion of  this  type  of  kidney  involvement ; in  fact  in 
our  series  several  cases  of  severe  kidney  involve- 
ment have  been  demonstrated  even  in  the  pres- 
ence of  a normal  blood  urea.  The  more  accurate 
kidney-function  test  such  as  urea-clearance  and 
nitrogen-ratio  are  necessary  to  eliminate  or  estab- 
lish this  condition. 

ORTHOPEDIC  CONSIDERATIONS 

Cases  with  mechanical  disability  or  deformity 
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have  been  referred  to  an  orthopedic  specialist.  As 
our  practice  is  limited  to  internal  medicine,  our 
series  contains  a very  small  proportion  of  this 
type  of  cases. 

Our  efforts  have  been  to  recognize  this  type 
of  arthritis  in  its  light  and  early  stages,  to  take 
it  seriously  in  its  apparently  trivial  beginnings, 
and  to  give  well-rounded  and  adequate  treatment 
at  a stage  when  complete  recovery  is  possible. 
Consequently  we  are  able  to  report  a large  pro- 
portion of  cases  in  which  relief  or  a cure  was 
successfully  afforded.  The  amount  of  relief  or 
cure  has  been  found  to  be  directly  proportional 
to  the  interest  taken  in  the  case  by  physician  and 
patient,  and  to  the  promptness  to  which  treat- 
ment was  instituted  in  the  early  stages.  Natur- 
ally when  fibrous  tissue  and  bony  proliferation 
has  occurred  and  produced  mechanical  deformi- 
ties and  disability,  treatment  is  not  as  satisfac- 
tory and  does  not  produce  the  amount  of  benefit 
that  has  been  found  in  our  series. 

COMMENT 

It  may  be  urged  that  some  of  the  procedures 
reported  above  are  based  upon  theoretical  con- 
ceptions not  yet  conclusively  demonstrated  by  sci- 
entific control.  The  writer  is  perfectly  willing 
to  admit  that  the  infectious  nature  of  this  type 
of  arthritis  has  not  yet  been  conclusively  proven 
and  that  the  allergic  conception  of  the  arthritic 


phenomena  is  not  yet  even  accepted  by  all  of 
the  prominent  men  in  the  field.  However  it  is 
felt  that  our  method  which  has  consisted  in  as- 
suming the  hypothesis  and  then  carrying  out  prac- 
tical procedures  on  its  basis,  has  been  productive 
of  far  more  consistent  results  than  if  we  had  hap- 
hazardly tried  this  and  that  method  disconnected- 
ly. We  have  simply  adopted  the  classical  scien- 
tific method  of  assuming  a hypothesis  and  then 
trying  to  prove  or  disprove  it,  and  are  reporting 
in  this  preliminary  discussion  that  so  far  results 
seem  to  be  consistent  with  the  hypothesis  as- 
sumed. 

The  writer  wishes  to  make  this  further  hypo- 
thetical suggestion : That  as  arthritis  is  a consti- 
tutional disease  that  has  other  manifestations  be- 
sides the  joint  phenomena,  there  must  undoubted- 
ly be  cases  about,  which  have  the  constitutional 
condition  and  do  not  manifest  the  joint  symptoms. 
For  instance  a patient  who  has  never  complained 
of  joint-pains  or  has  no  nodules  on  his  fingers, 
but  has  a hypochromic  microcytic  anemia  and  an 
atonic  constipation,  may  also  be  suffering  with 
“chronic  infectious  arthritis.”  It  is  also  believed 
that  certain  cases  of  heart-disease  and  of  nephritis 
belong  in  this  category  and  have  the  same  consti- 
tutional background,  and  can  be  benefited  by  the 
same  treatment.  A small  amount  of  preliminary 
work  has  been  done  on  this  subject  but  is  not  yet 
ready  to  report. 


DEGENERATIVE  MYOSITIS  FROM  MELITENSIS  INFECTION: 
REPORT  OF  ONE  CASE 

ARCH  F.  O'DONOGHUE,  M.  D.,  F.  A.  C.  S.,  and  WALTER  SCOTT,  M.  D., 

Sioux  City,  Iowa. 


It  is  not  our  purpose  in  this  brief  report  to 
summarize  the  increasingly  prevalent  disease  of 
malta  fever  which  has  been  so  well  discussed  by 
Hardy,  Jordan  and  Borts(1),  Mackie(2),  and  oth- 
ers, but  to  add  a hitherto  undescribed  clinical 
manifestation  to  its  many  protean  forms.  Osteo- 
myelitis of  a vertebra  was  described  by  Kulowski 
and  Vinke(3),  and  a purulent  arthritis  by  one  of 
us  (A.  F.  0’D.)(4),  but  a degenerative  myositis 
of  the  type  described  below  is  not  found  in  a 
review  of  the  literature. 

Case  History:  K.  J.,  fanner,  aged  25,  was  first  seen 
August  18,  1935,  complaining  of  pain  in  the  back 
which  he  stated  began  on  August  11th  following  a 
mild  angina.  The  pain  he  stated  was  of  a deep  burn- 
ing type  and  practically  constant.  Oral  temperature 
had  reached  102  F on  several  occasions  but  there  had 
been  no  chills.  Other  symptoms  complained  of  were 
anorexia,  lassitude  and  periodic  mental  unclearness. 
The  home  physician  ordered  the  patient  to  bed  and 
prescribed  codeine  to  allay  pain. 

The  past  history  was  negative  except  for  an  attack 


of  inflammatory  rheumatism  in  1926  from  which  he 
made  a good  recovery. 

Examination  at  this  time  showed  a well  nourished, 
young  adult  white  male  appearing  acutely  ill.  The 
general  examination  was  essentially  negative  but  the 
deep  muscles  of  the  back  were  in  spasm  and  there 
was  tenderness  along  the  entire  dorsal  and  lumbar 
regions,  with  restricted  motions  in  all  directions. 

Anterio-posterior  stereo  and  lateral  x-ray  studies 
of  the  spine  revealed  nothing  of  importance.  Blood 
Wassermann,  Widal,  and  von  Pirquet  tests  were  nega- 
tive. Agglutinations  for  malta  fever  were  positive  in 
dilutions  of  1 to  320.  The  intradermal  reaction  to 
malta  fever  likewise  was  strongly  positive. 

A diagnosis  of  malta  fever  spondylitis  was  made 
and  the  patient  hospitalized.  On  August  22nd,  50  c.c. 
of  convalescent  goat  serum  was  given  intravenously. 
On  August  26th,  brucellin  injections  were  begun  and 
these  were  continued  every  three  days  for  10  doses. 

The  patient  left  the  hospital  on  August  28th  and 
two  days  later  began  having  severe  pain  in  both 
shoulders  which  radiated  downward  to  the  deltoid 
tubercles.  This  continued  for  one  week  then  disap- 
peared. About  October  1,  1935  the  patient  himself 
noticed  that  the  scapulae  were  becoming  more  prom- 
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inent  and  that  the  shoulder  motions  were  becoming 
weak. 

Re-examination  showed  an  atrophy  of  the  supra 
and  infraspinatus  muscles  to  a marked  degree  and 
of  the  deltoids  to  a moderate  extent.  (Pig.  1).  Pow- 
ers of  abduction  and  external  rotation  were  dimin- 
ished but  there  were  no  actual  paralyses  present. 
The  lower  arms  were  strong  and  showed  no  signs  of 
wasting  or  of  sensory  impairment. 

Spinal  puncture  revealed  a normal  fluid.  A biopsy 
from  the  right  infraspinatus  muscle  showed  a very 
marked  degeneration  of  the  muscle  fibers  with  inter- 
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Fig.  1 Fig.  2 Fig.  3 

Fig.  1.  Photograph  taken  on  November  16,  1935.  six  weeks  after  shoulder  girdle 
atrophy  was  noted.  Comparison  with  Fig.  3 shows  that  the  deltoids  as  well  as  the 
scapular  muscles  are  involved. 

Fig.  2.  Low  power  photomicrograph  shows  a diffuse  myositis  with  some  thicken- 
ing of  the  muscle  fibers  and  considerable  cloudy  swelling.  Some  of  the  fibers  are 
tortuous  in  tneir  bundles.  There  is  a marked  increase  in  the  connective  tissue  through- 
out. The  blood  vessels  show  considerable  paravascular  jnfiltration  especially  about 
the  small  venules.  The  cellular  elements  are  made  up  of  fibroblasts,  lymphocytes, 
plasma  cells,  polymorphonuclear  leucocytes  and  an  occasional  eosinophile.  The  pre- 
dominating cell,  however,  is  the  lymphocyte.  The  nerve  fibers  leading  into  the 
muscle  show  no  inflammatory  change.  This  is  a picture  of  a low  grade  myositis. 
(A.  C.  Starry.  M.  D.). 

Fig.  3.  Photograph  taken  on  last  visit,  June  8,  1936. 


stitial  round  cell  infiltration.  (Fig.  2).  Cultures  from 
the  muscle  remained  sterile  after  10  days. 

Physiotherapy  was  instituted  but  on  January  23, 
1936,  no  subjective  or  objective  improvement  could  be 
noted.  Patient  was  again  hospitalized,  placed  in  the 
Inductotherm  and  good  thermal  reactions  up  to  105  F 
for  eight  hours  were  obtained  on  January  23rd,  24th 
and  again  on  March  7th. 

Checkup  on  June  8,  1936,  revealed  that  all  pain  and 
tenderness  had  disappeared,  all  motions  of  the  shoul- 
der were  powerful,  the  spine  was  limber  and  the 
muscles  over  the  scapulae  had  filled  out  remarkably. 
(Fig.  3).  The  patient  was  thus  allowed  to  return  to 
work. 

SUMMARY 

A case  of  proved  malta  fever  infection  is  pre- 
sented which  ran  a typical  chronic  course  and 
was  complicated  during  the  disseminative  stage 
by  a low  grade  myositis,  selective  in  its  distribu- 
tion, and  ameliorative  to  the  administration  of 
brucellin  and  pyrotherapy. 

We  believe  that  the  association  between  the 
proved  systemic  infection  and  the  muscle  atro- 
phies in  this  case,  justifies  the  conclusion  that 
selective,  degenerative  myositis  may  be  another 
of  the  many  complications  arising  from  malta 
fever  in  man. 


4.  O'Donoghue,  Arch  F.:  Septic  Arthritis  in  the 
Hip  Caused  by  Brucella  Melitensis.  Report  of  Case. 
J.  Bone  & Joint  Surg.,  Vol.  XV,  No.  2,  506-508,  April, 
1933. 

WHAT  A NAME ! 

A young  wife,  wishing  to  announce  the  birth 
of  her  first  child  to  a friend  in  a distant  city, 
sent  this  telegram : 

“Isaiah  9 :6 : ‘For  unto  us  a child  is  born,  unto 
us  a son  is  given’.” 

Her  friend,  not  familiar  with  the  Scriptures, 
said  to  her  husband : 

“Margaret  evidently  has  a boy  who  weighs 
nine  pounds  and  six  ounces,  but  why  on  earth 
did  they  name  him  Isaiah?” 

“But,  my  dear  madam,  it’s  no  use  consulting 
me  about  your  husband.  I’m  a horse  doctor.” 

“That’s  why  I came  to  you,”  said  the  woman. 
“He’s  a chronic  kicker.” 

The  absent-minded  professor  has  nothing  on 
our  dentist.  The  other  day  he  crawled  under  his 
car,  and  as  he  prepared  to  fit  the  pliers  to  a bolt 
warned,  “Now,  madam,  this  may  hurt  a little.” 


CARDIAC  CLINIC  NO.  Ill— THE  APICAL  SYSTOLIC 
MURMUR  AND  MITRAL  REGURGITATION 


FREDERICK  W.  NIEHAUS,  M.  D.. 

From  the  Cardiac  Clinic,  University  of  Nebraska, 
College  of  Medicine, 

Omaha,  Nebraska. 


An  apical  systolic  murmur  is  usually  present 
with  mitral  regurgitation,  but  such  a murmur 
does  not  necessarily  indicate  this  valve  lesion. 
Much  confusion  and  even  controversy  has  ex- 
isted, due  to  the  fact  that  this  valvular  defect  is, 
all  too  frequently,  diagnosed  by  this  single  physi- 
cal sign — even  being  considered  almost  synony- 
mous. 

In  order  to  clarify  this  situation,  it  is  necessary 
to  classify  the  causes  of  apical  systolic  murmurs, 
even  at  the  risk  of  appearing  elementary. 

I.  Those  Murmurs  Caused  Primarily  by  Ex- 
tracardiac Factors  or  Influences : Changes  of  the 
blood  consistency  in  anemia,  fever,  etc.,  are  com- 
mon causes  of  this  type  of  bruit.  The  respiratory 
cycle  often  does  likewise.  Vasomotor  instability, 
as  seen  in  neurocirculatory  asthenia  and  hyper- 
thyroidism, or  vasomotor  paresis,  as  in  shock,  is 
frequently  accompanied  by  an  apical  systolic  mur- 
mur. It  is  also  frequently  heard  in  asthenic, 
visceroptotic  statures.  These  are  recognized 
chiefly  by  a scrutiny  of  extracardiac  factors  rath- 
er than  by  the  findings  of  the  heart  itself.  How- 
ever, careful  auscultation  may  aid  in  establishing 
their  identity.  These  murmurs  are  not  well 
transmitted,  do  not  replace  heart  sounds,  or  are 
inconstant.  Some  change  with  the  phases  of 
respiration,  and  usually  disappear  with  exercise. 

This  class  of  murmurs  are  not  indicative  of 
heart  disease  or  heart  weakness.  Their  occur- 
rence is  merely  accidental  or  incidental.  A lack 
of  appreciation  of  this  group,  has  minimized  the 
significance  of  the  murmurs  due  to  organic  dis- 
eases. Their  recognition  is  very  important  in 
order  to  avoid  confusion  with  murmurs  indicat- 
ing valvular  injury  and  heart  damage,  and,  still 
more  important,  to  avoid  labeling  those  indi- 
viduals with  this  finding  as  cardiac.  This  is  the 
chief  source  of  cardiac  neurotics. 

II.  Murmurs  Due  to  Cardiac  Enlargement 
From  a Degenerated  Myocardium:  These  are 
usually  designated  as  relative  or  functional  mur- 
murs. Obviously,  in  these  conditions  the  apical 
systolic  murmur  is  indicative  of  cardiac  dilata- 
tion. It  might  be  mentioned,  that  this  incompe- 
tence is  caused,  not  only  by  the  widening  of  the 
mitral  ring  (the  usual  explanation),  but  more  be- 
cause the  ventricular  muscular  ring  at  the  auricu- 
lo-ventricular  orifice  has  lost  its  tone  due  to  myo- 
cardial degeneration,  and  also  because  the  dilated 
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ventricle  pulls  the  chordea  tendinae  downward, 
thereby  preventing  closure  of  the  valve  cusps. 
This  murmur  is  identified  by  the  existence  of  the 
causes  of  myocardial  degeneration,  such  as  hyper- 
tension and  coronary  artery  disease.  Necessarily 
these  need  to  be  considered,  at  the  age  levels  in 
which  these  changes  occur,  usually  after  fifty. 
The  fact  that,  at  this  age,  few  cases  of  rheumatic 
valvulitis  still  survive,  further  helps  to  identify 
it,  as  secondary  to  a dilatation,  and  not  due  to  a 
primary  valvulitis. 

A functional  (or  relative)  apical  systolic  mur- 
mur is  an  important  sign.  It  not  only  indicates 
dilatation,  due  to  muscular  weakness,  but  an  in- 
competent valve  incident  to  it.  The  latter  im- 
poses a hemodynamic  burden  which  the  diseased 
myocardium  is  poorly  prepared  to  overcome.  This 
load  is  frequently  imposed  rapidly  during  the 
course  of  congestive  failure  (as  in  coronary 
thrombosis),  without  a chance  for  the  compensa- 
tory measures  to  become  established.  Acute 
heart  failure  may  thus  be  precipitated.  If  this 
sequence  of  events  occurs  slowly,  as  in  hyperten- 
sion, or  in  slow  occlusion  of  small  branches  of 
the  coronary  artery,  the  appearance  of  an  apical 
systolic  murmur  indicates  a definite  epoch  in  the 
progress  of  the  disease.  The  physical  character- 
istics are  usually  quite  different  from  the  murmur 
due  to  a rheumatic  valvulitis.  The  functional 
murmur  is  usually  a faint  or  moderate  intensity 
of  a blowing  quality,  and  moderately  short  dura- 
tion. The  first  mitral  sound  has  a booming  qual- 
ity. The  manifestations  of  a murmur,  due  to 
valvulitis,  are  usually  quite  the  reverse. 

III.  The  Apical  Systolic  Murmur  Caused  by 
Inflammation  of  the  Mitral  Valve:  This  results 
in  a stiffening  and  distortion  of  its  cusps.  While 
this  type  of  lesion  is  classified  as  rheumatic,  the 
history  of  acute  rheumatic  fever  is  frequently 
lacking.  Many  types  of  infection  such  as  tonsil- 
litis, acute  upper  respiratory  infections,  pneu- 
monia, scarlet  fever,  etc.,  may  be  the  etiological 
factor.  The  valvular  defect  produces  striking 
audible  signs,  yet  due  consideration  must  also  be 
given  to  the  effect  of  these  infectious  agents  on 
the  myocardium  and  the  coronary  circulation. 
The  systolic  murmur  in  this  type  of  heart  dis- 
ease indicates  that  a rheumatic  carditis  has  ex- 
isted or  is  still  present.  Its  significance,  in  rela- 
tion to  rheumatic  infection,  is  very  comparable 
to  the  Mantoux  test  for  tuberculosis.  Its  pres- 
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ence,  like  a positive  tuberculin  test,  is  always  a 
liability,  but  it  is  by  no  means  indicative  of  the 
presence  or  the  degree  of  heart  failure.  Its  sig- 
nificance as  a prognostic  sign,  when  the  heart  is 
competent,  to  a great  degree,  parallels  its  audi- 
bility or  intensity.  Levine  suggests  a classifica- 
tion on  this  basis.  During  decompensation,  the 
murmur  may  be  absent,  only  to  reappear  with  im- 
provement of  the  circulation.  The  physical  char- 
acteristics which  aid  in  identifying  this  murmur 
are  (1)  the  intensity  is  moderate  to  loud ; (2)  the 
quality  is  more  or  less  harsh;  (3)  the  duration  is 
moderate  to  long;  (4)  it  is  transmitted  to  the 
axilla  or  farther.  White  states  that  the  murmur 
is  loudest  with  slight  or  moderate  regurgitation 
and  absent  if  the  orifice  is  widely  patent. 

With  this  classification  of  the  apical  systolic 
murmurs,  it  is  evident  that  the  diagnosis  of  a 
primary  mitral  regurgitation  as  the  significant 
valvular  lesion,  can  only  be  considered  in  the 
rheumatic  heart  disease. 

Early  in  the  course  of  rheumatic  valvular  dis- 
ease, it  is  conceivable  that  the  inflamed,  slightly 
edematous  cusps  do  not  approximate  closely  or 
are  retarded  in  closing.  This  permits  a small 
amount  of  regurgitation,  causing  sufficient  vi- 
bration of  the  valve  cusps  to  produce  a murmur, 
usually  of  slight  intensity.  The  amount  of  the 
regurgitated  blood  is  small,  and  does  not  interfere 
with  dynamics  of  the  heart.  This  imposes  no 
burden  on  any  part  of  the  heart.  The  significance 
of  this  murmur  is  entirely  limited,  to  the  evidence 
it  furnishes  of  the  existence  of  a valvulitis.  Ex- 
cept in  rare  instances,  this  early  lesion  progresses 
by  an  agglutination  of  the  valve  margins,  result- 
ing in  a stenosis.  The  significance  of  the  latter, 
is  dependent  on  the  degree  of  obstruction  it  pro- 
duces to  the  passage  of  the  blood  through  the 
mitral  orifice.  With  this,  possibly  excepting  the 
“tight”  type  of  stenosis,  there  is  always  a small 
amount  of  regurgitation  producing  a systolic 
murmur.  The  amount  of  regurgitated  blood  is 
non-consequential,  insofar  as  interfering  with 
heart  efficiency  is  concerned.  This  murmur,  as 
a physical  sign,  is  important  as  indicating  the 
presence  of  a valvular  disease.  This  may  or  may 
not  be  accompanied  by  the  pathogomonic  diastolic 
murmur  of  mitral  stenosis.  In  the  latter  event, 
other  findings  such  as  the  shape  and  the  size  of 
the  heart,  may  be  the  criteria  for  establishing  the 
diagnosis  of  a stenosis.  In  short,  this  murmur 
is  important  only  as  a diagnostic  sign,  and  the 
amount  of  regurgitated  blood  accompanying  this 
obstructive  lesion,  is  of  no  significance. 

In  a few  rare  instances  (Cabot  reports  one  in 
four  thousand  autopsies),  instead  of  an  agglu- 


tination of  the  valve  margin,  there  is  a primary 
shrinkage  of  the  valve  and  the  chordae  tendenae, 
resulting  in  a widely  patent  mitral  orifice, 
through  which,  a large  amount  of  the  cardiac 
output  is  regurgitated.  The  hemodynamics  of 
the  heart  are  seriously  upset ; a great  burden  is 
imposed  on  the  left  ventricle ; the  left  auricle  is 
subjected  to  the  full  force  of  the  systole.  The 
diagnosis  of  a primary  mitral  regurgitation 
should  be  restricted  to  this  condition.  The  hy- 
draulics of  the  heart  with  this  valve  defect,  are 
less  effective  than  with  any  other  valve  lesion. 
To  make  a diagnosis  of  a primary  mitral  regur- 
gitation, certain  definite  criteria  must  be  present : 
(1)  An  enlarged  left  ventricle  as  evidenced  by  a 
left  heart  pulsation.  A strong  or  heaving  apex 
beat  is  usually  palpable  in  the  anterior  or  mid- 
clavicular  line.  (2)  The  first  mitral  heart  sound 
is  absent.  (3)  An  apical  systolic  murmur  is  us- 
ually present.  (4)  Left  auricular  and  right  heart 
enlargement  are  present  as  in  mitral  stenosis, 
although  usually  more  marked.  Roentgenologi- 
cal examination  of  the  heart,  preferably  with  the 
fluoroscope,  is  a great  aid  in  determining  the 
characteristic  size  and  shape  of  a mitral  regurgi- 
tant heart.  The  value  of  the  x-ray  in  heart  ex- 
aminations is  being  more  and  more  appreciated, 
and  should  be  used  whenever  available.  (5)  A 
history  of  acute  rheumatic  fever,  when  obtain- 
able, is  of  great  moment  in  establishing  this  diag- 
nosis. A diagnosis  of  mitral  regurgitation  based 
on  “such  a combination  of  physical  signs  is  ex- 
tremely rare”  (Crummer),  but  when  present,  in- 
stead of  being  the  most  benign,  as  is  usually 
taught,  it  becomes  the  most  precarious  of  all  the 
rheumatic  valvular  lesions.  Prognostic  statistics 
of  this  valvular  condition  are  of  no  value,  due 
to  the  confusion  regarding  the  significance  of 
the  apical  systolic  murmurs.  Cabot  states  that  it 
is  the  “commonest  wrong  diagnosis  in  the  field 
of  the  circulation.”  White  states  “Marked  mitral 
regurgitation  is  a greater  strain  on  the  heart  than 
mitral  stenosis,  and  life  is  shorter,  usually  lasting 
but  a few  years  at  best.” 
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SHIPS  AND  BABIES 
“I  was  just  reflecting.” 

“About  what?” 

“Golly!  What  if  they  christened  infants  as 
they  christen  ships,  by  cracking  them  over  the 
bean  with  a bottle!” 
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Christmas 

As  shadows  cast  by  cloud  and  sun 
Flit  o’er  the  summer  grass, 

So,  in  Thy  sight,  Almighty  One, 

Earth’s  generations  pass. 

And  as  the  years,  an  endless  host, 

Come  swiftly  pressing  on, 

The  brightest  names  that  earth  can  boast 
Just  glisten  and  are  gone. 


Yet  doth  the  star  of  Bethlehem  shed 
A lustre  pure  and  sweet; 

And  still  it  leads,  as  once  it  led, 

To  the  Messiah’s  feet. 

0 Father,  may  that  holy  star 
Grow  every  year  more  bright, 

And  send  its  glorious  beams  afar 
To  fill  the  world  with  light. 

— William  Cullen  Bryant. 


DIRE  NEEDS  OF  OUR  STATE 
INSTITUTIONS 

One  and  one-half  million  represents  a gener- 
ous sum  of  money  and  that  is  about  the  amount 
asked  by  the  board  of  control  for  additional 
buildings,  improvements  on  old  buildings,  etc.,  at 
the  several  State  institutions  of  Nebraska.  One 
of  the  younger  states,  Nebraska,  probably  has 
never  had  enough  institutional  room  to  keep 
ahead  of  ever  growing  demands  to  properly  house 
its  wards. 

Certain  it  is  that  within  recent  years  the  State 
Hospitals  for  the  Insane,  the  Hospital  for  the 
Tuberculous,  the  Orthopedic  Hospital,  and  the 
Institution  for  the  Feeble  Minded  have  been 
crowded  to  capacity  and  have  maintained  wait- 
ing lists  for  patients  legally  assigned  to  the  sev- 
eral institutions  named. 

In  the  case  of  at  least  one  State  hospital  for 
the  insane,  it  has  been  impossible  to  get  patients 
admitted  for  varying  periods  often  running  into 
months,  for  want  of  room.  It  may  be  presumed 
that  the  same  condition  applies  to  all  three  of 
the  hospitals  for  the  insane. 

The  Institution  for  the  Feeble  Minded  has 
carried  a capacity  load  for  years.  Press  reports 
recently  indicated  a waiting  list  of  about  seventy- 
five  and  we  doubt  that  number  fully  represents 
the  need  for  additional  room,  for  personal  con- 
tacts with  parents  and  guardians  of  feeble  mind- 
ed children  inquiring  about  institutional  care  (but 
not  brought  before  the  proper  county  authorities 
for  action)  leads  one  to  believe,  the  number  need- 
ing such  care  is  much  greater  than  the  statistics 
given  out  by  the  institutional  authorities  seem  to 
show. 

The  Hospital  for  the  Tuberculous  has  always 
been  crowded  to  capacity  and  waiting  lists  have 
to  be  kept.  It  is  stated  that  at  this  time  there 
is  a waiting  list  approximating  150  patients.  The 
needs  of  the  Orthopedic  Hospital  are  also  press- 
ing. 

We  wish  at  this  time  to  particularly  stress  the 
needs  of  the  State  Hospitals  for  the  Insane.  The 
problems  now  more  pressing  than  ever  are  over- 
crowding, antiquated  construction,  and  low  main- 
tenance which  results  in  inadequate  personnel 
and  inadequate  treatment.  A glaring  example 
that  may  be  cited  is  a building  at  the  Ingleside 
institution,  housing  over  700  patients,  in  so  rick- 
ety condition  that  one  can  look  through  the  roof 
and  see  the  blue  sky,  the  mortar  joints  are  brok- 
en on  the  corners  and  over  the  window  and  door 
arches,  etc. 

We  understand  that  Dr.  Franklin  G.  Ebaugh, 
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noted  psychiatrist  of  Denver,  reports  in  his  sur- 
vey of  Nebraska  hospitals  for  the  insane  that  the 
overcrowding  at  the  Norfolk  institution  amounts 
to  20%,  at  Lincoln  20%,  and  at  Ingleside  56%. 

A bulletin  recently  sent  out  by  the  Adams 
County  Medical  society  to  the  secretaries  of  the 
county  societies  deals  specifically  with  the  sub- 
ject of  overcrowding  and  antiquated  buildings  at 
Ingleside  in  an  endeavor  to  inform  the  profession 
of  the  needs  of  that  particular  institution. 

It  is  stated  that  the  budget  for  State  institu- 
tions is  based  on  an  allowance  of  fifty  cents  per 
day  per  person  for  food,  clothing,  room,  nursing, 
medical  care,  when  seventy-five  cents  is  allowed 
for  food  alone  for  prisoners  in  county  jails. 

It  is  to  be  hoped  that  the  incoming  legislature 
will  see  its  way  clear  to  relieve,  at  least,  some 
of  the  pressing  needs  of  its  institutions.  We  are 
not  as  good  to  our  wards  as  we  should  be.  We 
complain  about  high  taxes:  we  are  not  paying 
taxes  enough,  else  our  state  institutions  zvould 
fare  better  than  they  have  fared. 

A small  levy  covering  a period  of  years,  sim- 
ilar to  the  levy  which  provided  the  ten  million 
dollars  for  building  the  Capitol  has  been  suggest- 
ed and  might  be  the  solution  of  the  problem. 


THE  NOVEMBER  CONFERENCE  IN 
CHICAGO 

The  privilege  and  pleasure  of  being  a part  of 
the  Annual  Conference  of  Secretaries  of  Constit- 
uent State  Medical  Associations  and  Editors  of 
State  Medical  Journals  was  again  enjoyed  by 
your  Secretary  and  your  Editor,  November  16 
and  17.  Also  present  was,  Mr.  M.  C.  Smith,  Ex- 
ecutive Secretary,  and  part-time  attendants  were, 
Dr.  P.  H.  Bartholomew,  Director  of  the  State 
Department  of  Health,  and  Dr.  J.  Warren  Bell, 
newly  acquired  Director  of  Maternal  and  Child 
Health  who  were  in  Chicago  attending  a regional 
public  health  meeting. 

Several  stories  have  been  added  to  the  A.  M.  A. 
Headquarters  building  during  the  past  year  and 
the  Conference  was  held  in  the  new  assembly 
room — the  first  time  it  was  so  occupied. 

The  program  as  usual  was  varied  and  very  in- 
teresting. It  is  manifestly  impossible  to  give  an 
abstract  of  the  proceedings,  but  a few  outstand- 
ing points  will  be  recorded  : 

Dr.  Charles  Gordon  Heyd,  President  of  the 
A.  M.  A.,  in  his  Address  said  Medicine  had  sur- 
vived through  all  the  ages  because  of  three 


things : Research,  Discovery,  Organization.  Med- 
icine survived  soviet  Russia  through  its  ability  to 
organize. 

Mr.  J.  W.  Plolloway  of  the  Bureau  of  Legal 
Medicine  and  Legislation  of  the  A.  M.  A.,  dis- 
cussed the  Basic  Science  laws.  Over  5,000  per- 
sons have  been  examined  in  the  nine  states — 
Connecticut,  Arizona,  Arkansas,  Iowa,  Minne- 
sota, Nebraska,  Oregon,  Washington,  Wisconsin, 
and  the  District  of  Columbia.  But  few  cultists 
have  passed.  That  the  law  is  fair  to  all  is  recog- 
nized by  even  the  cultists. 

Dr.  L.  Fernald  Foster,  Secretary  of  the  Mich- 
igan State  Medical  Society,  discussed  the  “Mich- 
igan Filter  System.”  In  1935  the  State  Medical 
society  evolved  a plan  for  caring  for  crippled 
children  and  a fee  schedule  consistent  therewith, 
which  the  legislature  approved.  The  set-up,  the 
economic  filter,  provides  a social  service  and  mul- 
tiple board  appointed  by  the  probate  judge.  Peo- 
ple able  to  pay  are  refused  service,  people  on  the 
financial  borderline  are  referred  back  to  family 
physician  for  evolvement  of  the  part-payment 
plan  applicable  to  their  cases  and  indigent  cases 
approved  for  care. 

Dr.  Glen  Myers,  Los  Angeles,  presented  “The 
Health  League  of  California.”  A strong  organi- 
zation of  3,500  fighting  for  the  proper  relation- 
ship of  physician  to  patient.  Political  but  not 
partisan  in  politics.  Influences  support  of  candi- 
dates for  the  legislature.  It  was  suggested  in  the 
discussion  of  the  paper  that  in  some  states  the 
state  medical  society  takes  the  place  of  the  league, 
as  it  justly  should.  Some  one  with  a judicial  at- 
titude suggested  that  after  all,  results  by  what- 
ever set-up,  is  what  counted. 

Dr.  J.  H.  J.  Upham,  President-Elect  of  the 
A.  M.  A.,  touching  on  state  medical  association 
programs,  gave  it  as  his  opinion  that  programs 
should  have  a fair  sprinkling  of  local  state  talent ; 
that  distinguished  guests  are  very  fine,  but  could 
be  overdone.  Local  men  are,  however,  much  in- 
spired by  guest  talent.  Fifty-one  per  cent  of  the 
members  of  the  American  Medical  Association 
are  Fellows.  Should  be  a greater  number.  More 
men  should  have  the  organization  spirit.  We  do 
not  know  what  is  ahead  of  us — we  must  present 
a united  front. 

Dr.  Thomas  Parran,  Surgeon  General  of  the 
United  States  Public  Health  Service,  presented 
“The  Public  Health  Service  and  the  Social  Se- 
curity Act.”  Prevention  of  disease  comes  first. 
Eight  million  dollars  has  been  allocated  to  the 
several  states  for  disease  prevention  for  the  cur- 
rent fiscal  year.  Funds  are  used  to  finance  pub- 
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lie  health  organizations  of  states.  Public  health 
work  must  be  free  from  politics  and  of  a scien- 
tific basis  only.  Parran’s  concept  of  social  se- 
curity : Public  health  is  a matter  of  national  con- 
cern. Major  health  problem  of  today  is  treat- 
ment as  well  as  cause  of  disease. 

Syphilis  control  is  a major  problem,  which  he 
hopes  can  be  worked  out  between  the  states  and 
the  federal  authorities.  The  indigent  must  get 
better  organized  care. 

He  is  not  in  favor  of  national  insurance  or 
health  control,  but  favors  the  most  intense  appli- 
cation of  Medicine  to  the  problem  that  confronts, 
and  to  that  end  asks  the  most  earnest  coopera- 
tion. 

Miss  Katharine  F.  Lenroot,  Chief,  Children’s 
Bureau,  Washington,  D.  C.,  explained  the  set-up 
of  the  Social  Security  Act  as  it  applices  to  the 
Children’s  Bureau.  She  is  a marvellously  fine 
speaker  and  was  listened  to  with  rapt  attention. 

In  a discussion  following  the  presentations  of 
Dr.  Parran  and  Miss  Lenroot,  Secretary  Olin 
West  suggested  his  belief  that  federal  subsidies 
had  done  more  harm  than  good  and  hoped  the 
time  will  never  come  when  the  federal  govern- 
ment will  go  into  the  practice  of  medicine.  The 
medical  profession  must  direct  the  government’s 
efforts  into  proper  channels.  He  praised  the  ex- 
pressed stand  of  the  two  previous  speakers  on 
what  the  physician-patient  relationship  should  be. 

Mr.  Thomas  P.  McDavitt  of  the  Bureau  of 
Legal  Medicine  spoke  on  “Insurance  Against  Al- 
leged Malpractice.”  Probably  50%  of  malprac- 
tice suits  are  due  to  spiteful  remarks  of  rival 
physicians.  Probably  five  to  ten  per  cent  of  suits 
for  malpractice  result  in  verdict  for  plaintiff, 
twenty-five  to  thirty  per  cent  for  physician  sued, 
the  balance  are  settled.  Many  judgments  are 
unjustified  due  mostly  to  inadequate  defense. 
Lmwarranted  claims  must  be  fought  out  in  the 
courts  if  the  profession  in  general  is  to  be  bene- 
fited. 

President  Charles  Gordon  Heyd  discussed  the 
New  York  Medical  Society’s  medical  defense  in- 
surance set-up.  It  is  very  comprehensive  and  has 
worked  very  well.  It  has  reduced  malpractice 
suits. 

In  the  final  hour  of  the  Conference  Dr.  Olin 
West  called  the  attention  of  those  present  to  the 
overburdening  of  the  Bureau  of  Legal  Medicine 
and  Legislation  by  correspondence  and  requests 
for  information,  etc.,  from  physicians,  county 
medical  societies,  etc.,  and  explained  that  the 


Bureau  could  not  with  the  best  intentions,  be  ex- 
pected to  comply  with  all  of  these  requests,  for 
various  reasons.  He  also  called  attention  to  vio- 
lations of  the  Harrison  Narcotic  law,  saying  if 
the  government  did  not  get  better  compliance,  a 
more  drastic  law  would  result. 


THE  EDITOR’S  DINNER  CONFERENCE 

Quite  apart  from  the  Conference  mentioned 
above  and  yet  related  to  it  was  the  Editor’s  Din- 
ner Conference  at  the  Palmer  House  Monday 
evening,  November  16.  Not  only  the  editors  but 
most  of  the  secretaries  and  others  attending  the 
general  Conference  were  in  attendance,  and  all 
had  a fine  time.  As  a resulting  grist  from  an 
appeal  made  to  all  the  editors  in  advance  by  Dr. 
Holman  Taylor,  chairman  designate,  for  subjects 
to  be  discussed  the  following  subjects  resulted 
and  were  offered  for  discussion : 

1.  Is  it  good  policy  to  accept  beer,  wine,  and  whisky 
advertisements  ? 

2.  How  to  get  subscribers  to  read  our  publications. 

3.  Ways  and  means  of  securing  advertising  con- 
tracts other  than  those  furnished  by  the  Cooperative 
Medical  Advertising  Bureau. 

4.  Printing  Contracts. 

5.  Shall  the  Editor  assume  a position  of  leadership 
in  the  profession  of  his  state. 

6.  Character,  scope,  and  objectives  of  editorials. 

7.  Are  we  overdoing  the  play  on  medical  eco- 
nomics? 

8.  The  best  position  for  the  index. 

9.  The  American  Medical  Editors  and  Authors 
Association. 

Vigorous  discussions  of  some  of  the  topics  re- 
sulted. We  shall  refer  to  but  one  topic,  “Shall 
the  Editor  Assume  a Position  of  Leadership  in 
the  Profession  of  His  State?”  The  editor  of  the 
New  Jersey  Journal  believes: 

The  State  Journal  is  a mirror  which  reflects 
the  activities  of  the  State  Society  and  its  com- 
ponent county  societies.  It  is  the  only  available 
record  of  what  they  are  doing. 

How  can  the  Journal  present  the  records  truth- 
fully, concisely,  clearly,  and  attractively? 

1.  By  summaries  of  the  proceedings,  care- 
fully condensed.  Complete  stenographic  reports 
are  always  dry  and  are  really  incomplete  impres- 
sions given  by  the  speakers.  Only  the  resolutions 
are  to  be  reported  in  full. 

2.  By  cross-references  to  previous  reports  in 
the  Journal.  To  read  “In  a recent  number"  is 
only  an  aggravation — tell  the  issue  and  page  on 
which  the  activity  was  described. 

3.  By  indexes  much  more  complete  than  us- 
ually appear.  Print  them  in  a type  large  enough 
to  be  read  with  ease. 
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4.  Editorials  to  be  brief ; and  also  construc- 
tive, rather  than  critical.  Fault-finding  is  al- 
ways easy ; usually  popular ; but  entirely  futile. 
The  Devil  enjoys  the  wise-cracks  of  the  preacher. 

Holman  Taylor  of  the  Texas  Journal  said: 

“I  haven’t  had  a great  deal  of  difficulty  in  de- 
ciding what  to  do  in  the  premises,  however,  in 
view  of  our  very  compact  and  complete  organiza- 
tion. It  is  easy  for  me  to  pass  the  buck,  and 
easy  for  me  to  convince  our  official  leadership 
of  the  desirability  of  any  policy  I would  like  to 
put  out  in  the  Journal,  provided  there  is  nothing 
radically  wrong  with  my  views  in  the  matter.  If 
I can’t  convince  those  in  official  authority  that 
I am  right  about  it,  I don’t  hesitate  to  conclude 
that  probably  I am  not  right.  Hence  I am  usual- 
ly in  a position  to  establish  and  maintain  a lead- 
ership in  the  Journal  which  is  based  upon  the 
views  of  those  actually  in  authority.  When  I 
can’t  do  this,  I am  inclined  to  feel  that  nothing 
should  be  done  about  it.” 

Our  own  modest  view  has  always  been : 

A State  Journal  Editor  must  reflect  the  ex- 
press wishes  of  the  organized  profession  of  the 
state  and  of  the  A.  M.  A.  and  on  matters  about 
which  there  is  some  question  he  must  not  go  far 
afield.  The  State  Journal  must  discuss  the 
everyday  problems  of  the  profession  from  the 
various  angles  and  much  stress  should  be  placed 
on  these  discussions.  The  Editorial  pages  should 
reflect  the  highest  ideals  of  the  profession. 


THE  RECENT  MID-WEST  CLINICS 

The  Omaha  Mid-West  clinics  the  last  days  of 
October  started  off  with  snap,  an  almost  capac- 
ity house,  and  the  same  interest  was  sustained 
throughout  the  five  days  of  the  sessions.  Iowa, 
Missouri,  Kansas,  Colorado,  Wyoming,  Idaho, 
Montana,  the  Dakotas,  and  several  other  outly- 
ing states  contributed  to  the  attendance  of  over 
500  Nebraska  physicians,  to  make  a grand  total 
well  above  800.  One  wonders,  with  the  economic 
conditions  as  they  are,  in  the  agricultural  West, 
that  half  the  number  registered  should  find  it  pos- 
sible to  attend  and  the  answer  must  be  that  the 
interest  is  appealing  enough  to  impel  attendance 
in  spite  of  financial  handicaps. 

Details  of  the  sessions  cannot  find  place  here. 
Suffice  it  to  say  that  the  guest  speaker  talent 
was  of  the  highest  order.  The  Omaha  talent 
lecture  course  in  which  48  physicians  and  sur- 
geons had  part  was  appreciated  to  the  fullest  as 
was  attested  by  capacity  groups  at  every  lecture. 


The  scheduling  of  the  various  programs  was  most 
excellant  and  would  be  hard  to  improve. 

Following  the  scientific  sessions  when  there 
was  “nothing  left  but  the  shouting,”  “A  Night 
with  the  Forty-Niners”  was  presented  Thursday 
evening  by  the  Omaha  profession  and  their  wives 
in  costume  and  all  who  attended  had  a “rip-roar- 
ing good  time.” 

Congratulations  are  due  the  profession  of 
Omaha,  the  officials  of  the  Omaha  Mid-West 
clinic  in  general  and  particularly  to  the  executive 
officers,  President  Langdon  and  Secretary-Direc- 
tor McCarthy,  on  whom  after  all  the  greater  bur- 
den rested,  for  a most  successful  clinical  meet. 

Dr.  G.  Alexander  Young  succeeds  to  the  pres- 
idency and  Dr.  J.  D.  McCarthy  continues  as  sec- 
retary-director. 


LINCOLN  GENERAL  HOSPITAL  FALL 
CLINICS 

The  Fall  clinics  of  the  Lincoln  General  Hos- 
pital held  November  13,  were  of  unusual  interest 
and  were  attended  by  upward  of  150  physicians. 
Round  table  discussions  followed  the  luncheon 
and  Dry  clinics  followed  the  buffet  dinner.  Fol- 
lowing is  the  talent  and  program  offered  at  the 
clinics : 

John  McEwen  Foster,  Jr.,  M.  D.,  Denver, 
Colorado,  Assistant  in  Surgery,  University  of 
Colorado  School  of  Medicine,  Attending  Sur- 
geon, Denver  General,  St.  Joseph’s  and  Presby- 
terian Hospitals — “Newer  Concepts  in  Treatment 
of  Penetrating  Chest  Injuries.” 

Fred  Jenner  Hodges,  M.  D.,  Ann  Arbor, 
Michigan,  Professor  of  Radiology,  University  of 
Michigan,  Ann  Arbor,  Michigan — “Gastric  Car- 
cinoma— Its  Detection  by  Roentgen  Methods.” 

Arthur  Emmanuel  Hertzler,  M.  D.,  Halstead, 
Kansas,  Professor  of  Surgery,  University  of 
Kansas  Medical  School — “Goiter”  From  the  Gen- 
eral rather  than  the  Surgical  Standpoint. 

George  Edmiston  Fahr,  M.  D.,  Minneapolis, 
Minnesota,  Professor  of  Medicine,  University  of 
Minnesota  Medical  School — “What  is  Neph- 
rosis ?”  • 


PRESENT  STATUS  OF  X-RAYS  AS  AN 
AID  IN  TREATMENT  OF  GAS 
GANGRENE 

James  F.  Kelly  and  D.  Arnold  Dowell,  Omaha 
( Journal  A.  M.  A.,  Oct.  3,  1936),  state  that  x-ray 
treatment  is  indicated  in  gas  gangrene,  both  in 
extremity  and  in  trunk  cases ; that  the  treatment 
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should  be  started  as  soon  as  the  disease  is  sus- 
pected and  be  given  throughout  its  course,  twice 
each  day  for  at  least  three  days.  Since  infected 
tissue  was  left  behind  in  many  of  the  cases  in 
which  radical  surgical  operation  was  performed, 
it  raises  the  question  as  to  what  good  the  surgery 
really  does.  Then  the  mortality  of  the  patients 
operated  on  is  so  terribly  high  as  compared  to 
those  not  operated  on  that  again  the  use  of  ampu- 
tation seems  to  be  a distinct  disadvantage.  The 
dark  appearance  shown  by  the  involved  tissues 
does  not  indicate  a true  gangrene,  and  it  clears 
up  following  successful  irradiation.  It  is  proba- 
bly localized  cyanosis.  One  should  not  be  dis- 
couraged and  think  the  patient  is  beyond  hope 
when  one  is  first  called  on  to  treat  him.  The 
x-ray  treatment  should  be  given  morning  and 
evening  over  a period  of  at  least  three  days  and 
of  sufficient  voltage  to  insure  penetration  of  the 
involved  tissue : from  90  to  100  kilovolts  on  an 
extremity,  1 mm.  aluminum  filter,  from  130  to 
160  kilovolts  on  the  trunk  with  increased  filtra- 
tion ; about  100  roentgens  per  treatment  over  each 
area.  They  advise  the  use  of  x-rays  in  all  cases, 
the  use  of  serum  unless  there  is  some  contraindi- 
cation to  the  use  of  serum  present,  and  of  tetanus 
antitoxin.  Local  surgical  procedures  and  anti- 
septics may  be  indicated.  They  advise  against 
amputation  for  gas  bacillus  infection. 


TUBERCULOSIS  SURVEY  OF  YORK 
COUNTY 

As  a part  of  the  work  of  the  Tuberculosis 
Committee  of  the  Nebraska  State  Medical  Asso- 
ciation the  York  County  Medical  society  is  spon- 
soring a Tuberculosis  survey  of  the  county.  The 
high  school  students  of  the  various  towns  in  the 
county  are  to  be  given  an  opportunity  to  be  test- 
ed. The  school  boards,  the  county  board,  and 
various  civic  bodies  are  cooperating  in  raising 
funds  for  the  materials  and  the  work,  which  will 
be  done  by  the  physicians  in  the  county. 

All  known  contacts  over  the  last  ten  years  are 
being  tested  by  their  family  physician.  An  at- 
tempt is  being  made  to  test  all  food  handlers. 

Those  who  are  positive  to  the  test,  will  be 
x-rayed  by  the  laboratories  in  the  county.  The 
expense  of  this  work  will  be  borne  by  the  indi- 
vidual, where  possible.  Those  unable  to  pay  their 
way,  will  be  cared  for  through  funds  from  the 
organizations. 

Local  papers  are  cooperating  in  running  stories 
and  furnishing  much  valuable  publicity,  and  the 
outlook  is  bright  for  a successful  survey. 

— R.  E.  Harry,  York. 


VOLUME  21,  HISTORY 

With  the  December  number  Volume  21  of  the 
Nebraska  State  Medical  Journal  becomes  his- 
tory. 

The  difficulties  of  those  responsible  for  the 
Journal  during  the  current  year  have  been  great 
due  to  the  fact  that  economic  conditions  limit  the 
publication  board  to  forty  reading  pages  per 
month. 

During  the  current  year  more  copy  and  copy 
of  a higher  type  has  been  handled  than  at  any 
time  in  the  history  of  the  Journal.  Papers  that 
on  account  of  timeliness  and  merit  should  have 
been  published  months  ago  are  still  awaiting  pub- 
lication. 

The  patience  of  contributors  to  the  Journal  has 
been  marvellous  and  is  fully  appreciated  by  the 
publication  board  which  is  doing  the  very  best 
possible  under  tremendous  handicaps.  How- 
ever, there  is  light  in  the  darkness  and  it  may 
reasonably  be  expected  that  publication  will  catch 
up  with  the  supply  of  material  on  hand  during 
early  succeeding  months.  For  several  years  the 
publication  board  has  not  felt  justified  in  assum- 
ing cost  of  illustrations  in  the  Journal  and  the 
contributing  profession  has  reacted  wonderfully 
to  the  problem,  by  each  one  assuming  the  cost 
of  cuts  for  his  particular  article. 

The  thanks  of  the  publication  board  and  the 
editor  are  due  the  profession  for  uniform  courtesy 
and  continued  encouragement  of  their  endeavors 
to  give  them  a medical  journal  worthy  of  a 
great  profession  of  a great  state. 


STILL  SEARCHING  FOR  A CURE 

Since  the  discovery  of  the  tubercle  bacillus  in 
1882  by  Robert  Koch,  an  obscure  German  physi- 
cian, scientists  all  over  the  world  have  been 
searching  for  a specific  cure  for  tuberculosis.  So 
far  none  has  been  discovered.  Dr.  Koch  thought 
he  had  found  one  in  “tuberculin,”  which  he  dis- 
covered several  years  later,  and  the  news  was 
broadcast  with  great  rejoicing.  But  as  a cure  it 
proved  a disappointment.  Since  then  countless 
other  serums  and  anti-toxins  have  been  offered 
by  scientists  who  have  been  sincere  in  their  belief 
that  at  last  they  had  found  a cure. 

And  yet  doctors  and  scientists  are  not  dis- 
couraged. They  believe  that  there  is  a specific 
to  cure  tuberculosis  awaiting  discovery.  The  Na- 
tional Tuberculosis  Association  devotes  some  of 
the  funds  derived  from  the  sale  of  Christmas 
Seals  each  year  to  a cooperative  research  pro- 
gram. 
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A special  Committee  on  Research  of  which  Dr. 
William  Charles  White  of  Washington,  D.  C.,  is 
chairman,  is  composed  of  the  following  outstand- 
ing tuberculosis  scientists  in  the  country : Dr. 
Charles  J.  Hatfield,  Director  of  Henry  Phipps 
Institute,  Philadelphia;  Dr.  Florence  R.  Sabin, 
Rockefeller  Institute,  N.  Y. ; Dr.  J.  Bums  Am- 
berson,  Jr.,  Columbia  University,  N.  Y. ; Dr.  Es- 
mond R.  Long,  Henry  Phipps  Institute,  Philadel- 
phia ; Dr.  W.  H.  Morriss,  Gaylord  Farms  Sana- 
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of  the  United  States 


torium,  Wallingford,  Conn.,  and  Dr.  Fred  H. 
Fleise,  Trudeau  Sanatorium,  Saranac  Lake,  New 
York. 

In  the  beginning  this  Committee  decided  that 
rather  than  build  an  expensive  laboratory  of  its 
own  in  which  to  carry  on  scientific  research,  the 
various  existing  facilities  at  the  big  universities 
could  be  used.  Today  equipment  and  personnel 
in  25  leading  research  laboratories  are  being  util- 
ized in  working  out  the  projects  assigned  by  the 
Committee.  For  example,  one  man  works  on 
some  phase  of  the  sugars  derived  from  the  tuber- 
cle bacillus  ; another  devotes  his  study  to  the  fatty 
and  other  acids;  a third  to  the  proteins.  None 


of  the  heads  of  the  laboratories  is  paid  for 
services,  but  where  necessary,  subsidies  are  grant- 
ed for  extra  workers,  special  equipment  and  other 
aids,  as  required. 

Among  the  research  institutions  working  with 
the  Committee  are  the  Rockefeller  Institute,  the 
Henry  Phipps  Institute,  the  Saranac  Laboratory, 
the  Bureau  of  Animal  Industry  of  the  United 
States,  Department  of  Agriculture  in  Washing- 
ton, D.  C.,  and  Yale,  Columbia,  Cornell,  Califor- 
nia, Chicago  and  Vanderbilt  Universities. 

Two  large  drug  houses,*  both  of  Philadelphia, 
have  contributed  assistance  to  the  amount  of  over 
$50,000  to  the  study  of  this  baffling  disease. 
Research  into  the  chemistry  of  the  tubercle  bacil- 
lus itself  is  one  of  the  major  studies.  Enormous 
quantities  of  the  bacteria  are  grown  for  chemical 
analyses.  One  of  the  cooperating  drug  houses 
has  growing  at  one  time  2,000  bottles  of  tubercle 
bacilli.  They  are  bred  on  a carefully  composed 
chemical  medium  and  later  are  used  for  biological 
study.  Some  of  the  interesting  questions  to 
which  answers  are  being  sought  are : What  is  it 
in  the  chemical  composition  of  this  bacillus  that 
makes  one  have  fever?  Why  should  a person 
once  infected  always  respond  in  a different,  more 
sensitive  manner  to  later  infections  ? What  chem- 
ical characteristic  of  the  germ  makes  the  tissues 
of  the  body  build  scar  tissue?  The  answers  to 
some  of  these  questions  have  been  found,  and 
with  a public  more  intelligently  cooperative  it  is 
not  too  much  to  dream  that  this  enthusiastic 
group  of  scientists  may  find  a specific  cure. 

Until  such  a cure  has  been  discovered,  how- 
ever, it  is  most  important  for  people  to  under- 
stand and  employ  the  only  known  treatment  that 
has  thus  far  been  found  effective.  It  is  not  a 
bottled  medicine,  a pill  or  a serum ; it  is  the  com- 
bination of  absolute  rest  in  bed,  good  food,  fresh 
air  and  sunshine,  under  the  direction  of  a good 
physician. 

Every  one,  whether  a scientist  or  not,  has  a 
chance  to  help  in  this  important  search  by  pur- 
chasing and  using  the  penny  Christmas  Seals 
in  December. 

— Elizabeth  Cole. 


Housewife : “Look  here,  my  man,  why  do  you 
always  come  to  my  house  to  beg?” 

Tramp:  “Doctor’s  orders,  madam.” 

Housewife:  “Doctor’s  orders?” 

Tramp:  “He  told  me  that  when  I found  food 
that  agreed  with  me  I should  stick  to  it.” — 
Pearson’s  Weekly. 

♦Sharpe  & Dohme ; Parke,  Davis  & Co. 
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MEDICO-LEGAL 

TRAUMATIC  RUPTURE  OF  LUNG  WITH- 
OUT SIGNS  OF  TRAUMA  TO 
CHEST  WALL 

The  large  number  of  auto  accidents  during  the 
past  few  years  is  adding  rapidly  to  the  number 
of  chest  injuries  brought  to  the  attention  of  the 
practitioner  of  medicine.  In  considering  the  pos- 
sible damage  to  the  important  organs  contained 
within  the  bony  cage,  it  is  important  to  bear  in 
mind  that  there  may  be  serious  injury  to  the 
lungs  with  no  external  signs  of  violence  to  the 
chest  wall. 

In  discussing  “Rupture  of  the  Lungs”  Sydney 
Smitthd1)  states  that  he  has  “observed  a great 
number  of  cases  where  there  has  been  consider- 
able laceration,  especially  of  the  bases,  without 
the  silghtest  trace  of  external  violence.”  Cooke(2), 
in  a timely  article  on  this  subject,  divides  the 
types  of  injuries  into  three  types,  and  gives  ex- 
amples of  each.  In  the  first  or  ‘Pneumothorax 
type'  there  is  simple  rupture  of  a few  alveoli, 
without  hemoptysis  or  hemothorax  to  suggest  se- 
vere parenchymal  damage.  Usually  recovery 
follows. 

In  the  second  type  or  ‘Parenchymal  rupture' 
there  is  rupture  of  the  lung  parenchyma  without 
laceration  of  the  visceral  pleura.  In  the  lungs 
there  are  numerous  hemorrhages  varying  from 
the  size  of  a pea  to  that  of  a walnut.  Hemop- 
tysis is  fairly  constant. 

In  the  third  or  ‘Combined  type'  there  is  a com- 
bination of  the  other  two  much  exaggerated. 
There  is  tearing  of  the  visceral  pleura  with  hemo- 
pneumothorax,  as  well  as  extensive  hemorrhage 
into  the  lung  itself. 

In  a discussion  of  the  factors  concerned  in 
rupture  of  the  lung  it  is  pointed  out  that  in  most 
instances  the  patient  is  young,  suggesting  that 
resiliency  of  the  ribs  may  be  important.  Other 
important  factors  are  an  expanded  lung  and 
closed  glottis  at  the  moment  of  impact. 

In  evaluating  for  judge  and  jury  the  results  of 
blows  to  the  chest,  the  physician  must  bear  in 
mind  that  the  average  layman  finds  it  difficult 
to  understand  how  a serious  injury  to  an  impor- 
tant viscus  can  occur  without  any  bruising  of  the 
chest  wall.  It  must  be  pointed  out  that  the  sub- 
cutaneous veins  are  small,  that  skin  and  muscles 
of  the  chest  wall  are  mobile  and  that  such  ana- 
tomical relations  do  not  favor  ecchymoses,  while 
hematoma  is  seen  only  over  the  scapula. 

— B.  Carl  Russum,  Omaha. 

1.  Smith,  Sydney:  Forensic  Medicine,  P.  Blakiston’s 
Son  & Co.,  p.  144. 


2.  Cook,  W.  E.,  M.  D.:  Traumatic  Rupture  of  the 
Lungs  Without  Signs  of  Trauma  in  the  Chest  Wall, 
Brit.  Med.  J„  2:629  (Oct.  6,  1934). 
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The  election:  Well,  “It  was  a famous  victory.” 

The  American  Medical  Association  has  103,000 
members. 

Cesarean  section  is  advised  in  cases  of  birth  in 
diabetics. 

It  is  stated  that  ten  per  cent  of  the  population 
is  syphilitic. 

Diabetes  is  two  and  one-balf  times  as  common 
in  Jews  as  in  other  white  people. 

Protomine  zinc  insulin  is  believed  to  be  the 
remedy  of  the  future  for  diabetics. 

Tuberculosis  is  ten  times  as  common  in  dia- 
betics than  in  the  rest  of  the  population. 

“One  man,”  Mr.  Dooley  said,  “is  not  only  as 
good  as  another,  but  a damned  sight  better.” 

The  general  practitioner  can  use  protomine  in- 
sulin safely,  because  of  its  slower  absorption. 

Clarkson  hospital  is  to  open  a psychopathic 
department,  devoting  the  entire  second  floor  to 
mental  cases. 

Eminin,  a new  product  not  yet  on  the  market, 
is  to  be  given  by  mouth  for  amenorrhoea  in  ad- 
olescent girls. 

The  American  Urological  Association,  South- 
eastern Branch  Society,  will  meet  at  Charlotte, 
N.  C.,  December  4,  5,  1936. 

Public  health  groups  suggest  that  that  one  dol- 
lar per  capita  of  population  should  be  spent  for 
public  health.  Omaha  spends  24  cents. 

Colloid  goiter  of  adolescence  can  be  cured  by 
the  administration  of  2 grains  of  sodium  iodide 
once  a day,  for  two  weeks,  twice  a year. 

Dr.  A.  L.  Miller,  Kimball;  was  elected  to  the 
unicameral  legislature  and  is,  as  far  as  we  know, 
the  only  medical  man  elected  to  that  body. 

The  theory  that  furunculosis  is  due  to  sugar 
and  other  carbohydrate  consumption  is  refuted  by 
recent  investigation. 

The  Hastings  State  Hospital  for  insane  has 
1,500  inmates,  the  Norfolk  State  hospital  1,100, 
and  the  Lincoln  State  hospital  1,200  in  round 
numbers. 

Before  the  first  hospital  for  the  insane  was 
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opened  for  patients  at  Lincoln  in  1871,  fifty  Ne- 
braska insane  were  maintained  at  the  Iowa  hos- 
pital for  insane  at  Mt.  Pleasant. 

McCord  treats  syphilis  in  pregnant  women 
with  good  results  to  baby.  No  massive  doses 
are  given.  Prevention  of  syphilis  in  the  baby  re- 
sults. 

Peck  of  Freeport  says  “Socialized  medicine  is 
the  way  of  regimentation  of  physicians,  and  in 
regimentation  there  can  only  be  a setback  to 
medicine  for  the  initiative  is  lost.’’ 

Dr.  M.  F.  Arnholt,  health  officer  of  Lincoln, 
has  made  arrangements  for  a public  health  course 
of  22  lectures  during  the  winter  months  by  prom- 
inent Lincoln  physicians,  surgeons  and  dentists. 

Infectious  diseases  like  scarlet  fever,  measles 
and  diphtheria  are  not  prevalent  in  the  tropics 
because  the  germ  in  passing  from  host  to  host 
through  the  transmitting  medium,  the  atmosphere, 
is  killed  by  the  high  temperature. 

The  Methodist  Hospital  of  Omaha  announces 
the  organization  of  a fever  therapy  department. 
The  equipment  is  the  type  which  will  do  both 
local  and  general  fever  work  and  will  be  under 
the  direction  of  Dr.  O.  C.  Nickum. 

In  a recent  radio  broadcast,  Dr.  G.  E.  Charlton, 
superintendent  of  the  Norfolk  State  hospital, 
called  attention  to  the  need  in  this  state  of  a Psy- 
chopathic hospital  for  the  study  of  borderline 
mental  cases  and  suggested  such  an  institution 
in  connection  with  the  University  hospital  at 
Omaha. 

The  war  department’s  new  housing  program 
contemplates  erection  of  a 54-bed  hospital  at  Fort 
Crook,  together  with  steward’s  headquarters  and 
accommodations  for  the  35  men  in  the  medical 
detachments,  the  seventh  corps  area  was  advised 
from  Washington.  The  building  project  is  to 
cost  $299,086. 

Fifteen  thousand  dollars  is  sought  to  be  col- 
lected from  two  Nebraska  physicians  because,  the 
petition  asserts,  the  girl  ate  roasting  ears  and 
became  ill,  before  a tonsillectomy,  following  which 
she  died.  It  charges  the  physicians  were  negli- 
gent in  not  giving  the  girl  a thorough,  examina- 
tion before  operating. 

The  family  of  a person  committed  to  a State 
hospital  for  the  insane,  if  financially  able,  are  ex- 
pected to  contribute  the  sum  of  sixteen  dollars  a 
month  toward  his  care  and  to  provide  his  needs 
in  clothing.  Inadequate  as  this  amount  is,  it  is 


surprising  how  many  persons  responsible  for  the 
small  sum  shrink  from  paying  it. 

The  Omaha  hospitals  approved  by  the  Ameri- 
can College  of  Surgeons  in  an  announcement 
made  are:  Clarkson,  St.  Joseph,  Douglas  county, 
Covenant,  Immanuel,  Lutheran,  Methodist,  St. 
Catherine  and  University.  Their  approval  was 
made  known  at  the  opening  session  of  the  19th 
annual  hospital  standardization  conference  in 
Philadelphia,  recently. 

Attention  has  been  called  by  Dr.  J.  C.  Nielsen, 
superintendent  of  the  Hastings  State  hospital  at 
Ingleside,  to  the  law  enacted  by  the  last  legisla- 
ture providing  that  county  boards  must  make  a 
levy  to  care  for  its  insane  at  the  several  State 
hospitals.  It  is  a fact  that  many  counties  have 
not  paid  their  share  toward  the  care  of  insane 
committed  from  their  counties.  The  amount  re- 
quired from  each  county  for  each  patient  is 
$10.10  per  month. 

We  glean  from  the  Journal  of  the  Arkansas 
Medical  Society  that  in  1935  approximately  88% 
of  admissions  to  Veterans  Administration  Hos- 
pital Facilities  were  for  non-service  connected  dis- 
abilities. This  constitutes  almost  the  entire  load 
and  is  clearly  not  what  the  law  intended.  The 
law  provides  that  applicant  for  benefits  must  state 
under  oath  that  he  is  unable  to  defray  the  neces- 
sary expense  for  his  hospital  care  and  necessary 
transportation  expense.  Surely  not  all  of  the 
88%  were  indigents. 

That  typhoid  fever  is  not  wholly  conquered  in 
America  is  evidenced  by  the  fact  that  60  cases 
occurred  between  July  1 and  September  7 in  Ber- 
gen county,  New  Jersey.  Forty  of  the  sixty 
cases  were  traced  to  a “spring”  much  patronized 
by  people  in  passing  and  from  which  many  per- 
sons carried  water  home  in  bottles  or  jugs.  Con- 
tamination had  occurred  from  deposits  of  human 
excrement  in  the  nearby  thicket  which  washed 
clown  by  rains  polluted  the  source  of  the  water 
supply  which  was  in  fact  a hidden  walled-in  res- 
ervoir— the  “spring”  an  overflow  pipe. 

Subintoxication  is  a new  term  originated  by  a 
committee  of  the  British  Medical  Association  to 
describe  an  automobile  driver  who  has  imbibed  a 
small  amount  of  alcohol.  The  proposition  ad- 
vanced is  that  there  is  great  danger  of  the  sub- 
intoxicated— the  man  who  is  not  drunk  in  the 
legal  sense,  but  is  physiologically  under  the  in- 
fluence of  alcohol.  At  least  25%  of  road  acci- 
dents, it  is  stated,  are  due  to  the  fact  that  the 
drivers  had  consumed  small  quantities  of  alcohol. 
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They  were  not  intoxicated,  but  subintoxicated. 
We  are  reminded  of  a medical  friend  who  on 
being  asked  on  the  witness  stand  when  intoxica- 
tion began,  replied  “After  the  very  first  drink.” 

A declining  national  population  is  inevitable 
within  15  years  unless  the  birth  rate  should  rise 
or  immigration  increase  according  to  Dr.  O.  E. 
Baker  of  the  Bureau  of  Agricultural  Economics. 

“The  birth  rate  has  declined  more  than  25 
per  cent  during  the  last  ten  years.  If  the  birth 
rate  continues  to  decline  at  this  rate,”  Dr.  Baker 
says,  “a  maximum  population  will  be  reached  by 
1945  or  1950.  Thereafter,  the  population  will 
decline ; declining  slowly  at  first,  then  at  an  ac- 
celerating rate.”  * * * “Fifty  years  from  now,” 
Dr.  Baker  says,  “there  may  be  only  a third  as 
many  children  in  the  Nation  as  now,  and  only  half 
as  many  women  of  child-bearing  age.  There  will 
be  nearly  three  times  as  many  old  people.” 


OBITUARY 

Joshua  S.  Devries,  Fremont,  Nebr.;  Omaha  Medical 
College,  1888;  practitioner  in  association  with  the 
late  Dr.  L.  J.  Abbott,  Fremont,  for  several  years  after 
his  graduation,  following  which  he  was  located  at 
Fontenelle  for  a time,  returning  again  to  Fremont  in 
the  early  nineties  where  he  continued  his  work  until 
the  end  ca,me;  a man  of  sterling  worth,  large  client- 
age, a tireless  worker,  a cheerful  temperament, 
therefore  many  friends;  former  secretary,  Dodge 
County  Medical  society;  member,  Nebraska  State 
Medical  Association,  former  coroner  of  Dodge  county, 
for  many  years  county  physician  of  Dodge  county; 
a man  much  interested  in  the  civic  affairs  of  the 
community;  was  found  dead  in  bed,  November  15, 
1936,  aged  seventy-two  years.  The  wife,  a daugh- 
ter and  four  sons  survive. 

John  W.  Archerd,  Crookston,  Nebr.;  record  of  med- 
ical training  unavailable;  practioner  at  Clay  Center 
for  many  years,  later  at  Grafton  and  for  the  last 
ten  years  located  at  Crookston;  died  November  5, 
1936,  aged  seventy-nine  years.  He  is  survived  by  a 
wife,  daughter  and  two  sons.  Burial  at  Clay  Center, 
Nebr. 


AUXILIARY  NEWS  NOTES 

Greetings  were  taken  by  Mrs.  J.  M.  Woodward, 
president  of  the  Nebraska  State  Medical  Auxiliary, 
to  the  annual  meeting  of  the  State  Federation  of 
Women’s  Clubs  at  Beatrice,  Nebraska,  Oct.  22,  1936. 

The  first  meeting  of  the  Douglas  County  Auxiliary 
was  held  on  Oct.  26,  at  the  Hotel  Fontenelle.  This 
was  a membership  tea.  The  group  were  honored  by 
having  Dr.  Fishbein  of  Chicago,  111.,  editor  of  the 
Journal  of  the  American  Medical  Association,  address 
them  on  “Food  Fads.”  Mrs.  J.  M.  Woodward,  Mrs. 
E.  E.  Angle,  and  Mrs.  Elmer  Hansen  were  guests  from 
Lincoln. 

The  Lancaster  County  Auxiliary  met  at  the  home  of 
Mrs.  E.  Y.  Wiedman  Nov.  2 for  a one  o’clock  coffee 
sandwich  luncheon.  Thirty-eight  were  present.  The 
luncheon  was  followed  by  a business  meeting  and  a 
very  educational  program.  The  sound  film  “Con- 
tact” sponsored  by  the  National  Tuberculosis  Associa- 
tion was  shown.  Dr.  L.  J.  Owen  spoke  on  “The 
History  of  Epidemics.” 


Dr.  and  Mrs.  J.  E.  M.  Thomson  of  Lincoln  attended 
the  meetings  of  the  Clinical  Orthopedic  Society  at 
Shreveport,  La.,  October  28-29,  and  Dallas,  Texas, 
October  30-31.  Dr.  Thomson  was  elected  President 
for  the  coming  year. 

Members  of  the  State  Auxiliary  Board  were  enter- 
tained by  their  President,  Mrs.  J.  M.  Woodward,  at 
a luncheon  at  the  Lincoln  Country  Club  on  Saturday, 
November  7.  Business  meeting  followed  the  luncheon. 
Guest  speakers  of  the  afternoon  were  Dr.  George 
Covey,  President  of  the  Nebraska  State  Medical  Asso- 
ciation, and  Dr.  F.  F.  Teal,  Chairman  of  the  Advisory 
Council.  Their  discussion  of  the  possibilities  for  our 
organization  was  most  inspirational.  Out-of-town 
guests  were,  Mrs.  C.  C.  Tomlinson,  Mrs.  C.  W.  N. 
Poynter,  and  Mrs.  J.  F.  Hyde,  of  Omaha;  Mrs.  E.  E. 
Farnsworth  and  Mrs.  W.  W.  Arrasmith  of  Grand 
Island. 

— Mrs.  F.  C.  Ferciot,  Publicity  Chairman. 


THE  SOCIETIES 

Lancaster  County  Medical  Society  met  October  6, 
about  sixty  members  present.  The  president,  Dr. 
Becker,  presided. 

The  program  of  the  evening  was  presented  by  Dr. 
George  W.  Covey  and  Mr.  M.  C.  Smith,  with  discus- 
sions also  by  Dr.  P.  H.  Bartholomew,  Dr.  J.  S.  Welch, 
and  Dr.  E.  W.  Hancock. 

Dr.  Covey’s  paper  included  a discussion  of  what  the 
State  Society  is  doing  in  the  way  of  medical  education 
and  prevention  of  disease.  He  also  mentioned  some 
of  the  committees  that  have  been  appointed  and  or- 
ganized during  the  year,  such  as  the  Tuberculosis 
Survey  committee  of  the  State  of  Nebraska,  the  Can- 
cer Committee,  and  the  Nebraska  Council  on  Medical 
Education.  He  emphasized  also  the  protection  of  the 
rights  and  privileges  of  the  doctors  as  well  as  of  the 
patients. 

Mr.  Smith,  Executive  Secretary  of  the  State  So- 
ciety, presented  a paper  dealing  with  the  problems  of 
the  State  Medical  Association  and  its  organization; 
also  causes  of  some  of  the  economic  ills.  He  empha- 
sized the  necessity  of  high  medical  ideals  and  medi- 
cal standards  in  order  to  keep  the  respect  of  the  laity. 

Dr.  Bartholomew  spoke  of  the  program  and  progress 
of  Public  Health  in  Nebraska  and  mentioned  recent 
appointments  of  new  members  in  the  Public  Health 
Department  of  the  State  of  Nebraska.  He  emphasized 
the  necessity  of  very  close  cooperation  between  the 
county  medical  societies  and  the  State  Public  Health 
undertakings,  in  order  to  make  these  successful. 

Dr.  Welch  spoke  on  the  Council  of  Medical  Educa- 
tion and  its  work  during  the  past  fourteen  years, 
since  this  Council  has  been  established.  He  referred 
to  the  Council  of  Medical  Education  of  the  A.  M.  A.  as 
dealing  entirely  with  the  standardizing  of  medical 
schools,  and  stressed  the  necessity  of  medical  educa- 
tion also  among  the  physicians.  He  discussed  the 
organization  of  the  Nebraska  Council  on  Medical  Ed- 
ucation, for  this  purpose,  initiated  by  the  State  Asso- 
ciation this  year. 

Lancaster  County  Medical  Society  met  October  20. 
about  forty-five  members  present,  Dr.  Becker,  presi- 
dent, presiding. 

The  first  subject  of  the  evening  program  was  “Pri- 
mary Malignancy  of  the  Small  Intestine,”  by  Dr.  E. 
W.  Rowe  and  Dr.  J.  Marshall  Neely 

Dr.  Rowe’s  paper  consisted  of  a review  of  the  larger 
series  of  malignancies  of  the  small  bowel  that  have 
been  reported,  with  discussion  of  the  clinical,  labora- 
tory and  radiological  findings  together  with  the  diag- 
nosis of  malignancy  of  the  small  intestine.  He  re- 
ported that  to  date  eight  malignancies  of  the  small 
intestine  had  been  diagnosed  from  a series  of  nearly 
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75,000  hospital  and  clinic  cases  here  in  Lincoln,  these 
including  about  1,100  autopsies. 

Dr.  Neely  discussed  the  pathology  of  the  malig- 
nancies of  the  small  intestine. 

The  second  subject  was  presented  by  Dr.  Czar  C. 
Johnson,  on  “The  Healing  Arts.” 

This  paper  consisted  primarily  of  a review  of  the 
medical  laws,  or  statutes,  of  the  State  of  Nebraska, 
not  only  as  pertaining  to  our  profession  but  also  to 
the  various  cults  and  allied  professions.  He  noted 
that  the  laws  as  they  stand  are  undoubtedly  inad- 
equate and  unsatisfactory. 

The  paper  was  discussed  by  Dr.  B.  P.  Bailey. 

— O.  A.  Reinhard,  Sec. 

The  Keith-Garden-Perkins  County  Medical  Society 

held  a meeting  at  Ogallala,  October  21.  After  dinner 
at  a cafe  the  meeting  was  held  in  the  Arrowhead 
chapel.  Dr.  J.  S.  Broz,  Alliance,  read  a paper  on 
some  surgical  problems.  Dr.  Peterson  of  Ovid  started 
an  impromptu  discussion  on  infantile  paralysis,  sev- 
eral cases  having  occurred  in  that  area  during  the 
past  year.  Twelve  physicians  attended. 

The  medical  women  of  the  Lincoln  and  Omaha 
Branches  of  the  Medical  Women’s  National  Associa- 
tion held  a meeting  at  Waterloo  October  11,  the 
guests  of  Dr.  Margaret  Koenig  and  her  brother.  About 
thirty-five  were  present.  A picnic  luncheon,  a visit 
to  the  formal  gardens  of  the  Koenig  estate  and  a bus- 
iness meeting,  were  included  in  the  meeting.  Dr. 
Mattie  Arthur,  Omaha,  who  broke  her  hip  about  two 
years  ago  attended  the  meeting,  the  first  in  several 
years. 

The  regular  meeting  of  the  Omaha-Douglas  County 
Medical  Society  was  held  in  the  Medical  Arts  Audi- 
torium at  8 p.  m.  on  October  13th,  1936.  Dr.  J.  Jay 
Keegan  presiding. 

Dr.  Rodney  Bliss  introduced  the  guest  speaker  of 
the  evening,  Dr.  Thomas  P.  Findley,  Jr.,  Instructor  of 
Medicine,  Washington  University  School  of  Medicine, 
St.  Louis,  Mo.,  whose  subject  was  “Clinical  and  Ex- 
perimental Studies  in  Diseases  of  the  Kidneys.”  Dr. 
Payson  S.  Adams  talked  on  “Conservative  Treatment 
of  Surgical  Kidney  Disease.” 

The  Autumn  Meeting  of  the  Third  Councilor  Dis- 
trict Medical  Society  was  held  at  Tecumseh,  Novem- 
ber 20. 

The  program  was  given  by  members  of  the  faculty 
of  the  University  of  Nebraska  College  of  Medicine, 
Omaha: 

“The  Management  of  Peripheral  Vascular  Diseases” 
(With  Lantern  slides),  Charles  W.  McLaughlin,  Jr., 
M.  D. 

“A  Practical  Skin  Clinic,”  Olin  J.  Cameron,  M.  D. 

“Diabetic  Complications,”  (With  Colored  Movie), 
Frank  Conlin,  M.  D. 

“Obstetrical  Analgesia  and  Anesthesia,”  David 
Findley,  M.  D. 

Dinner  at  Hopkins  Hotel. 

After-dinner  Discussion  of  Field  Activities  of  the 
Association  at  the  Present  Time,  M.  C.  Smith,  Ex- 
ecutive Secretary. 

“The  Treatment  of  Malignancies  of  the  Face  and 
Mouth,”  (Shown  by  Motion  Picture  in  Natural  Color), 
A.  F.  Tyler,  M.  D. 

The  November  meeting  of  the  Madison  Six  County 
Medical  Society  was  held  at  the  Norfolk  State  Hos- 
pital on  the  17th.  Following  an  unusually  fine  dinner 
enjoyed  by  sixty-two  physicians  and  their  ladies  a 
musical  play,  “One  Lovely  Night,”  was  put  on  by 
patients  of  the  hospital  showing  progress  made 
music  therapy  in  treatment  of  phychiatric  p&aeqts. 

Dr.  A.  E.  Bennett,  Omaha,  read  a pap„er  op,  “The 
Management  of  Psychoneurotic  Patients  in  General 
Practice.”  Dr.  T.  M.  Barber,  clinical  director  of  the 


Norfolk  State  Hospital,  gave  “A  Review  of  Five  Years’ 
of  Musical  Therapy  at  the  Norfolk  State  Hospital.” 
Dr.  Richard  H.  Young,  Omaha,  spoke  on  “Early  Signs 
and  Recent  Advancement  in  the  Treatment  of  Phy- 
chiatric States.”  Dr.  Young  told  of  the  newer  treat- 
ment of  dementia  praecox  by  insulin  shock. 

The  entire  program  was  well  presented  and  highly 
appreciated  by  those  in  attendance.  A rising  vote 
of  thanks  was  tendered  Dr.  G.  E.  Charlton,  superin- 
tendent and  the  entire  staff  for  the  fine  program. 

The  Southwest  Nebraska  Medical  Society  had  ar- 
ranged a very  attractive  program  for  November  27, 
a Thanksgiving  postlude.  Clinics  at  St.  Catherine’s 
hospital,  McCook,  were  the  central  feature.  These 
clinics  were  given  by  Dr.  W.  W.  Barber,  pediatrician, 
and  Dr.  Samuel  Potter,  Denver. 
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Dr.  D.  S.  Rosenberg,  formerly  of  Omaha,  has  located 
at  Franklin. 

Dr.  and  Mrs.  R.  H.  Kerr,  Alma,  have  been  vaca- 
tioning in  California. 

Dr.  and  Mrs.  D.  W.  Vanderhoof,  Scribner,  visited 
Salt  Lake  City  recently. 

Dr.  and  Mrs.  F.  O.  Beck,  Omaha,  have  returned 
from  a Mediterranean  cruise. 

Dr.  and  Mrs.  W.  F.  Callfas,  Omaha,  have  gone  to 
southern  California  for  the  winter. 

Dr.  David  Findley  has  become  associated  with  his 
father,  Dr.  Palmer  Findley,  Omaha. 

Dr.  Mattie  Arthur,  Omaha,  has  gone  to  California 
where  she  aims  to  spend  the  winter. 

Dr.  M.  A.  Mack,  Crete,  gave  a talk  on  First  Aid 
before  the  local  Rotary  club  recently. 

Dr.  and  Mrs.  E.  G.  Brillhart,  Shelby,  visited  rela- 
tives in  Tulsa,  Okla.,  the  middle  of  October. 

Dr.  and  Mrs.  C.  G.  McMahon,  Superior,  visited 
Minneapolis  and  Rochester,  Minn.,  recently. 

Dr.  Claude  T.  Mason  has  located  at  Superior.  He 
is  a son  of  Dr.  Claude  W.  Mason  of  Omaha. 

Dr.  C.  A.  Brink,  who  recently  returned  to  Ord  after 
an  absence  of  years,  has  located  at  North  Loup. 

Dr.  Victor  E.  Levine,  Omaha,  spoke  on  Travels  in 
the  Arctic,  before  the  Omaha  Woman’s  club  recently. 

Dr.  A.  G.  Pohlman  addressed  the  Chamber  of  Com- 
merce recently  on  the  subject  of  a recent  trip  to  Ger- 
many. 

Dr.  Edward  D.  Gibson,  formerly  of  Benham,  Ky., 
has  become  associated  with  Dr.  F.  L.  Wilson  at 
Stuart. 

Dr.  and  Mrs.  O.  F.  Lang  and  sons  motored  to  Cali- 
fornia for  a month’s  vacation  and  returned  late  in 
October. 

Dr.  Ed.  Walsh,  formerly  associated  with  Dr.  Adolph 
Sachs,  Omaha,  has  opened  an  office  in  the  Medical 
Arts  Building. 

A car  belonging  to  Dr.  M.  M.  Sullivan,  Spaulding, 
was  stolen  from  the  streets  of  Columbus  and  recov- 
ered in  Denver. 

Dr.  Byron  Bailey,  Grant’s  Pass,  Ore.,  visited  rela- 
tives and  friends  at  Stratton  and  other  Nebraska 
points  recently. 

Dr.  D.  C.  Stansberry,  for  a dozen  years  at  Geneva, 
has  located  at  Glenvil  where  he  had  been  formerly 
engaged  in  practice. 

Dr.  William  Edwards,  for  some  time  in  charge  of 
the  CCC  camp  at  Nelson,  has  been  transferred  to  a 
camp  at  Eagleville,  Mo. 

Dr.  J.  E.  M.  Thompson,  Lincoln,  was  elected  presi- 
dent cf  the  Clinical  Orthopedic  society  at  the  recent 
• rfi%3tir.g*dt  Dallas,  Texas. 

‘ Dr.  W."  E.'Asli,  Council  Bluffs,  was  named  presi- 
dent-elect of  the  Creighton  Medical  Alumni  at  the 
recent  meeting  in  Omafia. 

Dr.  J.  E.  Downing,  Gresham,  has  received  a posi- 
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tion  in  the  medical  corps  of  the  army  and  has  been 
called  to  Des  Moines  for  service. 

Dr.  C.  C.  Drummond,  attending  physician  Norfolk 
State  hospital,  gave  a talk  on  “Mental  Hygiene”  over 
WJAG,  Norfolk,  recently  as  a part  of  a P.  T.  A.  pro- 
gram. 

Dr.  C.  W.  M.  Poynter,  Dean  of  the  Nebraska  Uni- 
versity College  of  Medicine,  attended  the  Association 
of  American  Medical  Colleges  at  Atlanta,  Ga.,  the 
first  days  of  November. 

Dr.  T.  J.  Andrews,  85  year  old  physician  at  Fair- 
bury,  recently  celebrated  the  forty- ninth  anniversary 
of  his  advent  at  Fairbury.  He  had  been  in  practice 
five  years  before  locating  in  Fairbury. 


BOOKS  RECEIVED 

MODERN  UROLOGY,  IN  ORIGINAL  CONTRIBU- 
TIONS BY  AMERICAN  AUTHORS:  Edited  by  Hugh 
Cabot,  M.  D„  LL.  D.,  C.  M.  G.,  F.  A.  C.  S.,  Professor 
of  Surgery,  The  Mayo  Foundation,  Graduate  School 
of  the  University  of  Minnesota,  and  Consulting  Sur- 
geon to  the  Mayo  Clinic,  Rochester  Minnesota;  form- 
erly Dean  and  Professor  of  Surgery  in  the  Medical 
School  of  the  University  of  Michigan,  Ann  Arbor, 
Michigan.  Volume  I:  General  Considerations — Dis- 
eases of  Penis  and  Urethra — Diseases  of  Scrotum  and 
Testicle — Diseases  of  Prostate  and  Seminal  Vesicles. 
Illustrated  with  546  engravings  and  12  plates.  Vol- 
ume II:  Diseases  of  the  Bladder — Diseases  of  the 
Ureter — Diseases  of  the  Kidney — Radiation  Therapy 
of  Tumors  of  the  Genito-Urinary  Tract.  Illustrated 
with  374  engravings  and  9 plates.  Third  edition  thor- 
oughly revised.  Lea  and  Febiger,  Philadelphia,  1936. 
Per  volume,  $10.00 

DR.  COLWELL’S  DAILY  LOG  FOR  PHYSI- 
CIANS— 1937:  A Brief  Simple  Financial  Record  for 
the  Physician’s  Desk.  Colwell  Publishing  Co.,  Not 
Inc.,  Champaign,  111. 

NEW  AND  NON-OFFICIAL  REMEDIES  — 1936 : 
Articles  Which  Stand  Accepted  by  the  Council  on 
Chemistry  and  Pharmacy  of  the  American  Medical 
Association,  January  1,  1936.  American  Medical  As- 
sociation, Chicago. 

A.  M.  A.  COUNCIL  ON  PHARMACY  AND  CHEM- 
ISTRY REPORTS,  1935:  American  Medical  Associa- 
tion, Chicago. 


Mrs.  Banker:  “Did  you  have  a local  anes- 
thetic?” 

“Mrs.  O’Malley:  “Not  on  yer  life.  I went  to 
a hospital  in  Boston.” — Muskegon  Farmer. 

Caller — What’s  all  that  howling  upstairs  ? 

Mrs.  Boardem — It’s  that  faith-cure  doctor 
who’s  got  the  toothache. 

A Scotchman  had  been  told  by  his  doctor  that 
he  had  a floating  kidney.  He  was  much  dis- 
turbed by  the  diagnosis  and  went  to  the  Minister 
of  his  Church  with  a request  for  the  prayers  of 
the  congregation. 

“I  don’t  know,”  said  the  minister  dubiously, 
“I’m  afraid  that  at  the  mention  of  a flpatipg  .kid- 
ney the  congregation  would  laugh  , ■ > 

“I  don't  see  why  they  would,”  replied  the  suf- 
ferer. “It  was  only  last  Sabbath  you  prayed,  for 
loose  livers.” — Royal  Arcanum  Bulletin. 


ROSTER  OF  OFFICERS— 1936 


George  W.  Covey,  Lincoln,  President 1937 

Roy  W.  Fouts,  Omaha,  President-elect 1937 

A.  J.  Cameron,  Herman,  Vice-President 1937 

Lester  J.  Stearns,  Kearney,  Vice-President 1937 

M.  C.  Smith,  Curtis,  Executive  Secretary 1937 

R.  B.  Adams,  Lincoln,  Secretary-Treasurer 1939 

COUNCILORS 

Homer  Davis,  Genoa ....1937 

A.  A.  Conrad,  Crete 1937 

D.  D.  King,  York 1937 

W.  J.  Douglas,  Atkinson 1937 

A.  L.  Cooper,  Scottsbluff 1938 

R.  D.  Bryson,  Callaway 1938 

L.  W.  Rork,  Hastings 1938 

O.  R.  Platt,  North  Platte 1938 

A.  P.  Overgaard,  Omaha,  Secretary 1939 

E.  L.  Brush,  Norfolk,  Chairman 1939 

W.  R.  Boyer,  Pawnee  City 1939 

J.  J.  Hompes,  Lincoln 1939 

DELEGATES  TO  THE  A.  M.  A. 

R.  W.  Fouts,  Omaha 1936 

B.  F.  Bailey,  Lincoln 1937 

DELEGATES  TO  COUNCIL  ON  MEDICAL 
EDUCATION  OF  THE  A.  M.  A. 

J.  S.  Welch Lincoln 

PUBLIC  POLICY  AND  LEGISLATION 

B.  F.  Bailey,  Chairman Lincoln 

E.  W.  Rowe,  Vice-Chairman Lincoln 

R.  W.  Fouts Omaha 

K.  S.  J.  Hohlen Lincoln 

J.  W.  Duncan Omaha 

R.  B.  Adams,  Ex-Officio Lincoln 

Sub-Committee  No.  1 — Public  Policy  and  Legislation 

C.  F.  Andrews,  Chairman Lincoln 

Lucien  Stark  Norfolk 

E.  G.  Johnson Grand  Island 

Sub-Committee  No.  2 — Planning 

E.  W.  Rowe,  Chairman Lincoln 

F.  L.  Rogers Lincoln 

W.  C.  Becker Lincoln 

JOURNAL  AND  PUBLICATION 
F.  A.  Long,  Chairman , Madison 

A.  F.  Tyler Omaha 

B.  F.  Bailey Lincoln 

R.  B.  Adams,  Ex-Officio Lincoln 

CAMPAIGN  COMMITTEE 

E.  S.  Wegner,  Chairman Lincoln 

COUNCIL  ON  MEDICAL  EDUCATION  AND 
HOSPITALS 

W.  H.  Wherry,  Chairman Omaha 

J.  S.  Welch Lincoln 

Joseph  McCarthy v Omaha 

C.  W.  M.  Poynter Omaha 

B.  M.  Riley Omaha 

Earl  Sage  Omaha 

E.  W.  Hancock Lincoln 

James  F.  Kelly Omaha 

Claude  Uren  Omaha 

J.  E.  M.  Thomson Lincoln 

MEDICO-LEGAL  ADVISORY 

R.  W.  Fouts,  Chairman Omaha 

O.  R.  Platt North  Platte 

R.  B.  Adams Lincoln 

PUBLIC  ACTIVITIES 

E;  R,  Hays,  Chairman Falls  City 

J'  D.  McCarthy Omaha 

Roy  H.  Witham Lincoln 

J.  S.  Welch Lincoln 

C.  W.  M.  Pointer Omaha 
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Announcing 

A Series  of  Improved  Antitoxins 

rGLOBULINT^^^MODIFIED; 

Tetanus  - Diphtheria  - Erysipelas  - Scarlet  Fever 

40%  less  bulk — lower  viscosity • — more  of  the  trouble- 
some proteins  discarded  and  the  remainder  modified — 

AND  HENCE  fewer  reactions 

Telephone  or  Wire  DONLEY-STAHL  COMPANY,  The  Physicians’  Supply  House,  Lincoln,  Nebraska 


DEXTRI-MALTOSE-  True  Economy 

"The  Measure  of  Economy  Is  Value,  Not  Price  ' 


TT  is  interesting  to  note  that 
a fair  average  of  the  length 
of  time  an  infant  receives 
Dextri  - Maltose  is  five 
months:  That  these  five 
months  are  the  most  critical 
of  the  baby’s  life:  That  the 
difference  in  cost  to  the  moth- 
er between  Dextri  - Maltose 
and  the  very  cheapest  carbo- 
hydrate at  most  is  only  $6  for 


this  entire  period,  a few  cents 
a day:  That,  in  the  end,  it 
costs  the  mother  less  to  em- 
ploy regular  medical  attend- 
ance for  her  baby  than  to  at- 
tempt to  do  her  own  feeding, 
which  in  numerous  cases  leads 
to  a seriously  sick  baby  even- 
tually requiring  the  most 
costly  medical  attendance. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Ind^TSTc 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  rawing  unautl^o^i5eSP  ^or^fis.  (P’ 
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EFFECTIVE  ECONOMY 


Effective  economy  is  measured  in  terms  of  something 
more  than  price  alone.  The  low  cost  of  Benzedrine 
Solution  appeals  to  the  patient,  but  the  physician 
realizes  even  greater  economies  in  efficiency. 

(1)  Giordano  has  recently  shown  that  “Benzedrine 
in  a 1%  oil  solution  . . . gave  a shrinkage 
which  lasted  approximately  18%  longer  than 
that  following  applications  of  a 1 % oil  solution 
of  ephedrine.’’ 

(Penna.  State  Med.  Jour.;  Oct.  1935.) 

(2)  And  Scarano  has  said,  “The  secondary  re- 
actions following  the  use  of  Benzedrine  were 
less  severe  and  less  frequent  than  those  ob- 
served with  ephedrine." 

(Med.  Record,  Dec.  5,  1934.) 


When  a liquid  vasoconstrictor  is 
indicated,  prescribe 


BENZEDRINE 

SOLUTION* 


AN  ECONOMICAL  VASOCONSTRICTOR 

for  shrinking  the  nasal  mucosa  in  head  colds, 
sinusitis  and  hay  fever.  Issued  in  1 -ounce  bottles  for 
prescription  dispensing  and  in  16-ounce  bottles 
for  office,  clinic  and  hospital  use. 


*Benzyl  methyl  carbinamine 
1%  in  liquid  petrolatum  with 
Vz  of  1%  oil  of  lavender. 
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SMITH,  KLINE  & FRENCH  LABORATORIES,  PHILADELPHIA,  PA. 
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Professional  Protection 


A Doctor  Says — 

“We  go  along  for  years  and  suddenly  from  the 
darkness  springs  a suit  or  claim  for  malpractice 
which  we  never  suspected  and  changes  our  nor- 
mal program  and  might  wreck  us  financially 
were  it  not  that  we  were  insured  with  you.” 
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OF  FORT  WAYNE.  INDIANA 


Dr.  E.  T.  Manning 

Clinical  Pathologist 

1407  Medical  Arts 
Building 
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Larsen  “Freshlike”  Strained  Vege- 
tables are  first  quality  garden  fresh 
vegetables  cooked,  strained  and 
sealed  under  vacuum  to  protect  vita- 
mins and  mineral  salts.  For  further 
protection  we  seal  in  spe- 
cial enamel  lined  cans. 

LARSEN'S 

' 'Freshlike " 
Strained  Vegetables 


All 

Varieties 

u 

O 

Per  Can 

THE  LARSEN  COMPANY.  Green  Bay.  Wis. 


icu  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers. 
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A 


hesterfields  . . . 

a corking  good  cigarette . . . 
they’ve  been  hitting  the  trail 
with  me  for  a long  time 


They  are  milder  . . . not  flat 
or  insipid  but  with  a pleas- 
ing flavor 

They  have  plenty  of  taste 
....  not  strong  but  just  right 


An  outstanding  cigarette 
. . . no  doubt  about  it 


© 1936.  Liggett  & Myers  Tobacco  Co. 
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MEAD’S  BREWERS  YEAST 


“The  very  recent  results 
of  Baker  and  Wright . . . 
remind  us  again  that 
vitamin  Bx  is  not  abun- 
dant in  most  of  our 
foods.  Most  of  our  fresh 
foods  contain  about  1 In- 
ternational unit  per 
gram.” 

— C.  A.  Elvehjem, 

Am.  J.  Pub.  Health, 
25:1334,  Dec.  1935. 


*New  potency — 25  International  vita- 
min units  and  42  Sherman  vitamin 
G units  per  gram. 


Potency  Doubled 

without  price  increase 


As  a result  of  long  continued  research  in  culturing 
various  strains  of  yeast,  all  Mead’s  Brewers  Yeast 
(tablets  and  powder)  now  on  the  market,  contains 
twice  as  many  vitamin  B (Bj)  units  as  before,  at  no 
increase  in  price.*  This  improvement  will  be  of  special 
interest  to  obstetricians  because  the  dosage  may  now 
be  reduced  one-half,  with  the  same  clinical  effect. 
Authorities  emphasize  the  importance  of  liberal  dietetic 
supplements  of  vitamin  B (B,)  during  pregnancy  and 
lactation,  and  for  infants  (breast  and  bottle  fed),  and 
for  growing  children. 


Mead’s  Brewers  Yeast  Tablets  in  bottles  of  250 
and  1000.  Mead’s  Brewers  Yeast  Powder  in  6 oz. 
bottles.  Bottles  now  packed  in  cartons  for  great- 
er protection.  Not  advertised  to  the  public. 
Samples  to  physicians  on  request. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Ind.,  U.  S.  A. 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson 
products  to  cooperate  in  preventing  their  reaching  unauthorized  persons. 
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Convalescents  Require 

the  High-Caloric  Diet 


From 

American  Journal 
of  Public  Health- 
March 1927 


Infectious  fevers  deplete  the  child’s  vitality.  It  is  an  exhaustion  comparable  to 
fastine.  Convalescent  children  show  a low  metabolism  for  several  weeks  following 
the  disappearance  of  the  fever.  The  low  metabolism  is  the  consequence  of  generalized 
cellular  damages. 

When  the  infection  clears,  activity  is  curbed  and  rest  periods  instituted.  The  child 
is  ready  to  cain.  The  problem  is  to  brine:  about  sufficient  intake  of  food.  The  initial 
diet  consists  of  small  portions  of  each  food  prescribed  and  the  amounts  are  gradually 
increased. 

The  high  caloric  diet  is  indispensable.  It  is  made  possible  by  reinforcing  foods  and 
fluids  with  Karo.  Every  article  of  the  diet  can  be  enriched  with  calories.  A tablespoon 
of  Karo  provides  60  calories.  Karo  is  relished  added  to  milk,  fruit  and  fruit  juices, 
vegetables  and  vegetable  waters,  cereals,  breads  and  desserts.  Karo  consists  of  dextrins, 
maltose  and  dextrose  (with  a small  percentage  of  sucrose  added  for  flavor),  not  readily 
fermentable,  rapidly  absorbed  and  effectively  utilized. 


Corn  Products  Consulting'  Service  for 
Physicians  is  available  for  further  clinical 
information  regarding  Karo.  Please  ad- 
dress: Corn  Products  Sales  Company, 
Dept.  SJ-12,  IT  flattery  Place.  New  York 
City. 


COMMUNICABLE 

DISEASES 

Disease 

Incubation  Period 

Isolation  Period 

(average) 

(average) 

Chicken  Pox 

12-16  Days 

3-14  Days 

Diphtheria 

2-4  Days 

After  12th  Day — 
until  cultures  negative 

Epidemic 

Meningitis 

1st  Week 

Until  cultures  negative 

Measles 

2nd  Week 

Until  5 days  from 
onset  rash 

Mumps 

3rd  Week 

Duration  of  Swelling 

Poliomyelitis 

3-10  Days 

21  Days 

Rubella 

3rd  Week 

Duration  of  catarrh 
and  rash 

Scarlet  Fever 

1st  Week 

After  21st  Day — 
until  cultures  negative 

Whooping 
! Cough 

2nd  Week 

Until  4 weeks  from 
onset  whoop 
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